This  is  a  digital  copy  of  a  book  that  was  preserved  for  generations  on  library  shelves  before  it  was  carefully  scanned  by  Google  as  part  of  a  project 
to  make  the  world's  books  discoverable  online. 

It  has  survived  long  enough  for  the  copyright  to  expire  and  the  book  to  enter  the  public  domain.  A  public  domain  book  is  one  that  was  never  subject 
to  copyright  or  whose  legal  copyright  term  has  expired.  Whether  a  book  is  in  the  public  domain  may  vary  country  to  country.  Public  domain  books 
are  our  gateways  to  the  past,  representing  a  wealth  of  history,  culture  and  knowledge  that's  often  difficult  to  discover. 

Marks,  notations  and  other  marginalia  present  in  the  original  volume  will  appear  in  this  file  -  a  reminder  of  this  book's  long  journey  from  the 
publisher  to  a  library  and  finally  to  you. 

Usage  guidelines 

Google  is  proud  to  partner  with  libraries  to  digitize  public  domain  materials  and  make  them  widely  accessible.  Public  domain  books  belong  to  the 
public  and  we  are  merely  their  custodians.  Nevertheless,  this  work  is  expensive,  so  in  order  to  keep  providing  this  resource,  we  have  taken  steps  to 
prevent  abuse  by  commercial  parties,  including  placing  technical  restrictions  on  automated  querying. 

We  also  ask  that  you: 

+  Make  non-commercial  use  of  the  files  We  designed  Google  Book  Search  for  use  by  individuals,  and  we  request  that  you  use  these  files  for 
personal,  non-commercial  purposes. 

+  Refrain  from  automated  querying  Do  not  send  automated  queries  of  any  sort  to  Google's  system:  If  you  are  conducting  research  on  machine 
translation,  optical  character  recognition  or  other  areas  where  access  to  a  large  amount  of  text  is  helpful,  please  contact  us.  We  encourage  the 
use  of  public  domain  materials  for  these  purposes  and  may  be  able  to  help. 

+  Maintain  attribution  The  Google  "watermark"  you  see  on  each  file  is  essential  for  informing  people  about  this  project  and  helping  them  find 
additional  materials  through  Google  Book  Search.  Please  do  not  remove  it. 

+  Keep  it  legal  Whatever  your  use,  remember  that  you  are  responsible  for  ensuring  that  what  you  are  doing  is  legal.  Do  not  assume  that  just 
because  we  believe  a  book  is  in  the  public  domain  for  users  in  the  United  States,  that  the  work  is  also  in  the  public  domain  for  users  in  other 
countries.  Whether  a  book  is  still  in  copyright  varies  from  country  to  country,  and  we  can't  offer  guidance  on  whether  any  specific  use  of 
any  specific  book  is  allowed.  Please  do  not  assume  that  a  book's  appearance  in  Google  Book  Search  means  it  can  be  used  in  any  manner 
anywhere  in  the  world.  Copyright  infringement  liability  can  be  quite  severe. 

About  Google  Book  Search 

Google's  mission  is  to  organize  the  world's  information  and  to  make  it  universally  accessible  and  useful.  Google  Book  Search  helps  readers 
discover  the  world's  books  while  helping  authors  and  publishers  reach  new  audiences.  You  can  search  through  the  full  text  of  this  book  on  the  web 


at|http  :  //books  .  google  .  com/ 


^i;^ 


MlElDiEm, 


!i^4j  Si^lSiMi^^ 


...  ^ 


^.jsfer-- 


i^i: 


/ 


A    SYSTEM    OF    SURGERY 


k 


PLATK  I. 


■^/''^ 


JiilSEf'- 


A'  ' 


^-         ^    ri^       l/n         ^<^        V    ^ 


,-.♦ 
«, 


■'.■■-'" 


^%^i 


) 


.V 


^ih 


fe' 


at 


\v 


>  ; 


(.ACFlll  fcCOMPAIIT.Ul«!Ti  ••  . 


■^ 


PLATE    I. 

Pig.  1. — Drawing  of  Bacillus  Mallei  in  Coverglass  Preparation  of  Pnre  Cul- 
ture.   Stained  with  Fuchsine.     Magnified  about  700  diam. 

Fig,  2. — Drawing  of  Section  of  young  Glanders  Nodule  in  the  Lung.  Stained 
by  [jOeffler*B  method  to  bring  out  the  Bacillus  Mallei.     Magnified  700. 

Fig^  3. — Bacillus  Anthracis  from  Spleen  of  Cow.  No  spores  are  to  bo  seen, 
M  the  preparation  was  made  as  soon  as  the  animal  was  killed.     Magnified  700. 

Fig.  4. — Anthrax  Bacilli  from  Pure  Culture.  Stained  by  MOllor*s  method. 
Spore  formation  well  seen.     Magnified  700. 

Fig.  5. — Streptococciu  Pyogenes  in  the  Pur,  taken  from  an  acute  abscess  of 
the  thigh.     Stained  with  Methylene  Blue.     Magnified  700. 

Fig.  6. — Diphtheria  Bacilli  at  and  near  the  surface  of  a  false  membrane. 
Below  this  are  bsu;illi  (a)  grown  on  glycerine  agar-agar,  {b)  on  blood  serum, 
(r)  as  seen  on  surface  of  membrane.     ^lagnified  700. 

Pig.  7. — Tubercle  Bacilli  in  Coverglass  Preparation  made  from  a  Tubercular 
Gland.  Stained  with  Carbol-Fucbaine  and  Methylene  Blue.  (Ziehl-Neelsen 
method.)     Magnified  700. 
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PREFACE. 


The  object  of  this  work  is  to  present  concisely  and  with  authority 
an  account  of  the  Science  of  Surgery  as  it  exists  at  the  present  day. 
To  deal  successfully  with  a  Protean  phase  of  knowledge,  which  is 
encumbered  by  many  ancient  prejudices  and  which  has  been, 
within  recent  years,  the  subject  of  aggressive  activity  and  the  scene 
of  almost  revolutionary  changes,  is  a  matter  of  no  little  difficulty. 
The  names  of  the  Authors  who  have  compiled  these  volumes 
will,  I  believe,  afford  an  assurance  that  this  difficulty  has  been 
approached  with  at  least  com^jetent  equipment,  and  for  their 
invaluable  co-operation  it  is  impossible  to  express  adequate  thanks. 

There  has  been  no  attempt  to  make  the  work  encyclopaedic ;  but 
every  endeavour  has  been  made  to  render  it  useful  to  the  Student 
and  Practitioner  of  Surgery.  Those  Subjects  which  are  of  the 
greater  importance,  are  those  which  have  been  treated  with  the 
greater  fulness. 

The  articles  are  concerned  with  the  Pathology,  Clinical  Mani- 
festations and  Treatment  of  the  various  diseases  and  injuries  that 
come  within  the  scope  of  Surgery.  The  actual  details  involved  in 
operative  procedures  are  not  dwelt  upon.  The  specialisation  of 
Ophthalmic  Surgery  made  it  appear  desirable  to  exclude  that  subject 
from  the  present  "System." 

In  a  few  instances  the  same  subject — or  some  one  aspect  of  it — 
is  treated  by  more  than  one  writer,  and  not  always  with  unanimity 
of  opinion.  As  the  creed  of  the  surgeon  is  not  yet  finally  formu- 
lated, no  effort  has  been  made  to  efface  these  divergent  expressions, 
or  to  secure  an  ideal  uniformity. 

The   woodcuts   illustrating   the    various  articles  are,    with   few 
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exooptionfi,  original,  and  have  been  for  the  most  part  taken  from 
living  patients,  from  photographs,  and  from  actual  specimens.  The 
majority  of  these  illustrations  have  been  executed  by  Mr.  Charles 
BiTJijau,  to  whose  care  and  skill  the  work  is  very  greatly  indebted. 
In  the  instances  in  which  figures  have  been  borrowed  from  other 
workh,  the  source  is  in  every  case  acknowledged. 

That  a  book  dealing  with  many  subjects,  and  the  work  of  many 
hands,  niust  present  some  omissions  is — in  a  first  edition  at  least — 
inevitable,  but  it  is  ho{>od  that  these  omissions  are  not  such  as  to 
illuHtrate  the  stattMnont  of  Carlyle  that  '*the  true  value  of  a  man's 
iMMtk  in  deU^nuined  by  what  he  does  not  write." 
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cocci  in  groups  or  masses  and  in  chains  (Staphylococcus  and  Streptococcus 
osteomyelitis).     Stained  by  Gram's  method.     Magnified  700. 

Fig.  11. — Bacillus  of  Mouse  Septicaemia  in  Coverglass  Preparation  of  Blood. 
Stained  with  Methylene  Blue.     Magnified  700. 

Fig.  12. — Gonococci  in  Pus  from  Case  of  Afute  Gonorrha»a.  Note  the 
arrangement  of  the  diplococci  in  and  between  the  cells.     Magnified  TOO. 

Fig.  13. — Tetanus  Bacillus  in  Goverglass  Preparati(m  of  a  pure  culture. 
Stained  with  Fuchsine.  Note  the  shape  of  the  rods  and  the  size  and  position 
of  the  spores.     Magfnified  700. 

Fig.  14. — Section  of  CarionsJ  Tooth  to  show  Position  of  Micrococci  and 
Bacdlli.     Stained  with  Methylene  Blue.    Magnified  700. 

[Figs.  6,  9,  10,  and  14  are  drawn  from  Preparations  kindly  placed  at  the 
author's  disposal  by  Mr.  H.  G.  Plimmer,  M.R.C.S.,  F.L.S. :  and  Fig.  12  is 
drawn  from  a  Specimen  prepared  by  F.  J.  McCann,  M.D.] 
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GENERAL    CHARACTERS    OW}  SfijOCmlA.: 

Before  giving  a  description  of  those  bacteria  that  bear  a  definite 
relation  to  surgical  diseases,  it  will  be  necessary  to  describe  very 
briefly  the  general  characters  of  this  whole  group  of  micro-organisms 
which  it  is  now  generally  agreed  are  closely  allied  to  lower  vegetable 
forms  of  life,  certain  of  the  more  highly  organised  forms  with  which 
we  have  to  deal  being  classified  in  well-recognised  groups  of  plants. 

The  term  bacteria  (Or.  fiaicTripia;  fidicTpoyj  diin.  fiaicT^piovj  a 
staff),  though  now  well  understood  and  generally  recognised  as 
including  rounded  organisms  or  cocci,  is  evidently  a  misnomer. 
Bacteria  form  a  group,  the  members  of  which  have  a  vegetative 
growth;  they  multiply  by  a  process  of  fission  or  direct  division, 
each  organism  as  it  increases  in  size  dividing  into  two — hence 
the  name  fission  fungi,  schizomycetes,  or  sdiizophytes.  In  some 
cases  this  process  of  division  is  complete,  the  rod  or  the  coccus 
(Gr.  KdKKoty  a  berry)  simply  dividing  into  two  separate  organisms ; 
in  other  cases  the  two  organisms  may  remain  in  contact,  and  even 
with  a  slight  bond  of  union  between  them,  forming  what  is  called 
a  diplococcus.  The  diplococcus  may  undergo  still  further  division, 
and  if  the  individual  organisms  still  remain  attached,  and  division  is 
in  one  plane  only,  transverse  to  the  longitudinal  axis,  a  chain  or 
streptococcus  (Gr.  arpenr^f  a  collar ;  vrptwra,  a  necklace)  may  be 
formed.  A  strepto-baciilus  or  streptothrix  is  formed  in  exactly  the  same 
way.  Where  there  are  several  planes  of  division,  so  that  an  irregular 
or  mulberry-shaped  mass  is  formed,  a  staphylococcus  (Gr.  ^ra^vXiy, 
a  bunch  of  grapes)  is  the  result.  Where  the  rods  increase  con- 
siderably in  length,  with  or  without  marked  subdivision  into 
shorter  lengths,  the  leptothrix  (Gr.  XcirrcJc,  slender,  thin)  is  formed. 
In    addition    to    these    more    common    forms    we    have   spiral   or 
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hfmW'%bMpM  orgmnisnu.  the  long  chains  of  which  are  known  m 
0pirlHn^  tbcdK  diipiding  into  «ihorter  lengths  to  form  the  romma- 
iihnp*/i  orfpsnisms  soch  a^  are  met  with  in  cholera. 

1.  CltififlnitioiL — For  our  purpose  the  simple  Hawrifimtion 
ifzt/>  microoocci  (sphereA  or  gmnnlesi^  hacilli  (rods  or  staves.  Lst 
h^Mculuty,  and  spirilla  /screwHufaaped  organisms  or  s|»!rals)  is  sufficient 
This  does  not,  of  oourse.  take  into  account  the  method  of  develop- 
ment, division,  and  life^history,  but  serves  merelj  for  purposes  of 
recognition  and  description  in  surgical  woik,  for  which  it  is  mt  present 
amply  sufficient. 

The  micrococci  maj  be  classilied  as  diplocooci ;  streptococci 
(tk\T*^y  described);  tetrads — in  which  there  are  two  planes  of 
diviwm  at  right  an/B^ea  to  each  other,  little  groups  of  four  bong 
formed  ;  sarcina  or  packet  or  wool-sack  cocci — ^the  result  of  division 
in  three  planes,  in  which  the  groups  are  compoeed  of  at  leafit  ei^t 
cells ;  and  ascococci  (Gr.  a^iroct  a  wine-skin,  a  leathern  bag),  a 
term  now  not  much  used,  in  which  groups  of  cocci  are  contained 
within  a  definite  capsule. 

The  straight  and  elliptical  bacteria  are  termed  bacillL 

2.  Stmcture. — These  organisms  are  made  up  of  a  delicate 
protoplasm  or  vegetable  albumen  which  takes  the  stains  of  aniline 
dyes  HO  deeply  that  there  is  sup|iosed  to  be  interspersed  throughout  a 
considerable  quantity  of  nuclear  chromatin  (page  51).  There  are, 
however,  more  deeply-stained  bodies  scattered  throughout  the  proto- 
plasm which  are  probably  composed  of  nuclear  substance,  though  this 
lias  not  yet  been  satisfiactorily  proved.  It  has  been  suggested  that  the 
rapid  vegetative  division  of  the  cell  is  due  to  the  presence  of  a  large 
amount  of  this  nuclear  substance.  Unstained,  the  fungus  protein, 
or  myoo-protein,  as  this  vegetable  albumen  was  named  by  Nendd, 
is  colourless  or  faintly  yellow,  homogeneous  or  glas^-looking, 
granular  or  vacuolated.  Minute  granules  of  chlorophyll,  strongly 
ref  ractile  particles  which  give  the  reactions  of  fat,  and  small  granules 
of  sulphur  or  starch  are  sometimes  seen.  In  certain  cases  l^is  pro- 
toplasm may  assume  a  yellow,  red,  violet,  magenta,  or  green  colour. 
Enclosing  the  protoplasm  is  a  dense  resistant  sheath  or  protecting 
membrane,  which  resembles  the  hard  covering  of  the  vegetable  ceUs 
of  the  higher  plants  and  contains  cellulose.  Between  this  dense 
membrane  and  the  deeply-stained  protoplasm  a  narrow  unstained 
area  may  be  seen  ;  this  is,  by  some,  said  to  be  produced  artificially  by 
the  action  of  the  various  reagents  used  in  preparing  and  staining  the 
organism^  whilst  others  hold  that  it  is  a  kind  of  modified  protoplasm 
from  which  the  deeply-staining  nuclear  material  is  absent.  The 
inner  layers  of  the  outer  membrane  usually  remain  firm,  but  the 
outer  layers  may  bf'come  so  modified  that  they  form  a  gelatinous 
covering  by  which,  in  many  canes,  the  organisms  are  lK>und  together 
into  little  luni|)S  or  masses  like  frogH*  Hpawn,  known  as  zooglosn 
ftioMes  or  masses  of  living  glue.  The  colouring  matter,  so  character- 
JHtic  a  fixture  of  many  micro-organisms,  may  be  found  both  in  this 
iiienibrano  and  in  the  protoplasm,  whilst  in  other  ciises  it  is  pre^sent 
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in  the  membrane  only  and  not  in  the  protoplasmic  substance.  This 
colouring  matter,  present  in  such  micro-organisms  as  the  Bacillus  pyo- 
cyaneus  and  in  the  bacillus  of  blue  milk,  may  be  diffused  into  the  sur- 
rounding nutrient  medium.  The  presence  of  this  colouring  matter  in 
any  of  the  above  positions,  when  grown  in  sufficiently  large  quantities 
to  become  visible  to  the  naked  eye,  gives  rise  to  those  characteristic 
beautifully-coloured  masses  seen  in  the  growths  of  Bacillus  violaceus, 
(Fig.  1)  the  magenta  micrococcus  (both  found  in  water),  the  Bacillus 
prodigiosus,  and  other  similar  organisms.  The 
limiting  or  external  membrane  may  be  merely 
altered  myco-protein,  but  in  certain  bacteria,  the 
Bacillus  anthracis  for  example,  it  consists  of  a 
substance  resembling  casein,  combined  with  a  form 
of  mucin  found  especially  in  the  embryonic  tissues 
of  animals. 

Many  micro-organisms,  especially  those  which 
are  motile,  appear  to  be  provided  with  Jlaydla  or 
ct/ta,  developed  either  directly  from  the  protoplasm 
of  the  organism  or  as  a  secondary  modification  of 
the  extenial  membrane.  These  ilagella  may  be  met 
with  singly  at  the  ends  of  the  organism,  or  in 
pairs  in  a  similar  position,  or  there  may  be  several 
pairs  arranged  at  the  periphery.  They  stain  {see 
Loeffler*8  stain  for  flagella,  page  51)  like  the  mem- 
branes, and  are  found  especially  in  those  organisms 
that  grow  in  fluid  media  and  in  contact  with  oxy- 
gen (page  8). 

Although  those  bacteria  of  interest  to  the 
surgeon  are  usually  described  as  single -form 
growths,  it  must  be  remembered  that  under  cer- 
tain conditions,  as  pointed  out  by  Zopf,  some  of 
them  may  be  poly-  or  pleo-morphic  during  certain 
stages  of  development.  The  Beggiatoa,  for  ex- 
ample, is  said  to  be  pleomorphic  because  it  assumes 
at  one  time  or  another  the  several  forms  of  cocci, 
rods,  and  leptothrix  filaments,  whilst  the  Actino- 
myces or  Bay-fungus  is  so  termed  from  the  fact  that  in  the  lower 
animals  it  is  made  up  of  a  seiies  of  club-shaped  rays  with  the 
rounded  ends  of  the  clubs  arranged  at  the  periphery  of  a  star.  In 
man,  and  in  young  colonies  even  in  the  lower  animals,  it  does  not 
exhibit  this  supposed  characteristic  arrangement.  In  place  of, 
or  sometimes  accompanying  the  ray-form,  may  be  found  cocci, 
usually  arranged  in  chains  or  masses ;  these  may  be  accompanied  by 
leptothrix  filaments,  which,  interlacing  freely,  form  a  kind  of  felted 
network.  These  threads  vary  considerably  in  length  and  are  some- 
times divided ;  or  they  may  show  no  sign  of  division  of  any 
kind.  Some  of  the  threads  are  curved,  and  when  they  break  they 
form  short  curved  sections  almost  like  spirilla  or  comma-shaped 
organisms  ;  the  cocci  and  threads  are  said  to  be  the  active  fungus 
B  2 
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Fig.  1.  — CultiT*. 
tion  of  Badllns 
Violaceus.  The 
dark  m asses  are 
Tiolet-coloured. 
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growths,  the  club  forms  being  merely  involution  forms,  the  clubbed 
extremity  being  the  result  of  an  extraordinary  development  of  the 
membranous  sheath  which,  though  marked  when  cattle  are  affected, 
is  comparatively  rare  in  the  human  subject. 

3.  Methods  of  reproduction.  Fission.— Micro-organisms 
divide  very  rapidly,  the  cholera  vibrio,  for  example,  under  ^vour- 
able  conditions  divides  into  two,  once  in  every  twenty  minutes ; 
others  divide  as  slowly  as  once  in  an  hour.  Were  conditions  ideally 
favourable  for  the  continuance  of  this  growth,  all  other  organic  life 
would  therefore  soon  be  crowded  out  of  existence.  This  vegetative 
multiplication,  however,  only  takes  place  when  all  the  conditions  for 
the  nutrition  of  the  micro-organism  are  extremely  favourable 

Spores.— If  nutrition  or  the  removal  of  excretory  products  is 
retarded,  or  if  there  is  an  excess   of  oxygen — any  of  which  may 
interfere    with    vegetative    multiplication   or  fission  —  well-marked 
changes   take  place   in  certain  bacteria.      The  protoplasm   in  the 
anthrax  bacillus  (Plate  I.  Fig.  4),  or  the  Bacillus  subtilis  (in  both 
of  which   spore    formation    is    a    very    marked    feature)    becomes 
granular,  and  a  small  bright  point  appears  in  each  bacterium ;  this 
point  gradually  increases  in  size  until  its  diameter  may  be  greater 
tlian  that  of  the  original  organism.    It  is  then  large,  strongly  refractile, 
round  or  ovoid,  and  is  known  as  a  spore  endospore^  or  resting  spore 
(see  Holler's  method  of  staining  spores,  page  51),  which  usually  con- 
sists of  two  distinct   portions — a  dark   limiting  membrane  called 
the  exosporium,  and  the  colourless  highly  refractile  speck  of  proto- 
plasm called  the  endosporiuin.     It  was  at  one  time  supposed  that 
the  endosporium  did  not  take  on  staining  material  readily,  but  it 
is  now  found  that  the  spore  does  not  stain,  simply  because  of  the 
resistance  offered  by  the  outer  limiting  membrane  to  the  passage 
of  colouring  matter  ;   so  deeply   may  the  endosporium  be  stained 
that  it  is  now  supposed  that  it  contains  a  considerable  quantity  of 
nuclear  substance.     The  dark  outline  is  usually  surrounded  by  a 
delicate  gelatinous  envelope  especially  well  marked  near  the  two 
poles    of   the    refractile    spore.      When   spore    formation    is   well 
advanced,  degeneration  of  the  protoplasm  of  the  bacteria  in  which 
spores  are  found  invariably  follows  ;  where  the  spores  are  large  they 
readily  escape  from  the  degenerating  bacillus,  but  where  they  are 
small  they  may  lie  for  some  time  embedded  in  the  protoplasm  of  the 
cell,  which,  only  as  it  degenerates  or  dies,  leaves  the  resting  spore 
free  to  be  carried  about  by  currents  of  air  or  water,  to  be  developed 
when  the  conditions  as  regards  moisture,  temperature  and  food,  again 
become  sufiiciently  favourable.      In  the  anthrax  bacillus  (Plate  I. 
Fig.  4)  the  spoi-e  seldom  exceeds  the  diameter  of  the  rod  in  which  it 
is  developed ;  in  other  cases,  when  the  diameter  of  the  s[K)re  exceeds 
that  of  the  bacterium,  it  gives  rise  to  the  formation  of  a  spindle- 
shaped  organism  when  situated  in  the  centre,  or  to  a  drum-stick-  or 
pendulum-shaped  organism   when  situated   at  the  end,  as  in   the 
case  of  the  Bacillus  tetani  (Plate  II.  Fig.  13).      These  spores  are 
important  because  they  are  much  more  resistant   to  unfavourable 
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conditions  and  to  bactericidal  agents  than  are  the  vegetative  organisms. 
Most  of  the  vegetative  organisms  when  desiccated  rapidly  lose  their 
vitality — the  cholera  bacillus,  the  typhoid  bacillus,  and  others  some- 
times succumbing  in  as  short  a  period  as  twenty-four  hours.  Spores, 
on  the  other  hand,  may  be  dried,  treated  with  chemical  reagents,  if 
not  too  strong,  and  if,  after  all,  they  are  again  placed  in  favourable 
conditions,  they  develop  into  this  vegetative  form,  the  spore  ger- 
minating out  like  a  seed,  the  endosporium  making  its  way  through 
the  membrane  which  becomes  ruptured  either  at  the  end  or  the  side, 
as  the  case  may  be. 

The  importance  of  the  study  of  the  conditions  under  which 
these  spores  may  be  produced  is  well  seen  on  considering  the  method 
of  formation  of  spores  by  the  anthrax  bacillus  when  it  has  attacked 
an  ox.  During  the  life  of  the  animal,  whilst  the  bacillus  is  confined 
to  the  blood  and  lymph  spaces  in  the  tissues,  it  will  be  found  that 
not  a  single  spore  is  developed,  and  if  the  animal  be  buried  deep 
down,  with  an  unbroken  skin,  and  before  the  discharges  from  the 
nostrils  and  other  orifices  of  the  body  have  been  allowed  to  come  in 
contact  with  the  air  for  any  length  of  time,  no  spores  will  bo 
developed,  and  the  anthrax  bacillus  will  die  out  as  the  carcase 
becomes  decomposed.  Should  the  animal  be  left  exposed  for  any 
length  of  time,  however,  wounds  being  made  in  the  skin  and  dis- 
charges flowing  from  the  various  orifices,  the  bacilli  as  they  come 
into  the  presence  of  air  soon  form  spores  which  resist  the  action 
even  of  putrefactive  organisms,  and  may  remain  a  source  of  infection 
on  a  farm  for  some  time  after  the  animal  has  been  buried.  Splashes 
of  blood,  or  of  discharges,  all  represent  foci  from  which  the  spores 
may  spread,  and  gain  access  to  the  manure  heaps  or  other  organic 
matter  so  plentiful  about  farms  and  at  the  margins  of  ponds,  where 
they  in  turn  may  form  dangerous  infective  centres.  Similarly  the 
spores  of  the  organisms  found  in  tetanus  and  malignant  oedema  are 
a  constant  source  of  danger  in  any  soil  to  which  they  have  once 
gained  access.  Spores  seem  to  be  very  susceptible  to  the  action 
of  the  actinic  rays  of  light 

A  second  form  of  spore  described,  but  not  yet  thoroughly 
understood,  is  the  arthrospore,  which  consists  rather  of  a  modified 
individual  in  a  group  of  organisms  than  of  a  separate  structure  in  an 
individual  organism.  For  instance,  it  is  held  that  a  single  element 
in  a  chain  of  cocci  may  become  so  modified  as  to  be  more  resistant 
than  its  fellows,  remaining  alive  after  the  others  have  been  de- 
stroyed, resisting  the  action  of  the  various  unfavourable  surround- 
ings, and  then,  when  again  placed  in  suitable  conditions,  developing, 
multiplying,  and  keeping  up  the  species. 

4.  Oultore  diagnosis. — At  first  sight  it  would  appear  to  be 
hardly  necessary  to  draw  attention  to  the  appearance  of  colonies  of 
micro-organisms  that  have  grown  to  such  a  size  that  they  may  be 
readily  distinguished  with  the  naked  eye.  But  the  distinct  morpho- 
logical characters  of  micro-organisms  are  so  few,  that  in  order  to 
classify  bacteria  we  must  have  recourse  to  every  fact  that  has  yet 
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been  observed,  not  only  as  to  their  stracture  and  functions,  but  also 
as  to  their  growth  en  vmsae.  The  functions  may  vary  very  greatly 
even  in  the  case  of  micro-organisms  which  are  apparently  morpho- 
logically identical;  whilst  similar  functions  are  sometimes  observed 
in  organisms  which  under  the  microscope  present  very  marked  and 
characteristic  differences. 

The  most  prominent  of  all  the  naked-eye  features  is  colour  ;  the 
Bacillus  prodigiosus  produces  the  well-known  blood-red  ap})ear- 
ance  which  gives  rise  to  what  is  known  as  "  bloody  sweat " ;  the  red 
bacillus  from  the  harbour  water  of  Kiel  has  also  a  characteristic 
colour ;  whilst  the  magenta  micrococcus,  the  Bacillus  violaceus,  the 
Bacillus  pyocyaneus,  the  bacillus  of  blue  pus,  and  the  blue  milk 
bacillus,  may  be  instanced  as  bacteria  in  which  colour  formation  is 
a  most  characteristic  feature,  often  enabling  us  to  distinguish  one 
micro-organism  from  others  which  have  very  similar  or  even  identical 
microscopic  appearances. 

Some  of  tliese  colour-producing  organisms,  and  a  number  of 
otliers,  have  an  additional  function,  that  of  digesting,  peptonising, 
and  liquefying  a  gelatine  medium  (Fig.  l)in  which  they  are  growing; 
others,  however,  do  not  develop  this  power  of  digestion,  so  that  here 
again  is  a  diagnostic  feature  which  facilitates  the  classification  of 
certain  groups  of  micro-organisms.  This  power  of  peptonisation  is  a 
feature  of  very  great  importance  in  the  series  of  pathogenic  germs, 
as  it  is  found  that  a  large  number  of  the  parasitic  infective  bacteria 
|)ossess  it  in  a  most  remarkable  degi-ee ;  in  fact,  in  some  cases  the 
degree  of  peptonisation  appears  to  run  concurrently  with  the  {latho- 
genic  activity  of  the  micro-organism,  though  there  are  undoubtedly 
exceptions  to  this  rule.  Two  very  prominent  examples,  the  anthrax 
bacillus  and  the  Staphylococcus  aureus,  may  be  taken.  The  virulent 
anthrax  bacillus  sets  uj)  a  rapid  liquefaction  of  the  gelatine ;  this 
bfgins  at  the  surface  (Fig.  2)  and  becomes  less  and  less  as  the 
surface  is  left.  The  Staphylococcus  aureus,  or,  as  it  was  first 
described  by  Becker,  the  staphylococcus  of  osteomyelitis,  when 
active,  also  isets  up  extreme  liquefaction,  the  gelatine  becoming 
slightly  turbid  and  the  organism  falling  down  through  the  lique- 
fied gelatine  to  form  an  orange-coloured  mass  at  the  bottom  of  a 
kind  of  funnel.  Other  examples  will  be  found  in  the  descriptions 
that  follow. 

Much  information  may  he  gathered  as  to  the  functions  of 
bacteria,  by  gn.)wing  them  on  milk.  The  proteids  in  the  milk 
may  l)e  simply  precipitated  as  the  result  of  an  acid  fermentation, 
the  casein  being  thrown  down  in  larger  or  smaller  flakes  in  different 
cases.  Again,  the  oa.sein  may  be  first  precipitated  and  then  digested 
or  peptonised  by  the  iu?tii)n  of  enzymes,  or  the  enzyme  may  come 
into  play  at  once  and  bring  alwut  peptonisation  of  the  casein,  with- 
out the  intervention  of  any  preliminary  coagulation.  Then,  too, 
the  physical  characters  of  the  milk  —its  appearance,  taste,  and 
smell,  and  its  cliemioal  reactions- -may  indicate  the  formation  of 
different   colouring    matters,    various    atnds,    alcohols,    ethers,    and 
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i  itliei*  volatile  substances,  some  of  which  have  already  been  fairly  tho- 
roughly worked  out,  whilst  much  still  remains  to  be  done  at  others. 

Certain  organisms,  especially  those  which  may  be  grown  anaero- 
bically,  have  the  power  of  producing  r/as,  which,  collecting  around 
the  organisms  in  the  deeper  layei-s  of  the  nutrient  media,  appears 
{18  small  bubbles.  This  formation  of  gas  is  sometimes  a  point  of 
considerable  diagnostic  value,  as,  for  example,  in  distinguishing 
certain  organisms  which,  though  morphologically  resembling  the 
tetanus  bacillus,  have  the  power  of  developing  gas,  a  function 
which  does  not  l^elong  to  the  tetanus  bacillus,  so 
that  if  gas  bubbles  are  formed  in  any  culture  in 
which  the  tetanus  bacillus  is  present,  it  is  not  a 
pure  culture  of  that  organism. 

Certain  organisms  have  also  the  power  of  pro- 
ducing a  pJwsplwrescent  glow,  especially  when  they 
are  supplied  with  special  food  materials,  the  energy 
which  they  develop  from  this  food  material  assuming 
the  form  of  light. 

5,  Production  of  tOXineS.— From  the  point 
of  view  of  the  pathologist,  however,  the  most  im- 
iK)rtant  products  of  these  organisms  are  what  may 
be  spoken  of  as  toxines  and  toxic  albumoses,  pep- 
tones, alkaloidal  bases,  and  poisonous  or  poison- 
forming  acids.  At  the  same  time  the  whole  of  the 
ordinary  decomposition  products,  beginning  with  the 
ptomaines,  leucine,  tyrosine,  and  the  aromatic  and 
i>rganic  acids,  and  ending  with  ammonia,  nitrites, 
nitrates,  and  ultimately  carbon  dioxide,  hydrogen 
and  nitrogen,  are  formed.  Many  micro-organisms 
have  the  power  of  forming  hydrolytic  ferments, 
amongst  which  may  be  mentioned  those  having  the 
properties  of  diastase,  of  invertine,  pepsine,  tripsine, 
by  which  the  ordinary  liquefaction  of  gelatine  is 
brought  about,  and  of  rennet.  We  thus  see  that 
the  vital  manifestations  of  these  organisms  are  ex- 
ceedingly complex,  and  that  each  organism  or  group 
of  organisms  requires  to  be  separately  studied  in 
order  that  its  morphology  and  functions  may  be  accurately  defined. 

6.  Conditions  of  bacterial  life. — In  oi-der  that  bacteria  may 
grow  and  multiply  and  give  rise  to  the  products  above  mentioned,  it 
is  necessary  that  they  should  have  suitable  food,  some  of  them  re- 
quiring proteid  or  albuminous  substances  for  their  nutrition,  others 
living  on  carbohydrates.  They  all  require  water,  carbon,  nitrogen, 
oxygen,  hydrogen,  and  certain  inorganic  salts,  the  most  important 
of  which  appear  to  be  those  of  lime  and  potassium.  They  differ 
very  greatly  as  regards  their  power  of  obtaining  the  materials  they 
require  from  these  various  substances :  they  are  unlike  plants  in 
so  far  as  they  are  unable  to  assimilate  carbon  dioxide.  Some  are 
able  to  obtain  their  carbon  and   oxygen   from   starch    and    sugars, 
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from  certain  organic  acids,  and  from  the  glycerine  groap,  whilst 
others  seem  to  have  the  power  of  wresting  the  food  materials  only 
directly  from  proteid  substance&  In  all  cases  the  hydrogen  and 
oxygen  are  separated  partly  from  the  breaking-down  food  molecules, 
partly  from  water  and  partly  from  the  air.  Certain  organisms  seem 
to  have  the  power  of  taking  up  their  nitrogen  from  the  atmosphere, 
though  this  power  is  apparently  somewhat  restricted  in  its  distri- 
bution. It  may  be  stated  generally,  that  the  more  parasitic  the 
organism  the  less  capable  is  it  of  taking  up  food  from  carbohydrates 
or  sugars. 

It  may  be  well  at  this  stage  to  point  out  that  certain  bacteria 
grow  best  when  they  are  able  to  obtain  a  free  supply  of  oxygen  firom 
the  air,  without  which  they  are  unable  to  carry  on  Uieir  full  pepton- 
ising,  enzyme-forming,  or  colour-forming  function.  Such  organisms 
are  described  as  aerobic ;  when  cultivated  on  gelatine  they  always 
grow  most  vigorously  near  the  surface ;  the  peptonised  area,  when  pre- 
sent, is  usually  funnel-shaped  (see  Fig.  1),  and  the  formation  of  pigment 
goes  on  principally  near  the  surface  or  in  that  part  of  the  medium  in 
which  the  oxygen  has  become  mechanically  entangled.  Some  bacteria, 
which  are  known  as  obligate  aerobes,  can  grow  only  in  the  presence 
of  oxygen  ;  others  again,  which  are  spoken  of  as  facultative  aerobes, 
may  become  so  modified  that  they  can  wrest  their  oxygen  from  the 
nutrient  medium  in  which  they  are  growing.  It  should  be  noticed 
that  wherever  this  occurs,  unless  the  growth  of  the  organism  is 
exceedingly  feeble,  the  breaking-down  of  food  material  and  the  pro- 
duction of  secondary  products  are  nmch  more  marked  than  when  the 
organisms  have  free  access  to  oxygen. 

Other  organisms,  as  for  example  the  tetanus  bacillus,  can  grow 
and  produce  their  special  products  only  wh^n  air  is  rigidly  excluded 
(Fig.  3) ;  even  when  such  organisms  do  grow  feebly  in  the  presence 
of  air,  it  is  found  that  they  do  not  give  rise  to  the  special  products  by 
which  their  presence  is  characterised  in  the  non-aerobic  growths.  They 
are  termed  anaerobic.  Such  organisms  appear  to  be  capable  of  de- 
veloping their  special  functions  only  when  they  draw  the  elements 
of  their  food  from  complex  nitrogenous  food  or  carbohydi-ates,  of 
which  there  is  always  a  far  greater  disintegration,  accompanied  by 
the  production  of  greater  quantities  of  specific  and  aromatic  sub- 
stances, than  in  the  case  of  those  organisms  which  obtain  their  oxygen 
from  the  air.  The  tetanus  bacillus  and  the  bacillus  of  malignant 
oedema  are  perhaps  the  two  most  typical  anaerobic  organisms  with 
which  the  8urgex)n  has  to  deal. 

Most  of  the  organisms  of  interest  to  the  surgeon  are  parasitic, 
living  on  or  in  the  higher  animal  body.  A  few,  such  as  those 
producing  leprosy  and  relapsing  fever,  have  never  yet  been  cultivated 
outside  the  host,  so  that  they  must  be  spoken  of  as  strictly  obliyatft 
paraaitett.  The  conditions  of  gi-owth  of  the  tubercle  bacillus  outside 
the  animal  body  are  also  so  restricted  that  it  practically  comes  under 
the  same  heading,  although  it  is  possible  that  under  certain  con- 
ditions it  might  grow  outside  the  body.     Facultative  parasites  are 
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those  which,  though  usually  living  outside  the  body,  are  capable 
under  certain  conditions  of  taking  up  their  lodging  in  an  animal  host 
and  of  there,  usually,  giving  rise  to  definite  pathogenic  conditions. 

A  saprophytic  organism  is  one  which  is  capable  of  growing  on 
dead  organic  matter,  i.e.  outside  the  animal  body.  The  terms 
obligate  and  facultative  are  applied  to  saprophytes  in  very  much 
the  same  way  as  they  are  applied  to  parasites,  obligate  saprophytes 
being  unable  to  exist  as  parasitic  organisms,  and  the  facultative 
saprophyte  being  a  parasitic  organism  which  can  continue  its  growth 
and  multiplication  on  dead  organic  matter — anthrax 
tetanus  and  malignant  oedema  bacilli  may  all,  under 
certain  conditions,  become  facultative  parasites  and 
alternately  yoct^/to^iw  saprophytes. 

It  is  important  for  the  surgeon  to  remember  that 
most  organisms  are  saprophytic,  and  that  even  those 
that  now  exert  a  pathogenic  influence  are  apparently 
derived  from  a  saprophytic  stock.  Indeed,  the  con- 
ditions favourable  to  the  growth  of  saprophytic  organ- 
isms are  so  widespread  and  the  pait  they  play  in  the 
process  of  putrefaction  and  conversion  of  dead  material 
for  the  use  of  plants  is  so  definite,  whilst  the  agencies 
inimical  to  the  vitality  of  the  pathogenic  organisms 
are  so  numerous  and  effective,  that  the  keeping  down 
of  the  number  of  disease-producing  germs  should  be  a 
comparatively  easy  matter.  The  obligate  parasites  are 
confined  to  certain  regions  where  the  conditions  are 
such  that  they  can  be  passed  on  directly  from  indi- 
vidual to  individual,  but  the  facultative  parasites, 
which  are  able  to  assume  a  saprophytic  existence — 
take  the  anthrax  bacillus,  for  instance,  which  can 
flourish  on  the  reftise  of  a  farmyard — are  much  more 
dangerous  organisms.  In  the  same  way  those  organ- 
isms which,  through  the  formation  of  spores,  are  capable 
of  continuing  their  species  under  unfavourable  condi- 
tions are  more  diflicult   to  get  rid  of  than  the  more  ^^^'  ^tS^^^V** 

.,,.,,,  ,  .     ®      .  .  ,  tion  of  Bacillus 

easily  killed  non-spore-bearing  micro-organisms,  such  as     of  Tetanas. 
the  cholera  bacillus. 

7.  Temperature  conditions. — The  majority  of  the  pathogenic 
micro-organisms  develop  most  readily  and  luxuriantly  at  the  tem- 
perature of  the  human  body.  Some  will  grow  at  the  temperature 
of  the  room — 15°  or  16°  C,  but  any  temperature  below  30"  C.  or 
above  42°  C.  usually  leads  to  a  diminution  of  their  virulence  or  of 
their  vital  activity.  It  is  scarcely  necessary  to  consider  the  tempera- 
tures (outside  the  limits)  at  which  organisms  retain  their  vitality  or 
are  killed  off* ;  but  speaking  generally,  it  may  be  stated  that  most 
bacteria  cease  to  grow  at  a  temperature  of  6°  to  10°  C.  on  the  one 
hand  and  above  45°  to  50°  C.  on  the  other,  though  certain  species 
have  *  been  found  which  are  capable  of  exhibiting  vegetative  and 
functional  activity  even  beyond  the  limit  (65°  to  70^  C). 
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8.  Distribution  and  habitat. — Bacteria  are  so  widely  distri- 
buted that  it  may  be  well  to  consider,  briefly,  the  positions  in  which 
they  occur,  ?ind  from  what  points  surgical  wounds  are  usually 
attacked.  It  was  for  long  supposed  that  most  of  the  organisms 
setting  up  suppuration,  hospital  gangrene,  and  similar  conditions, 
were  carrie<l  by  air  currents^  but  it  is  now  generally  accepted  that 
compai*atively  few  organisms,  and  only  those  that  can  survive  the 
entire  absence  of  moisture  and  are  adherent  to  particles  of  dust,  can 
be  carriei^l  in  this  manner.  Most  of  the  pathogenic  and  pyc^nic 
organisms  aie  incapable  of  continuing  their  existence  in  the  absence 
of  moisture^  so  that  the  danger  of  infection  through  the  air  is  com- 
paratively slight,  though  it  is  one  that  cannot  be  n^lected,  especi- 
ally whei'e  large  numbei*s  of  organisms  are  Ijeing  thrown  off  from  a 
dry  warm  surface,  or  are  present  in  a  heated  atmosphere  where 
currents  are  numerous  and  strong.  There  are,  as  a  rule,  com- 
paratively few  pathogenic  organisms  found  floating  in  the  atmo- 
sphere except  when  dust,  to  which  groups  of  micro-organisms  will 
be  found  to  adhere,  is  being  blown  about.  Pyogenic  organisms, 
however,  have  been  repeatedly  found  in  the  air  of  inhabited  rooms, 
but  this  is  explicable  by  the  fact  that  these  organisms  are  so  fre- 
quently met  with  even  on  the  %urface  of  heaJlthy  bodies.  In  some 
expeiiments  carried  on  by  Dr.  Cartwright  Wood  and  myself,  we 
were  able  to  prove  that  tubercle  bacilli  were  j)resent  in  considerable 
numbers  in  the  air  of  a  room  in  which  were  a  numl)er  of  tubercular 
animals.     Similar  observations  have  been  made  by  other  observers. 

The  Hurface  of  the  soil,  especially  that  holding  a  large  quantity  of 
organic  matter,  contains  large  numbers  of  micro-organisms,  most  of 
which  are  instrumental  in  carrying  on  the  processes  of  putrefaction 
and  in  breaking-down  highly  organised  matter  into  its  simpler 
constituent  elements.  There  may  be  an  entire  absence  of  free 
micro-organisms  from  the  subsoil  at  a  greater  depth  than  five  or  six 
feet,  excejit  where  they  have  been  washed  down  by  water  percolating 
rapidly  through  the  upper  layers.  Most  of  these  micro-organisms 
are  saprophytic  in  character,  but  as  already  pointed  out,  the  anthrax 
bacillus  may  be  a  source  of  danger  for  some  time  afte^r  it  has  found 
its  way  on  to  surface  soil ;  whilst  the  bacillus  of  tetanus  and  that  of 
mali<;naut  <edema,  which  are  veiy  frequently  present  in  cultivated 
soil,  are  factors  in  a  danger  which  cannot  be  ignored  by  the  surgeon. 

Waiter  contains  a  very  large  number  of  bacteria,  some  washed 
from  the  sui-face  of  the  soil,  whilst  othei^s,  the  so-called  water 
organisms,  can  be  found  only  in  water  and  are  most  of  them 
non-pathogenic.  These  water  organisms  flourish  at  a  compara- 
tively low  temi)erature,  but  some  are  not  at  all  easily  cultivated 
artificially  except  under  conditions  similar  to  those  maintained  in 
streams.  To  the  surgeon,  the  presence  of  water  organisms  is  of 
comparatively  little  importance,  as  even  the  most  resistant  of  them 
may  be  killed  if  the  water  be  l)oiled  for  a  few  minutes. 

The  free  surfaces  and  cavities  of  the  human  body  are  all  main- 
tained   moist   and   at   a    temi>ei*ature   suitable   for   the   growth    of 
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micro-organisms  ;  all  the  conditions  for  the  deposition  of  bacteria  on 
and  in  these  surfaces  and  cavities  are  of  the  most  favourable  char- 
acter. The  moist  skin  is  exposed  to  the  action  of  currents  of  air 
which  cany  micro-organisms  ;  the  hands  are  constantly  coming  in  con- 
tact with  all  kinds  of  objects  on  which  bacteria  accumulate,  whence 
they  may  be  readily  distributed  over  the  surface  of  the  body.  The 
ducts  and  glands  of  the  skin  are  all  filled  with  secretions  in  which 
bacteria  may  thrive.  The  nose  and  the  mouth,  with  their  moist 
walls  and  filtering  surfaces,  keep  back  an  enormous  number  of  micro- 
organisms taken  in  with  the  air-borne  dust  which  we  aie  constantly 
inhaling  ;  whilst  the  alimentary  canal  is  frequently,  though  more 
intermittently,  invaded  by  numerous  species  of  bacteria,  many  of 
which  are  ingested  with  our  uncooked  food.  It  thus  comes  about 
that  so  many  of  the  organisms  at  present  known  have  at  one  time  or 
other  been  described  as  present  in  the  mouth. 

More  than  one  hundred  distinct  species  have  been  found  on  the 
surface  of  the  skin  by  Welch,  who  has  made  a  special  study  of  the 
subject ;  he  says  "  all  sorts  of  bacteria  are  brought  .  .  .  into  contact 
with  the  skin  and  exposed  mucous  surfaces,  but  most  of  them  are  en- 
tirely harmless,  and  are  sooner  or  later  removed.  There  are,  however, 
certain  bacteria  which  are  found  so  constantly  or  with  such  frequency 
in  these  situations  that  we  can  properly  speak  of  a  definite  bacterial 
flora  of  the  skin,  of  the  mouth,  of  the  nose,  of  the  intestme,  and  of 
the  vagina.  Thus,  in  the  epidermis  and  the  glandular  appendages  of 
the  akin  we  find  regularly  a  Staphylococcus  epidermidis  albus  ;  in 
the  motUh,  leptothrix  and  spirillar  forms  which  will  not  gi-ow  on  our 
ordinary  culture  media ;  in  the  intestiney  the  Bacillus  lactis  aerogenes 
and  the  Bacillus  coli  communis ;  and  in  the  normal  acid  secretion  of 
the  vagina,  the  Bacillus  vaginalis.  Other  species  are  usually  mingled 
with  these  regular  inhabitants,  among  the  most  common  and  im- 
portant intrudei-s  being  the  pyogenic  cocci,  and  in  the  mouth  also 
the  Micrococcus  lanceolatus.  When  the  vagina  contains  pyogenic 
cocci,  its  secretion  is  generally  altered  in  reaction  and  appearance. 
These  oi-dinaiy  surface  bacteria  cannot  in  health,  when  in  contact 
with  the  skin  and  mucous  membrane,  penetrate  into  the  circulation 
and  the  internal  organs,  or,  if  now  and  then  they  do  happen  to  make 
their  way  into  the  circulation,  they  are  in  health  quickly  destroyed. 
The  internal  organs  and  fluids  are  normally  entirely  free  from  micro- 
organisms." Some  of  these  bacteria,  though  usually  harmless,  may 
under  cei'tain  conditions  give  rise  to  serious  lesions,  whilst  others, 
pathogenic  in  every  sense,  may  be  said  to  be  lying  in  wait  to  eflfect 
an  entrance  through  an  aV)rasion  or  wound  intentionally  made. 

It  must  be  borne  in  mind  that  the  skin  and  mucous  membrane — 
moist  rough  surfaces — are  not  only  good  collecting  grounds,  but  are 
also  surfaces  on  which  many  micro-organisms  can  develop  very 
readily.  In  fact,  we  find,  in  addition  to  ordinary  non-pathogenic 
organisms,  a  considerable  number  of  the  pus-forming  organisms 
constantly  present  on  the  surface  of  the  skin,  whilst  in  the  oral  and 
nasal  cavities  certain  organisms  seem  to  flourish,  in  spite  of  the  fact 
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that  sputum  exercises  a  certain  deleterious  influence  on  many  of  the 
pyogenic  organisms.  Those  found  in  the  nose  are  specially  thei  pus- 
forming  organisms  and  the  bacillus  of  Friedlander,  whilst  under 
special  conditions  the  bacillus  of  rhinoscleroma,  the  Bacillus  foBtidus 
ozsense  and  the  bacillus  of  glanders  have  been  met  with,  in  addition 
to  a  considerable  number  of  unimportant  non-pathogenic  organisms^ 
The  organisms  found  in  the  mouth  may  be  said  to  include  almost  every 
one  that  can  be  carried  in  dust,  and  in  addition  to  those  specially 
described  by  dental  surgeons,  the  various  forms  of  pneumonia 
bacilli,  pyogenic  cocci,  the  Streptococcus  articnlorum,  the  bacillus 
of  tuberculosis,  and  the  bacillus  of  hemorrhagic  septicaemia  have 
all  been  found. 

It  is  interesting  to  notice  that  the  mucous  membrane  of  the 
bladder,  the  uterus,  the  Fallopian  tubes,  and  the  urethra  are  in 
healthy  individuals  entirely  fi*ee  from  micro-organisms,  although  dis- 
charges, when  they  have  reached  the  vagina,  may  be  found  to 
contain  pus-forming  organisms.  In  cases  of  puerperal  septicaemia, 
these  pus-forming  organisms  are  comparatively  frequently  found  in 
the  discharge  within  the  uterus. 

9.  Methods  of  invasion. — The  method  of  invasion  of  the 
body  by  micro-organisms,  and  the  conditions  that  are  favourable 
and  unfavourable  to  the  development  of  pathogenic  micro-organ- 
isms may  be  briefly  indicated.  It  was  first  pointed  out  by  Lister 
that  even  in  the  case  of  wounds  that  were  apparently  aseptic, 
small  points  of  suppuration  often  made  their  appearance  around  the 
stitches  of  the  suture,  and  it  was  for  some  time  supposed  that  these 
small  points  of  suppuration  were  due  entirely  to  the  tension  set  up 
by  the  presence  of  the  tight  sutures.  Although  this  tension,  by 
acting  mechanically  on  the  tissues,  may,  undoubtedly,  have  some- 
thing to  do  with  the  production  of  pus,  or  rather  with  maintaining 
the  conditions  under  which  pus  is  formed,  it  has  been  demonstrated 
that  the  actual  pyogenic  factors  are  bacteria,  which,  present  in  the 
skin,  are  only  able  to  develop  and  manifest  their  presence  under 
certain  conditions.  The  presence  of  the  tight  suture  interfei-es 
greatly  with  the  vitality  of  the  tissues ;  the  cells  which  normally 
keep  the  micro-organisms  in  check  are  no  longer  able  to  exert  their 
inhibitory  action,  and  the  great  obstacle  to  the  growth  of  micro- 
organisms is  removed.  Beyond  this,  however,  in  the  slight  serous 
efi'usion  which  for  some  time  contains  comparatively  few  cells,  the 
pyogenic  micro-organisms  are  enabled  to  develop  much  more  lux- 
uriantly than  in  the  less  favourable  excretory  products  found  in  the 
skin.  The  spaces  between  the  strands  of  the  suture  absorbing 
nutrient  fluids,  are  also  favourable  cultivation  areas  for  pyogenic 
bacteria,  which,  enabled  to  develop  rapidly  and  along  with  their 
products  to  get  a  start  of  the  tissue  cells,  acting  on  these  cells,  set  up 
localised  suppuration,  the  surrounding  compai-atively  healthy  tissues 
ensuring  localisation  by  keeping  the  bacteria  in  check. 

Wounds  of  the  skin,  unless  protected,  are  always  liable  to  be 
invaded  by  saprophytic  organisms,  but  it  may  be  laid  down  as  a 
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general  rule,  that  the  less  the  injury  to  the  tissues,  and  the  more  the 
effusion  of  blood  and  serum  is  checked,  or,  if  such  effusion  does 
occur,  the  more  carefully  it  is  all  removed,  the  less  risk  of  bacterial 
invasion,  and  if  bacteria  do  find  their  way  into  the  wound,  the  more 
readily  and  completely  are  they  dealt  with  by  the  tissues.  Although 
a  bruised  wound  heals  readily  enough  when  bacteria  are  carefully 
kept  out,  suppuration  almost  invariably  occurs  in  a  similar  wound 
when  bacteria  gain  access  to  the  injured  tissues ;  in  the  one  case 
there  is  a  clean  slough  or  a  gradual  absorption  of  the  dead  material ; 
in  the  other  there  comes  away  a  putrid  mass  which  may  leave  a 
suppurating  surface.  The  ultimate  result,  as  regards  the  lesion 
itself,  may  be  the  same,  but  the  constitutional  disturbance — the 
local  pain  and  inflammation — is  vastly  greater  in  the  one  case  than 
in  the  other.  The  surgeon  who  has  had  experience  of  wounds  made 
with  dirty  infected  knives  or  weapons,  recognises  only  too  well  the 
dangerous  results  following  the  most  insignificant  lesions.  A  punc- 
tured dissecting  wound,  the  slight  lesion  made  with  a  dirty  fish- 
bone in  the  mouth  or  in  the  hands,  may  be  almost  as  dangerous  as 
one  made  with  a  poisoned  arrow  ;  whilst  even  in  those  cases  in  which 
no  general  disturbance  follows,  local  suppuration  almost  inevitably 
ensues.  The  wound  from  a  rusty  nail,  a  fragment  of  broken  glass 
bottle,  or  a  dirty  splinter  of  wood  that  has  been  lying  on  the 
ground,  may  suppurate  owing  to  the  presence  of  pyogenic  micro- 
organisms that  have  remained  alive  on  damp  warm  soil ;  or  an  attack 
of  tetanus  or  malignant  oedema,  or  even  anthrax,  may  be  set  up,  the 
particles  of  rust  or  the  open  texture  of  the  wood  offering  not  only  a 
nidus  for  the  organisms  but  spaces  in  which  serum  may  accumulate 
for  the  nutrition  of  the  contained  organisms.  The  bruising  of  the 
tissues  which  usually  occurs  when  wounds  are  produced  by  the 
above  agents,  is  also  a  most  important  factor  in  the  production 
of  disease ;  the  cells  which  normally  destroy  bacteria  are  so  far 
injured  that  they  are  unable  to  do  their  proper  work.  Dirty  and 
blunt  instruments,  especially  those  that  have  been  used  in  the  treat- 
ment of  septic  cases,  are  just  as  deadly  as  rusty  nails  and  dirty  fish- 
bones. The  coagulated  blood  from  a  septic  case  on  a  pair  of  bone 
forceps,  or  on  a  blunt  knife,  may  be  a  focus  of  infection  quite  as 
dangerous  as  the  carcase  of  a  cow  (dead  from  anthrax)  left  in  an 
open  field.  Ordinary  cleaning  of  such  instruments  is  not  sufficient 
to  remove  the  coagulated  blood,  and  even  the  somewhat  prolonged 
action  of  such  antiseptic  agents  as  have  a  coagulating  effect  on 
albumen,  is  not  sufficient  to  render  the  whole  of  such  foreign  matter 
aseptic,  the  micro-organisms  contained  in  it,  protected  by  the  coagu- 
lated albumen,  remaining  alive  and  capable  of  doing  their  deadly 
work.  In  connection  with  all  this  it  is  now  recognised  that  a 
sharp  knife  should  be  used  in  order  to  avoid  unnecessary  bruising  of 
tissues,  this  quite  apart  from  the  question  of  rapidity  of  operation 
and  the  comfort  of  the  operator  ;  that  no  soft  tissues  should  be  torn 
with  forceps,  which  are  necessarily  blunt ;  that  scissors  should  Ite 
used  as  little  as  possible,  and  that  the  chisel  should  be  used  for  bone. 
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only  after  the  periosteum  Las  been  carefully  divided,  and  that 
wherever  the  chisel  is  used,  bruising  of  the  surrounding  soft  tissues 
should,  as  far  as  possible,  be  avoided.  It  would  not  be  necessary  to 
lay  such  stress  on  these  points  could  we  be  absolutely  certain  of 
eliminating  the  action  of  bacteria  in  every  surgical  operation. 

It  is  more  difficult  to  clean  instruments  than  was  at  one  time 
supposed,  and  it  is  now  recognised  that  if  instruments  are  to  be 
kept  scrupulously  clean,  they  should  be  washed  first  in  cold  water 
immediately  after  they  have  been  used  (a  cold  J  per  cent,  saline 
solution  is  probably  the  best  for  this  purpose),  then  after  the  removal 
of  the  whole  of  the  albuminous  material  (the  fatty  matter  being 
removed  by  means  of  hot  water)  the  instruments  should  be  soaked 
in  a  5  per  cent,  watery  solution  of  carbolic  acid,  or,  better  still, 
subjected  to  moist  heat  in  one  of  the  numerous  surgical  sterilisers 
now  in  the  market — that  devised  by  Cathcart  being  one  of  the  best 
for  this  purpose. 

It  has  already  been  mentioned  that  special  conditions  appear  to 
be  necessaiy  for  the  local  development  of  pathogenic  and  pyogenic 
organisms ;  for  instcuice,  the  diphtheria  bacillus  and  the  bacillus  of 
pneumonia,  the  Bacillus  lanceolatus  and  other  bacilli,  have  been 
demonstrated  in  the  mouth  in  perfectly  healthy  individuals,  and  it  is 
only  reasonable  to  suppose  that  these  organisms  do  not  produce 
their  pathogenic  effect  simply  because  they  can  find  no  vulnerable 
point  in  the  mucous  membrane  with  which  they  are  in  contact. 
The  protection  afforded  by  the  surface  of  the  skin  is  so  complete 
that  the  presence  of  pyogenic  organisms  on  its  surface  is  of  constant 
occurrence  in  healthy  individuals,  without  the  slightest  inconvenience 
resulting.  Becker  in  his  studies  on  the  micrococcus  of  osteomyelitis, 
now  known  as  the  Staphylococcus  pyogenes  aureus,  pointed  out  that 
even  when  injected  into  the  circulation  the  micrococcus  produced  no 
appreciable  result ;  when,  however,  the  bones  of  the  leg  of  a  rabbit 
were  crushed  and  fractured  before  the  micrococcus  was  injected,  the 
animal  died  in  about  a  fortnight,  )>resenting  at  the  seat  of  the  fracture 
the  usual  appearances  of  osteomyelitis  (Plate  II.  Fig.  10),  and  the  pus 
removed  was  found  to  contain  enormous  numbers  of  Staphylococcus 
pyogenes  aureus.  It  is  interesting  to  note,  however,  that  more 
recent  experimenters  have  succeeded  in  setting  up  a  similar  condition 
of  osteomyelitis,  even  without  first  injuring  the  bone  in  any  way. 
Periostitis  too,  in  many  cases  a  perfectly  simple  condition,  is  some- 
times associated  with  the  most  virulent  septic  inflammation,  leading 
to  suppuration,  separation  of  the  periosteum^  and,  often,  a  general 
infection.  The  only  explanation  of  these  acute  cases  (which  almost 
invariably  only  follow  bruising  of  the  periosteum)  is  that  the 
organisms  have  been  temporarily  and  accidentally  present  in  the 
circulation  before  the  bruising  occurred,  and  that  it  has  only  been 
when  the  tissues  have  had  their  vitality  lowered  by  injury  that  the 
bacteria  have  been  able  to  exert  their  specific  powers. 

Bacteria  are  undoubtedly  transported  from  point  to  point  by  the 
blood  in  the  blood-vessels ;  of  this  we  have  evidence  in  the  condition 
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of  septic  endocarditis,  where  the  bacteria  must  have  come  directly  in 
contact  with  the  surfaces  of  injured  or  roughened  jiralves ;  whilst  septic 
emboli  are  known  to  be  of  comparatively  frequent  occurrence.  It  is 
not  always  so  easy  to  follow  the  spread  of  the  more  slowly-growing 
organisms  by  this  path,  though  quite  recently,  considerable  evidence 
has  been  brought  forward  in  support  of  the  theory  that  tubercle 
bacilli  may  make  their  way  by  blood-vessels  to  the  ends  of  long 
bones,  to  which  they  can  only  have  gained  access  by  the  large 
nutrient  arteries  of  the  shaft,  or  of  the  smaller  nutrient  vessels 
passing  in  at  the  ends  to  nourish  the  epiphyses. 

The  erysipelas  organism  may  be  taken  as  a  type  of  the  organisms 
which  spread  by  the  lyinpfuUic  spaces  and  vessels.  Hei*e  they  set 
up  an  acute,  partially  localised,  but  gradually  spreading  lymphan- 
gitis. The  lymphangitis  occurring  in  the  early  stages  of  poisoned 
wounds  has  come  within  the  experience  of  most  observers. 

Most  pathogenic  micro-organisms  appear  to  have  the  power  of 
producing  toxic  substances^  some  of  which,  although  they  have  a 
stimulating  effect  on  the  protoplasm  of  the  cells,  gradually  cause 
exhaustion  of  their  powers,  so  that  ultimately  these  cells  become 
depressed  and  incapable  of  resisting  the  attack  of  the  bacteria.  The 
changes  produced  in  the  protoplasm  may  be  so  profound  that  the  cells 
undergo  more  or  less  complete  degeneration.  In  the  case  of  pyogenic 
organisms,  and  of  the  tubercle  bacillus,  the  devitalisation  of  the 
cells  is  such  a  marked  feature  that  the  presence  of  toxic  products 
was  early  suggested  as  the  cause  of  the  changes  set  up ;  but  only 
comparatively  recently  has  the  importance  of  this  factor  been  recog- 
nised in  connection  with  such  organisms  as  the  tetanus  bacillus. 
When  this  organism  is  inoculated  alone,  that  is,  as  pure  culture 
separated  from  its  products,  it  appears  to  be  incapable  of  producing 
any  lesion,  either  local  or  general,  the  active  tissue  cells  being  able 
to  destroy  the  organism  before  it  has  time  to  produce  any  of  its 
poisons  or  to  exert  any  markedly  deleterious  action  on  the  tissues. 
If,  however,  even  a  small  quantity  of  the  poisonous  products  of  the 
organism,  or  of  certain  non-pathogenic  bacteria,  or  of  such  a  substance 
as  lactic  acid  be  introduced  along  with  the  pathogenic  organism, 
the  tissues  appear  to  be  so  paralysed  or  pre-occupied  that  they  are 
no  longer  able  to  prevent  the  vital  manifestations  of  the  micro- 
organisms, which  are  left  free  to  multiply  and  elaborate  their 
poisonous  products  from  the  proteid  nutrient  material  contained  in 
the  tissue  fluids. 

It  has  been  stated  that  tetanus  bacilli  protected  in  threads, 
in  splinters  of  wood,  in  collections  of  fluids,  or  in  clots  to  which 
the  tissue  cells  cannot  gain  direct  access,  are  specially  deadly ;  and 
this  for  two  reasons,  (1)  they  are  well  provided  with  nutriment 
and  suitable  temperature  and  moisture,  and  (2)  consequently  are 
able  to  produce  large  quantities  of  their  products  which  act  upon 
the  surrounding  tissues. 

As  regards  the  invasion  of  the  various  cavities  and  chamiels  of 
the  body,  it  must  be  recognised  that  distinct  protective  barriers  are 
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erected  at  Tmiious  pointi^  and  ^bax  it  is  obIt  wkoi  tfaeee  btiiutm 
MFt  mwyred  that  l^cterial  inTaskm  can  take  placg  For  exaaiple» 
BO  bacteria  are  found  in  the  heakh j  bladder ;  the  eztemal  meatus 
d  the  aiethra  is  so  small,  and  the  sides  of  this  dmnnei  are  aa  cioaely 
apyoacd  when  urine  is  not  beii^  expeOed,  that  bacteria  nerer  omke 
their  war  berond  the  entrance.  Then  too,  owing  to  the  eonatant 
coti  action  of  the  Madder  mosrie.  the  current  is  alwajs  in  one  direc- 
tion, so  that  nnleas  bacteria  be  introduced  br  means  of  a  dirtr  catheter 
or  sooimL  invasion  of  the  bladder  bj  bacteria  is  of  vctt  rare  oeetnr- 
renee.  The  restrictiTe  action  of  the  walls  of  the  m€at«is  and  nretiiza 
is  dn&  to  the  direct  action  either  of  the  celhdar  protoplasm,  or  of 
aome  secretion  of  the  lining  epithelial  cells.  The  moist  mnoons 
membrane  of  the  nostrils,  of  the  month,  and  of  the  npper  part  of  tlie 
pharynx  is  usoallj  sufficient  to  catch  and  prerent  the  further  pawwsgc 
of  bacteria  from  the  air  into  the  reqaratorr  channel,  whilst  tlie 
ciliated  epithelinm  setting  up  currents  awar  from  the  trachea,  is 
constantly  bringing  about  the  return  of  solid  particles  to  the 
iqiper  part  of  the  larynx.  Other  cavities  appear  to  be  protected 
by  the  action  of  the  ^>hincter5  as  well  as  by  the  secretions  of 
the  mncoos  membrane  covering  their  waUs. 

10.  PredispontiOflL. — Although  bacteria  most  now  be  looked 
apon  as  the  prime  causal  agents  in  the  prodaction  of  eertain  sorgical 
fevers,  the  ^ict  is  being  daily  more  insisted  npon  that  the  old  ideas 
regaiding  racial^  individual  and  tissue  predisposition^  are  of  very 
great  importance  in  relation  to  infection.  The  whole  idea  of  pro- 
tective inoculation  and  acquired  immunity  rests  on  the  fsct  that 
these  varying  susceptibilities  to  various  diseases  are  presmt  in  difier- 
ent  species  and  under  di^rent  conditions.  Thus  the  tnberde  bacillus 
finds  a  much  more  congenial  soil  for  its  growth  and  development 
in  eertain  tissues,  in  certain  people,  and  in  certain  species,  than  in 
others ;  the  extent  and  duration  of  the  infective  process  varying 
with  the  degree  of  susceptibility  of  the  dssues  or  organism  attacked. 
On  the  other  hand,  it  has  been  noticed  that  the  tubercle  bacillus 
itself  may  become  so  modified,  by  being  placed  under  different  sur- 
roundings, that  it  may  set  up  a  modified  form  of  tuberculosis.  The 
importance  of  Uiese  two  factors  is  very  great,  and  should  always  be 
borne  in  mind  when  Uie  question  of  infection  is  under  consideration, 
as  it  is  only  by  the  careful  consideration  of  many  of  the  facts 
associated  with  these  factors  that  the  true  meaning  ci  bacterial 
infection  in  different  surgical  cases  can  be  appreciated. 

It  is  much  more  easy  to  trace  the  local  predisposing  causes 
in  surgical  than  in  medical  diseases.  In  the  former,  of  course, 
we  have  a  local  susceptibility  wherever  wounds  or  lesions  of  the 
tinsncs  (such  as  inflammations,  ulcers,  death  of  a  part,  hemorrhage, 
aecumulation  of  fluids  in  serous  or  other  cavities,  and  the  presence  of 
foreign  bodies,  especially  those  of  a  porous  or  absorbent  nature)  in 
which  fluid,  removed  from  the  influence  of  the  surrounding  tissues, 
amy  accumulate ;  in  this  fluid,  orgamsms  carried  in  along  with  the 
foreign  bodies,  or  following  them,  have  a  favourable  nidus,  in  which 
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they  may  multiply  and  develop  their  products,  so  gaining  a  tirm 
foothold  from  which  to  attack  the  surrounding  tissues.  Even  the 
diphtheria  bacillus,  which,  for  the  present,  we  may  look  upon  as  con- 
nected with  a  surgical  disease,  is  not  usually  able  to  invade  perfectly 
healthy  fauces  and  tonsils ;  if,  however,  these  parts  become  slightly 
inflamed,  and  there  is  slight  exudation  or  ulceration  at  any  point,  the 
bacilli  are  enabled  to  gain  a  foothold  ;  they  give  rise  to  their  special 
toxic  products  and  acute  inflammation  accompanied  by  exudation  of 
fibrinous  lymph,  rapid  degeneration,  and  neci*osis  of  the  special  tissues 
results.  Then  too,  although  the  Bacillus  diphtherial  cannot  exist  either 
in  the  blood  stream  or  in  the  lymph  channels,  except  immediately 
around  the  lesion,  the  poison  secreted  by  the  diphtheria  bacillus  is 
transported  to  all  parts  of  the  body,  and  by  its  action  may  give  rise 
to  marked  degeneration  of  the  peripheral  nerves,  and  sometimes  of  the 
muscles  supplied  by  them,  thus  setting  up  the  chai-acteristic  peripheral 
paralysis,  whilst  at  the  same  time  other  organisms,  taking  advantage 
of  the  lowered  vitality  of  the  tissues  and  fluids  at  the  seat  of  the 
disease,  may  take  the  opportunity  of  making  their  way  by  the 
various  channels  into  the  surrounding  tissues,  and  even  into  distant 
organs. 

One  of  the  best  examples  of  a  localised  predisposition  in  medical 
diseases  is  the  septic  ulcerative  endocarditis,  which  results  from  the 
deposition  of  bacteria — Staphylococcus  pyogenes  aureus  and  Strepto- 
coccus pyogenes  aureus — upon  roughened  or  lacerated  valves.  The 
predisposition  to  osteomyelitis,  when  bones  are  fractured,  before  the 
Staphylococcus  pyogenes  aureus  is  injected  into  the  blood  system,  has 
already  been  refened  to.  Another  surgical  example  is  found  in  an 
attack  of  lione  tuberculosLs,  which  almost  invariably  dates  in  the 
mind  of  the  patient  from  a  bruise  or  injui-y  of  the  affected  bone. 

It  cannot  be  too  strongly  insisted  upon  that  everything  which 
lowers  the  yeneral  condition  of  the  patient^  predisposes  to  infective 
surgical  diseases — overcrowding,  vitiated  atmosphere,  want  of  clean- 
liness, bad  hygienic  conditions,  including  bad  and  insufficient  food, 
and  exposure  to  exti*enies  of  hot  and  cold,  want  of  sleep,  imperfect 
or  irregular  evacuation  of  the  excretions,  excitement  or  emotion — 
an  influence  all  important  to  the  surgeon  now  that  many  of  these 
factors  have  actually  been  found  by  experiments  on  animals  to 
predis]K)se  to  certain  forms  of  disease.  Hajmorrhage,  at  one  time 
so  constantly  associated  with  surgical  operation?,  has  been  found  to 
increase  the  susceptibility  of  animals  to  the  attacks  of  the  anthrax 
liacillus  and  of  the  micrococcus  of  osteomyelitis  by  the  aujemia  it 
produces.  Glycosuria  has  such  a  marked  influence  in  predisposing 
to  tul)ercular  and  pui-ulent  infection,  that  most  surgeons  dread  to 
have  anything  to  do  with  diabetic  patients.  The  same  holds  good 
in  ciises  of  albuminuria,  although  local  changes  in  the  kidney 
iiiay,  in  part  at  any  rate,  account  for  the  special  vulnerability  of 
tliat  organ. 

It  would  appear  that  in  all  these  conditions  there  is  some  general 
factor  at  work,  and  Metchnikoff  maintains  that  the  factor  to  Ix' 
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specially  taken  into  account  is  the  leucocyte,  in  which,  he  contends, 
we  have  the  first  line  of  defence  against  the  invasion  of  micro- 
organisms. 

11.  The  mode  of  action  of  bacteria.— Since  the  moi^  sys- 
tematic examination  of  the  products  of  bacteria  has  been  undertaken, 
much  light  has  been  thrown  on  the  question  of  how  these  bacteria 
act.     Some  investigators  have  gone  so  far  as  to  assume   that  the 
whole  subject  could  be  resolved  into  one  based  on  the  action   of 
organised  poisons.    When,  however,  we  come  to  consider  that  certain 
disease-producing  organisms  can  produce  their  poisonous  products 
outside  the  body,  i.e.  from  dead  organic  matter,  whilst  others  produce 
theirs  locally  in  some  accumulation  of  fluid  or  on  a  devitalised  sur- 
face ;  that  some  organisms  are  killed  off  in  the  blood  but  retain  their 
vitality  when  injected  into  subcutaneous  or  other  tissues,  especially 
if  these  tissues  be  bruised,  but  that  others,  again,  appear  to  have  the 
power  of  parasitic  growth  even  within  the  blood-vessels,  either  free 
or  on  deposits  of  fibrin,  it  is  evident  that  the  method  of  attack 
must   vary   very   greatly   in   different   forms   of  bacterial   disease. 
Speaking  roughly,    the   bacteria!   sivrgiccd  fevers  may  be  classified 
under  three    headings  :  (1)   Saprsemia  or  true   toxaemia,  in  which 
the  products  only  of  bacteria  find  their  way  into  the  system  ;  under 
this  heading  two  sets  of  conditions  may  be  included  :  (a)  in  the  case 
of  the  tetanus  bacillus  the  manufactory  may  go  on  entirely  outside 
the  body,  and  the  products  of  the  organism,  finding  their  way  along 
with  earth  into  a  bruised  wound,  may  set  up  a  distinct  tetanic  con- 
dition before  the  micro-organism  has  had  time  to  develop  any  further 
products  within  the  body  ;  (6)  in  other  cases  of  tetanus  the  bacillus 
is  introduced  locally  into  devitalised  tissues :  here  a  fresh  quantity 
of  poison  is  developed  by  the  multiplying  organisms  at  the  seat  of 
injury,  and  is  absorbed  into  the  body,  the  bacilli  remaining  strictly 
localised.     In  diphtheria  there  is  a  similar  toxic  condition  arising  out 
of  the  development  of  poisonous  products  which  are  carried  into  the 
system,  although  here  again  the  bacilli  are  strictly  localised  to  the 
seat  of  original  invasion.     (2)  In  the  case  of  true  septicemia,  not 
only  the  bacterial  products ;  but  the  bacteria  themselves,  find  their 
way  into  the  distant  parts  of  the  body ;  of  this  there  are  many 
examples  among  the  lower  animals ;  such  diseases  as  anthrax  and 
acute  hsemorrhagic  septiccemia  may  be  taken  as  examples  in  the 
human  subject.     In  the  latter  disease  it  is  evident  that  the  specific 
bacteria  or  their  products  are  acting  directly  on  the  walls  of  the 
blood-vessels.      (3)  In  order  to  create  a  further  class  for  cases  in 
which  there  are  distinct  clinical  appesurances,  the  old  term  pyaemia 
may  be  retained  to  denominate  those  cases  in  which  we  have  the 
presence  of  abscesses,  the  result  of  septic  thrombi  or  emboli,  the 
active  agent*   in  these  thrombi  and  emboli  being  bacteria  which 
have  usually  found  their  way  into  the  body  by  way  of  some  acci- 
dental or  surgical  wound.     {See  Art.  VIII.) 

12.  The  nature  of  the  toxic  products.— The  nature  of  the 

toxic  products  of  the  more  important  bacteria  has  been  worked  out 


TOXINES,  19 

almost  entirely  in  connection  with  those  which  are  associated  with  sui*- 
gical  diseases.  That  exceedingly  soluble  poisons  are  formed  by  these 
organisms  is  evident  from  the  fact  that  in  the  cases  where  the  lesions 
are  strictly  localised  the  constitutional  disturbances  may  be  strikingly 
marked,  especially  in  those  conditions  with  which  the  surgeon  has  to 
deal,  or  wkich  through  usage  come  specially  under  his  notice ;  thus 
malignant  or  septic  oedema,  symptomatic  anthrax,  tetanus  and 
diphtheria,  are  all  characterised  by  this  peculiarity,  and  although 
the  surgeon  is  called  upon  to  treat  the  local  lesions  in  order,  if 
possible,  to  cut  out  the  manufactory  of  these  poisons,  the  rate  of 
absorption  of  the  formed  poisons  is  so  great  that  the  most  profound 
toxic  symptoms  may  continue  up  to  the  death  of  the  patient,  even 
after  the  removal  of  the  local  lesion  or  after  the  destruction  of  the 
bacteria  in  this  lesion.  On  the  othei'  hand,  in  the  septicaemias 
(accepting  this  term  in  the  sense  in  which  we  have  already  defined 
it)  the  local  lesion  may  be  of  the  most  trifling  nature ;  it  has  simply 
served  as  the  point  of  entrance  of  organisms,  which,  enabled  to 
multiply  in  the  blood,  and  especially  in  the  internal  organs,  are 
capable  of  setting  up  serious  constitutional  disturbances  similar,  in 
many  respects,  to  those  that  follow  the  absorption  of  poison  from  the 
local  lesions.  Such  diseases  are  characterised  at  some  period  or 
other  (usually  a  short  time  before  the  death  of  the  patient)  by  the 
presence  of  micro-organisms  in  the  blood,  as,  for  example,  in  cases  of 
anthrax,  but  especially  in  that  group  of  diseases  known  as  the 
bsemorrhagic  septicaemias,  which  in  diflerent  animals  are  associated 
with  bacteria  bearing  a  strong  family  likeness.  For  example,  we 
have  the  bacillus  of  rabbit  septicaemia,  of  fowl-cholera,  of  the 
septicsemia  of  deer,  of  mouse  septicaemia  (Plate  II.  Fig.  11),  of 
erysipelas  in  pigs,  and  the  septicaemias  set  up  by  the  Pneumococcus 
or  Micrococcus  lanceolatus. 

Most  of  the  earlier  attempts  to  separate  the  poisonous  products 
from  cultures  grown  in  special  proteid  media  (in  which  only  many 
of  these  organisms  can  produce  their  poisonous  products),  were 
directed  to  obtaining  substances  corresi>onding  to  the  vegetable 
poisonous  alkaloids,  which  could  be  crystallised  out  by  means  of 
special  reagents.  Panum's  aepsines  and  Selmi's  pt&maines  were  looked 
upon  as  mixtures  of  such  crystallisable  substances.  Then  Brieger 
separated  from  tetanus  products  distinct  substances,  one  of  which  he 
named  tetanin^  another  tetano-toxine,  another  spa^no-toxiiie,  and  a 
fourth  a  basic  substance  (nameless),  which  when  injected  was  found 
to  bring  about  a  rise  of  the  temjierature  of  the  animal  into  which  it 
was  injected.  These  alkaloids,  poisonous  in  a  certain  degree,  are,  how- 
ever, incapable  of  producing  the  extraordinary  results  observed  in  the 
diseases  with  which  they  are  associated,  and  it  was  soon  recognised 
that  alkaloids  are  probably  the  result  of  the  breaking-down  of  more 
complicated  and  certainly  of  more  virulent  substances;  especially  as 
these  poisonous  alkaloids,  in  turn,  under  the  influence  of  oxidation, 
lose  much  of  their  virulence.  It  was  then  naturally  suggested  that 
the  actual  poisonous  agent  might  be  mixed  with  or  entangled  amongst 
c  2 
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the  crystals,  rather  than  form  an  integral  part  of  them.  An  im- 
portant crystalline  alkaloid,  however — phlogoain — has  been  obtained 
by  Leber  from  the  products  of  the  Staphylococcus  aureus  ;  whicli 
injected  gives  rise  to  marked  suppuration.  Similarly,  Charrin  has 
found  an  alkaloid — pyocyanin — in  blue  pus,  the  Bacillus  pyocyaneus 
being  able  to  form  a  similar  substance  in  appropriate  nutrient  media 
outside  the  body ;  and  Sidney  Martin  has  succeeded  in  isolating  a 
poisonous  alkaloid  from  anthrax  blood  and  even  from  cultures  of  the 
anthrax  bacillus  in  alkali  albumen. 

Within  recent  years  an  impetus  has  been  given  to  the  study  of 
these  poisonous  products  by  Roux  and  Yersin,  who,  along  with 
Sidney  Martin  and  others,  have  been  able  to  demonstrate  that  in  the 
diphtheria  poison  there  is  no  crystallisable  alkaloid.  Brieger,  giving 
the  name  of  toxhies  to  the  poisonous  products  of  bacteria  as  a  whole, 
divided  them  into  crystallisable  and  non-crystallisable  or  amorphous 
toxines,  giving  to  the  latter  the  name  of  tox-albuniena  or  toxic 
proteids,  as  they  are  found  to  give  certain  proteid  reactions  and  are 
formed  most  readily  from  proteid  substances.  Even  when  they  can 
be  built  up  from  non-proteid  materials,  they  are  formed  only  through 
the  action  of  the  protoplasm  of  the  bacteria.  But  just  as  we  have 
now  come  to  look  upon  the  crystallisable  alkaloids  as  the  result  of 
the  breaking-down  of  these  proteid  toxines,  it  is  maintained  by  many 
observers,  as  tii-st  suggested  by  Loeffler,  and  then  by  Roux  and  Yersin, 
that  the  real  toxic  agent  is  something  even  more  refined  than  the  pro- 
teid, which  may  serve  merely  to  hold  or  entangle  an  intensely  virulent 
substance,  probably  of  the  nature  of  an  enzyme  or  organised  ferment, 
which  may  vary  somewhat  in  character,  according  as  it  is  locked  up 
in  globulines,  nucleo-alburains,  peptones,  albumoses,  or  like  substances. 
Whatever  may  be  the  nature  of  the  poisonous  substance  locked  up 
in  the  proteid  molecule,  there  can  be  little  doubt  that  we  have  not 
yet  arrived  at  its  exact  chemical  composition ;  and  for  the  present 
we  can  only  extend  our  knowledge  of  these  poisons  by  physiological 
experiment,  though  the  vast  amount  of  clinical  work  that  is  being 
done  appears  to  promise  results  of  great  value  to  the  physiologist, 
the  surgeon,  and  the  physician. 

It  should  be  pointed  out  that  the  amorphous  toxic  products  or 
proteid  poisons  may  be  divided  into  two  classes.  The  first  of  these 
classes  contains  those  which  may  be  looked  upon  as  secretions  or 
excretions  of  bacteria,  or  the  i-esult  of  the  action  of  bacteria  on  the 
surrounding  media.  These,  as  a  rule,  ai*e  exceedingly  soluble,  and, 
so  far  as  our  knowledge  at  present  goes,  have  a  more  specific  action 
than  the  second  group — i.e.  to  them  appears  to  be  due  the  specific 
activity  of  a  micro-organism.  The  second  (/roup — one  of  very  gi*eat 
importance,  from  the  surgical  point  of  \'iew — contains  those  poisons 
which  are  more  intimately  bound  up  in  the  protoplasm  of  the 
bodies  of  bacteria,  and  are  set  free  only  in  very  old  cultures,  or 
when  the  bodies  of  the  bacteria  are  treated  with  a  strong  alkali,  or 
when  they  begin  to  undergo  degenerative  changes.  This  gi*oup  of 
substances  may  be  formed  from  non-proteid  materials,  though  this 


IMMUNITY.  21 

is  not  usually  the  case.  These  substances,  unlike  tlie  enzymes,  are, 
as  ]>ointed  out  by  Buchner,  extremely  resistant  to  the  action  of  heat, 
as  they  remain  capable  of  producing  their  specific  effects  even  after 
Ixfing  boiled.  They  may  be  dissolved  out  by  the  action  of  alkalies, 
and  in  alkaline  solution  they  ])ossess  many  of  the  properties  of  the 
oiiginal  substance.  It  is  in  consequence  of  the  presence  of  this  form 
of  proteid  poison  that  the  bodies  of  many  bacteria,  even  when 
rendered  incapable  of  multiplication  by  the  action  of  prolonged 
))oiling,  have  still  the  ^jower  of  setting  up  local  suppumtion.  Koch 
and  Mitchell  Prudden  and  Hodenpyl  have  drawn  attention  to  this 
peculiarity  of  the  protoplasm  of  the  tubercle  bacillus,  and  no  fewer 
than  seventeen  organisms  have  been  found,  which,  even  when  dead, 
have  the  same  properties.  They  have  not  only  the  power  of  acting, 
by  what  is  caUed  cIiemot<ixis,  on  the  leucocytes,  attracting  them  to 
the  point  at  which  they  are  placed,  but  they  exert  such  an  action 
through  the  poisons  they  contain,  that  the  leucocytes  undergo 
degenerative  changes  and  death,  and  as  a  result  suppuration  is  set  up. 

Proteids  formed  by  bacteria  vary  according  to  the  nutrient 
media  in  which  the  cultivations  are  made.  Thus,  Hankin  only 
succeeded  in  producing  the  proteid  poison  of  anthrax  bacillus  if^hen 
he  grew  it  on  sterilised  fibrin,  and  Sidney  Martin  was  only  successful 
in  producing  the  anthrax  albumose  when  he  culti\'ated  the  bacillus 
on  alkali  albumen. 

The  anti-toxines,  which  may  be  considered  under  the  heading  of 
I  mmunity,  are  also  apparently  of  a  proteid  nature,  but  little  is  known 
of  their  chemical  composition. 

13.  Immuility. — Individual  insusceptibility  to  certain  diseases  is 
so  well  marked  that  many  ]>eople  are  said  to  be  incapable  of  taking  any 
of  the  exanthematous  diseases,  whilst  in  the  popular  mind  an  attack 
of  one  of  these  diseases  is  looked  upon  as  an  ^most  specific  protection 
against  a  second  attack,  and  such  insusceptibility  is  looked  upon  as 
being  to  all  intents  and  purposes  pei-manent.  This  popular  supposi- 
tion is  based  upon  well-accredited  facts  and  figures.  On  the  other 
hand,  it  is  supposed  that  a  certain  temporary  protection  is  conferred 
by  a  single  attack  of  diphtheria  or  Asiatic  cholera,  but  that  this 
protection  gi*adually  wears  off ;  while  there  are  people  who  are  not 
only  not  protected  by  a  single  attack,  but  seem  to  be  even  more 
susceptible  to  future  attacks.  Hereditary  or  racial  immunity  or 
susceptibility  is  also  recognised.  Koch  early  pointed  out  that  field 
mice  resist  the  action  of  the  bacillus  of  mouse  septicaemia — an 
organism  intensely  fatal  to  the  house  mouse  ;  whilst,  on  the  other 
liand,  as  insisted  upon  by  Loeffler  and  Schiitz,  the  field  mouse  is 
susceptible  to  infection  by  the  glanders  bacillus,  although  white  mice 
and  house  mice  resist  the  disease  in  a  most  remarkable  fashion.  This 
i-esistance  may  often  be  readily  overcome.  If  phloridzin  be  given  in 
their  food  to  white  mice,  glycosuria,  which  follows  the  exhibition  of 
this  di*ug,  is  set  up,  and  the  animals  become  immediately  susceptible 
to  the  action  of  the  glanders  bacillus.  They  have,  in  fact,  lost  their 
immunity  to  glandei-s.      It  is  sometimes  said  that  anatomists  and 
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pathologists  gradually  acquire  a  certain  immunity  even  against 
septic  poisoning.  There  can  be  no  doubt  that  individuals  diifer 
enormously  as  regards  their  susceptibility  to  poisoning  by  post- 
mortem dissection  wounds.  Again,  on  artificial  immunity  may  be 
produced  in  animab  against  certain  of  what  are  known  as  surgical 
diseases.  Pasteur  has  earned  out  this  on  a  large  scale  in  connection 
with  anthrax.  The  same  thing  has  been  done  with  malignant  oedema, 
diphtheria,  and  tetanus,  and  a  temporary  immunity  has  been 
obtained  against  the  action  of  the  erysipelas  organism.  A  similar 
immunity  can  be  produced  against  the  action  of  the  Pneumococcus, 
the  Bacillus  pyocyaneus,  and  the  pyogenic  bacteria,  amongst  which 
may  be  reckoned  the  pyogenic  staphylococci  and  streptococci,  certain 
members  of  the  proteus  group,  and  the  Bacillus  coli  communis. 
Sometimes  protection  against  pus-forming  organisms,  of  a  more  or 
less  complete  character,  may  be  observed,  but  at  present  no  very 
definite  results  have  been  obtained,  and  no  attempt  has  been  made  to 
apply  the  knowledge  so  obtained  to  the  prevention  of  suppuration  in 
the  human  subject.  It  will  be  seen  that  the  methods  that  have  been 
used  to  produce  artificial  immunity  are,  in  most  cases,  of  such  a 
character,  that  their  employment  would  be  attended  with  very  con- 
siderable risk,  unless  the  exact  conditions  are  more  definitely  laid 
down  than  they  possibly  can  be  at  present. 

It  is  well  known  that  the  number  of  virulent  organisms  injected 
into  the  tissues,  or  into  the  blood,  is  a  most  important  factor  in 
determining  whether  a  disease  shall  be  mild  or  acute ;  and  numerous 
experiments  have  been  made  with  the  object  of  determining  the 
lethal  dose  of  certain  bacteria  when  exhibited  in  different  ways.  It 
requires  a  certain  number  of  tubercle  bacilli  to  be  introduced 
subcutaneously  in  order  to  set  up  tuberculosis.  Taking  a  less 
harmful  bacterium,  Watson  Cheyne  showed  that  it  requires  18 
millions  of  the  Proteus  viflgaris  to  produce  any  appreciable  patho- 
logical effect,  whilst  to  produce  an  abscess  in  an  animal  by  the  intro- 
duction of  the  same  bacterium  it  requires  250  millions ;  in  this  case 
it  may  be  that  the  proteids  contained  in  the  bodies  of  these  bacteria 
are  the  causes  of  the  chemotaxis  and  of  the  degeneration  of  the 
attracted  cells. 

This  factor  of  dosage  has  been  utilised  in  the  production  of 
immunity.  To  obtain  such  immunity,  a  dose,  small  enough  not  to 
be  fatal,  of  a  living  virulent  culture  of  the  specific  micro-organism 
against  which  the  immunity  is  to  be  set  up,  is  injected.  A  second 
method  is  so  far  to  (Uteniiate  the  virulence  of  the  specific  micro- 
organism, that  comparatively  large  doses  may  be  exhibited  for  the 
purpose  of  setting  up  a  mild  attack  of  the  disease ;  in  this  method 
the  boundary  line  between  non-lethal  and  lethal  doses  is  very  much 
broadened. 

Such  attenuation  of  micro-organisms  has  been  effected  in  various 
fashions  : — by  the  action  of  chemical  reagents  ;  by  the  cultivation  of 
bacteria  at  slightly  higher  temperatures  than  those  at  which  they 
flourish  most  luxuriantly,  for  instance,  in  the  case  of  the  anthrax 
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bacUlus,  at  42°  C,  when  all  stages  of  attenuation  may  be  obtained, 
virulence  being  ultimately  lost;  by  exposure  to  light  and  air  on  an 
artificial  medium ;  by  drying,  which  gradually  kills  certain  organisms, 
especially  those  which  do  not  form  spores  ;  by  the  growth  of  two 
organiions  side  by  side — the  Bacillus  pyocyaneus  apparently  yields 
products  which  interfere  with  the  virulence  of  the  anthrax  bacillus ; 
and  by  the  passage  of  bacteria  through  certain  animals,  in  order  to 
diminish  their  virulence. 

The  third  method  of  producing  immunity  consists  in  the  intro- 
duction into  the  body  to  be  rendered  immune,  of  the  products  oj 
the  specific  bacterium  against  which  immunity  is  to  be  obtained ;  in 
some  cases  the  germ-free  filtrate  is  used,  in  others  the  sterilised 
cultures  containing  the  dead  bodies  of  the  bacilli,  which  have  been 
killed  by  heat  or  some  chemical  reagent.  This  toxic  material  may 
be  heated  or  mixed  with  chemical  agents  which  have  the  power  of 
weakening  the  activity  of  these  bacterial  poisons.  Lastly,  the 
method  now  most  in  vogue  is  that  in  which  what  is  known  as 
immunised  serum  or  blood  serum  (obtained  from  animals  rendered 
immune  by  one  or  other  of  the  methods  above  described)  is  used.  Even 
secretions  or  certain  excretions  from  immunised  animals,  such  as 
milk  or  urine,  are  supposed  to  have  this  immunising  power. 

Whatever  method  be  used,  the  followiug  points  are  now  almost 
proved:  (1)  that  the  immunising  substances  are  in  all  probability  of 
a  proteid  nature ;  (2)  that  sterilised  cultures  or  filtrates  deprived  of 
their  specific  poisonous  properties  may  have  a  marked  power  of 
producing  immunity ;  (3)  an  inoculated  animal  is  for  a  short  time  after 
inoculation  more  susceptible  to  an  attack  of  the  specific  disease,  but 
as  soon  as  this  stage  of  susceptibility  has  been  passed,  the  resistance 
is  increased ;  (4)  whenever  specific  bacteria  are  used,  either  in  the 
virulent  or  the  attenuated  form,  the  aim  is  to  produce  a  mild  attack 
of  the  disease,  as  a  result  of  which  the  animal  is  immune;  (5)  the 
period  required  for  the  acquisition  of  immunity  is  in  this  case  much 
greater  than  when  anti-toxic  blood  serum  is  used,  in  which  lasty  a 
protective  influence  is  recognised  almost  immediately  or,  at  any  rate, 
in  the  course  of  a  few  hours;  (6)  it  is  found,  however,  that  the 
immunity  so  produced  (the  passive  immunity  of  Ehrlich)  is  more 
transient  than  that  obtained  by  inoculation  with  micro-organisms  or 
their  products;  (7)  the  blood  serum  of  naturally  immune  animals 
has  not  yet  been  proved  capable  of  producing  immunity  when  injected 
into  susceptible  animals. 

The  manner  in  which  this  immunity  is  brought  about  is  still  a 
controversial  point.  Metchnikofif  and  his  disciples  maintain  that 
immunity  is  due  to  the  action  of  certain  living  amoeboid  cells  of  the 
body,  which,  it  is  held,  are  capable  of  ingesting  and  digesting  living 
micro-organisms  which  find  their  way  into  the  blood  or  tissues. 
The  polynuclear  leucocytes  are  the  most  important,  but  the  whole 
of  the  connective  tissue  cells  may  assume  the  same  function.  The 
leucocytes  of  susceptible  individuals  appear  to  be  repelled  by  the 
pathogenic  bacteria  which,  left  unattacked,  multiply  and  form  their 
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poison  in  situ.  In  the  case  of  an  inmiiine  animal,  the  leucocTtes, 
instead  of  being  repulsed  bj  the  bacteria,  attack  them,  envelope 
them  in  their  protoplasm  and  digest  them,  thus  preventing  them  from 
carrying  on  their  work,  surrounding  them  and  bringing  about  their 
localisation.  It  is  supposed  that  the  process  of  immunisation  con- 
sists in  a  kind  of  acclimatisation  of  the  polynuclear  leucocytes 
and  other  phagocytic  cells  to  the  presence  and  action  of  special 
micro-organisms.  Those  who  do  not  believe  in  pliagocytotis,  or  who 
hold  that  it  is  only  partially  responsible  for  the  process,  maintain 
that  bacteria  are  killed  or  weakened  by  the  blood  serum,  and  that 
only  after  such  weakening  is  it  possible  for  them  to  be  taken  up  by 
leucocytes ;  it  may  be  readily  understood  that  where  the  phagocytic 
cells  have  undergone  degeneration,  as  in  tuberculous  nodules  and  in 
abscesses,  many  of  them  may  succumb  in  the  effort  to  cope  with 
active  bacteria.  That  these  cells  can  destroy  living  bacteria,  now 
admits  of  very  little  doubt,  but  that  micro-organisms  are  weakened 
by  the  fluid  constituents  of  the  blood  may  also  be  accepted  as  almost 
proved,  though  this  only  takes  us  a  step  farther  back,  as  the  quality 
of  the  blood  plasma  must,  in  great  measure,  depend  upon  the  con-: 
ditions  obtaining  in  the  cells  which  it  contains  and  the  tissues 
through  which  it  passes,  and  any  immunising  products  which  these 
fluids  contain  must  be  derived  from  the  cells,  so  that  ultimately 
we  must  look  to  the  cells  for  the  production  of  the  immunising  * 
factor,  whether  the  phagocytic  or  the  humoral  theory  be  accepted. 
Chemotaxis  is  almost  a  necessary  factor  in  the  theory  of  phagocytosis, 
as  only  when  the  proteids  of  degenerated  cells  attract  leucocytes 
more  than  the  toxic  proteids  repel  them,  is  it  possible  to  bring  the 
cells  into  contact  with  the  bacteria,  without  which  there  can  be  no 
phagocytosis. 

The  exhaustion  theonj^  promulgated  by  Pasteur,  was  based  on 
the  supposition  that  specific  bactena,  when  introduced  into  the 
body,  are  capable  of  using  up  cei'tain  materials  which  are  necessary 
for  their  nutrition,  so  tliat  these  bacteria  gi-adually  die  out ; 
and  even  when  introduced  afi'esh,  cannot  exist,  as  there  is  notliing 
left  for  them  on  which  to  feed.  Then  came  what  was  known  as  the 
retention  tlieory,  in  which  it  was  assumed  that  bactenal  products 
inimical  to  the  existence  of  the  bacteria  which  form  them,  gradually 
accumulate  in  the  blood,  there  remaining  for  an  indefinite  period,  so 
that  any  new  intruders  of  the  same  species  are  at  once  killed.  This 
theory,  however,  is  not  now  seriously  held  in  its  original  form.  The 
third  theory  is  that  the  serous  fluids  of  tlie  blood  and  lymph  have 
the  power  of  neutralising  or  antagonising  the  specific  poison  of 
certain  micro-organisms.  This  undoubtedly  holds  true,  in  a  certain 
degree,  in  the  acquired  immunity  against  diphtheria  obtained  by  in- 
jecting anti-toxic  serum.  A  fourth  theory,  now  somewhat  generally 
received,  is  that  these  seix)us  fluids  have  the  power  of  exerting 
a  bactericidal  action  on  the  micro-organisms  themselves,  quite  apart 
from  their  power  of  acting  upon  the  toxines  produced  by  the  micro- 
organisms, though  these  two  latter  very  frequently  run  side  by  side. 
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It  is  here  unnecessary  to  enter  into  the  various  suggestions  made 
as  to  the  cause  of  this  bactericidal  power  of  serum,  but  it  has  lately 
been  put  forward  by  Kossell  and  Vaughan  (quoted  by  Welch)  that 
the  defensive  proteids,  which  are  exceedingly  unstable,  really  owe 
their  characteristic  action  to  the  presence  of  nuclein  or  nuclenic  acid, 
so  that  we  must  ultimately  look  upon  all  these  altered  states  of  the 
serum  as  depending  upon  changes  which  take  place  in  the  tissue  cells 
and  leucocytes.  One  of  the  chief  duties  of  the  surgeon,  therefore,  is 
to  keep  the  tissue  cells  and  leucocytes  so  well  nourished  by  judicious 
feeding,  good  hygiene,  the  prevention  of  the  loss  of  blood,  and  the 
removal  of  all  dead  matter  from  the  body,  that  they  may  be  as  little 
embarrassed,  and  may  carry  on  their  functions  as  perfectly,  as 
possible. 

SPECIAL   BACTERIA. 

Pyogenic  bacteria.  —  it  has  already  Ijeen  mentioned  that 
cultures  of  various  species  of  bacteria,  previously  sterilised  by  heat, 
on  being  introduced  in  considerable  quantities  into  animal  tissues, 
have  the  power  of  setting  up  a  localised  suppuration,  just  as  certain 
products  of  these  same  micro-organisms  (sepsin,  cadaverin,  etc.) 
appear  to  exert  a  definite  chemical  action  on  the  tissues,  by  which 
they  are  deprived  of  their  vitality,  acting  in  exactly  the  same  fashion 
as  nitrate  of  silver,  strong  ammonia,  oil  of  turpentine,  and  similar 
substances.  In  most  cases,  however,  the  products  themselves,  apart 
from  the  proteids  contained  in  the  bodies  of  these  bacteria — i,e. 
when  filtered — have  little  or  no  power  of  setting  up  suppuration. 
When,  however,  the  bodies  of  the  dead  bacteria  tliat  are  kept  back 
by  the  filter,  are  injected  subcutaneously,  suppuration  follows.  This 
occurs  not  only  when  the  ordinary  pus  cocci  are  used,  but  also  when 
the  Pneumococcus,  anthrax  bacillus,  tubercle  bacillus.  Bacillus  pro- 
digiosus,  Bacillus  coli  communis,  Bacillus  acidi  lactici,  and  other 
similar  organisms  are  injected.  It  is  now  recognised,  however,  that 
the  most  frequent  causes  of  suppuration  are  a  small  group  of  micro- 
cocci, of  which  it  is  necessary  to  describe  only  a  few  typical  examples. 

1.  Staptaylococcns  pyoR^enes  aurens.— The  first  of  this 
group — the  Staphylococcus  pyogenes  aureus  (Plate  IT.  Fig.  10;  see  also 
Fig.  29) — was  first  observed  by  Ogston  in  1881,  in  the  pus  obtained 
from  acute  abscesses,  and  a  couple  of  years  later  was  again  found 
and  described  by  Becker  in  the  pus  from  cases  of  acute  osteomyelitis. 
This  organism  is  the  most  common  of  those  found  in  abscesses  as  a 
facultative  parasite,  but  it  may  be  met  with  everywhere  where  man 
and  animals  congregate,  especially  on  the  skin  and  the  mucous  mem- 
branes of  the  upper  reaches  of  the  alimentary  and  respiratory  tracts. 
It  is  about  '7^  to  '9fi  in  diameter,  and  usually  occura  in  small  irregular 
groups,  in  short  chains  of  three  or  four  links,  or  in  tetrads.  It 
stains  readily  by  Gram's  method.     (See  page  51.) 

It  grows  on  most  media,  and  is  a  facultative  anaerobe,  since — 
though  it  flouiishes  most  luxuriantly  and  produces  its  colour  only 
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in  the  presence  of  air — it  still  continues  to  grow  when  air  is 
excluded.  It  liquefies  gelatine  moi*e  rapidly  near  the  surface  than 
away  from  the  air ;  after  a  time,  when  the  pigment  is  fully  formed, 
the  organisms  fall  to  the  bottom,  and  accumulate  in  a  beautiful 
orange-coloured  mass,  exceedingly  characteristic  of  the  growth.  On 
nutrient  agar-agar  and  potato  there  appears  a  moist  growth — white 
at  fii-st,  or  pale  yellow,  with  somewhat  wavy  outlines ;  as  it  becomes 
thicker  the  growth  assumes  an  orange  or  ochre-yellow  colour.  On 
plates  it  occurs  as  small  white  dots,  which  gradually  become  yellower. 
When  grown  in  milk,  it  forms  lactic  and  butyric  acids,  and  coagula- 
tion occurs.  It  may  be  kept  alive  on  agar-agar  or  in  gelatine  for  a 
whole  year  without  re-inoculation.  When  kept  moist,  it  is  killed  in 
about  ten  minutes  at  a  temperature  of  from  56°  to  58°  C. 

Injected  in  considerable  quantities  under  the  skin  of  one  of  the 
small  rodents,  it  sets  up  an  abscess  at  the  seat  of  inoculation.  These 
abscesses  are  usually  not  fatal,  unless  very  large,  though  sometimes 
a  general  infection  may  follow.  When  injected  into  the  circulation, 
small  capillary  emboli,  multiple  abscesses  of  the  kidney,  and  even 
abscesses  in  the  joints  and  other  organs  result.  Garr^,  who  rubbed 
cultures  of  this  organism  freely  on  the  skin  of  his  own  arm, 
obtained  a  regular  crop  of  cutaneous  furuncular  abscesses.  This 
staphylococcus  is  found  in  many  of  the  more  acute  skin  diseases, 
especially  in  those  which  are  accompanied  by  suppui^tion,  in  acute 
abscesses,  in  acute  osteomyelitis,  and  in  ulcerative  endocarditis. 
There  can  be  little  doubt  that  in  cases  of  heart  disease  accompanied 
by  a  deposition  of  fibrin,  or  where  there  is  a  rupture  of  the  valves, 
the  introduction  of  these  micrococci  into  the  blood-stream  is  followed 
by  a  specific  infective  process,  the  micrococci  becoming  attached  to 
the  roughened  surfaces,  where  they  multiply,  and  are  then  distri- 
buted as  small  emboli,  which,  impacted,  form  the  foci  around  which 
abscesses  are  formed. 

2.  Staphylococcus  pyo§^enes  albus.— The  second  species 
(Staphylococcus  pyogenes  albus)  is 'identical  with  the  first,  except 
that  it  produces  no  colouring  matter,  and  is  supposed  to  be  not  quite 
so  \'irulent — and  is  frequently  found  in  the  same  positions.  Welch 
describes  an  almost  exactly  similar  organism,  the  Staphylococcus 
epidermidis  albus.  It  is  only  slightly  pyogenic,  but  is  the  organism 
most  frequently  met  with  on  and  in  the  skin.  Its  action  in  lique- 
fying gelatine,  in  bringing  about  the  coagulation  of  milk,  and  in 
producing  pus  when  injected  subcutaneously,  or  setting  up  certain 
lesions  when  injected  into  the  circulation,  is  considerably  inferior  to 
that  of  the  Staphylococcus  aureus ;  but  this  organism  is  said  by 
Welch  to  be  the  most  usual  cause  of  the  small  abscesses  that  occur 
around  tense  stitches. 

3.  Staphylococcus  pyo§^enes  citreus  and  micrococcus 
pyo§^enes  tenuis.— The  Staphylococcus  pyogenes  citreus  is  iden- 
tical in  appearance  with  those  already  described,  except  that  it 
assumes  a  delicate  lemon-yellow  colour,  and  that  it  liquefies  gelatine 
still  more  slowly  than  either  of  the  other  forms.     It  is  sometimes 
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found  in  acute  abscesses,  but  as  yet  there  is  little  evidence  that  it 
has  any  marked  pyogenic  activity. 

The  Micrococcus  pyogenes  tenuis,  which  seldom  takes  the  staphy- 
lococcus form,  is  somewhat  larger  than  the  Staphylococcus  albus,  and 
the  elements  are  more  distinctly  divided  into  hemispheres  than  in 
any  of  the  other  forms.  On  agar-agar  it  grows  as  a  narrow,  thin, 
transparent,  watery  layer.  Its  relation  to  pus-formation  has  not  yet 
been  determined,  although  it  has  been  found  in  the  pus  in  several 
cases  of  abscess. 

^.  Streptococcus  pyo§^enes.— At  present  there  appears  to  be 
some  confusion  as  to  the  organisms  to  be  included  under  this  heading, 
as  no  fewer  than  six  organisms,  to  each  of  which  a  separate  name 
has  been  assigned,  have  been  described  by  different  observers ;  of 
these,  however,  three  probably  belong  to  one  group,  two  to  another, 
whilst  the  last  may  be  a  separate  species.  It  will  be  found,  however, 
that  they  are  almost  identical  as  regards  their  microscopical  and 
naked-eye  appearances,  and  it  is  only  when  the  products  of  these 
organisms  and  their  relative  pathogenicity  are  inquired  into,  that  any 
distinctive  characters  are  found.     * 

First  gr<mp. — The  first  member  of  this  group,  the  Streptococcus 
pyogenes  (Plate  I.  Fig.  5 ;  see  also  Figs.  26,  27,  28,  and  34)  may  be 
taken  as  the  type ;  it  is  found  wherever  there  is  progressive  erysipeloid 
suppuration,  in  very  acute  abscesses,  and  in  certain  cases  of  ulcerative 
endocarditis.  {See  Art.  VII.)  The  cocci,  which  vary  very  much  in 
size — from  '4/ji  to  'S/n  in  diameter — are  arranged  in  pairs  or  in  chains 
of  considerable  length.  In  gelatine  tube  cultures  there  is  an  ex- 
ceedingly delicate  growth  on  the  surface,  whilst  in  the  depth,  a 
number  of  very  minute  granules,  more  discrete  and  larger  as  we  pass 
away  from  the  surface,  are  seen ;  as  the  surface  growth  increases  in 
size  it  also  becomes  thicker,  the  edges  become  wavy,  and  there  is  a 
peculiar,  almost  characteristic,  terraced  appearance.  This  organism 
grows  slowly  at  the  room  temperature,  and  best  at  the  temperature 
of  the  body  ;  it  does  not  liquefy  gelatine.  It  stains  well  by  Gram's 
method  (page  51).     It  is  pathogenic  to  both  mice  and  rabbits. 

Streptococcus  pyogenes  malignus,  which  was  separated  from  the 
necrotic  foci  of  a  leucsemic  spleen  by  Fluegge,  is  similar  to  the  form 
already  described,  but  it  gixjws  more  slowly.  A  suppurating  point 
appears  at  the  seat  of  inoculation,  and  a  few  cocci  may  be  found  in 
the  blood  and  in  certain  organs.     It  kills  both  rabbits  and  mice. 

Streptococcus  septicus  belongs  to  the  same  group.  The  micrococci 
form  chains  which  break  up  into  diplococci.  It  grows  comparatively 
slowly,  and  is  fatal  to  mice  and  rabbits,  killing  them  in  from  two 
to  three  daya  In  the  case  of  rabbits  injected  through  the  aural 
vein  there  is  first  a  local  hyperiemia,  and  then  masses  of  the  organ- 
isms collect  in  the  vessels  to  such  an  extent  that  they  form  thrombi, 
round  which  necrotic  areas  become  well  marked. 

Here,  then,  is  a  group  of  organisms  all  of  which  have  certain 
characters  in  common  ;  they  prove  fatal  to  mice  as  well  as  to  rabbits, 
in  this  differing  from  the  next  group. 


^  SURGICAL    BACTEBIOLOGY. 

Second  group.  StrejHococctis  erysipelatis  and  Streptococcus  sej4o- 
pyftTntctts, — The  Streptococcus  erysipelatis  and  Streptococens  septo- 
pywmicus  liave  been  described  as  separate  species,  though  they  are 
probably  the  same.  Tlieir  morphological  features  are  very  much 
those  of  the  organisms  already  described ;  they  are  from  'T/li  to  '8/* 
in  diameter,  occur  as  diplococci,  or  as  long  chains,  and.  are  usually 
found  in  the  lymph  channels  of  the  skin  or  mucous  membranes,  in 
cases  of  erysipelas  (page  164). 

Grown  in  gelatine,  they  appear  as  very  minute  points,  with  scant 
surface  growth ;  on  plates  the  colonies  are  small,  rounded  or  ovoid, 
finely  gi-anular,  with  somewhat  irregular  mai-gins.  On  agar-agar 
they  develop  as  very  delicate,  translucent,  greyish,  slightly  raised 
colonies,  which  spread  somewhat  slowly  in  the  case  of  Streptococcus 
erysipelatis,  but  more  rapidly  in  the  so-called  Streptococcus  septo- 
pyaemicus.  Streptococcus  erysipelatis,  however,  does  not  grow  upon 
potato,  whilst  small  dirty  white  colonies,  somewhat  raised  from  the 
surface,  ap])ear  when  the  Streptococcus  septopysemicus  is  sown. 

Either  of  these  organisms,  when  inoculated  into  the  ear  of  a  rabbit, 
sets  up,  first  of  all,  an  erysipeloid  inflammation  usually  unaccom- 
panied by  suppuration  ;  in  the  human  subject  the  organism  is  found 
just  beyond  the  spreading  margin  of  erythema  in  cases  of  erysipelas^ 
and  appears  to  be  very  readily  killed,  disappearing  in  any  region  in 
which  the  blush  is  well  marked.  In  this  respect  these  organisms 
differ  somewhat  from  Streptococcus  pyogenes,  which  develop,  in  the 
human  tissues  more  readily  than  the  erysipelas  coccus ;  tliis,  however, 
may  be  partly  a  question  of  situation  and  partly  one  of  oxygen  and 
food  supply  and  removal  of  the  excretory  products  of  the  microbes. 
Nencki  and  his  pupils  maintain  that  the  difference  in  the  products 
of  the  two  organisms,  when  grown  in  various  media,  indicates  that 
the  Streptococcus  pyogenes  and  the  Streptococcus  erysipelatis  are 
distinct  species.     (See  Art.  VII.) 

Third  grottp.  Streptococcus  articulorum, — The  last  of  the  im- 
portant memljers  of  the  pyogenic  organisms  is  the  Streptococcus  arti- 
culorum, separated  by  Loeffler  fix>m  the  mucous  membranes  in  cases 
of  diphtheria.  It  occurs  in  long  chains,  of  which  each  segment 
gniista  of  two  hemispheres  showing  in  stained  specimens  a  delicate. 
jbinr,  intermediate  zone.    It  grows  in  the  form  of  small,  limpid,  light 

K  drops  with  slightly  irregular  outlines.  On  potato,  after  eight 
y  the  colonies  are  like  those  of  Streptococcus  erysipelatis,  and  are 
oly  distinguishable  under  the  microscope.  On  blood  serum,  alone 
jr  mixed  with  peptonised  meat  infusion,  a  thin,  pale,  glistening  or 
grejiah-white  layer  appears  at  the  end  of  a  couple  of  days.  The 
amnism  is  pathogenic  for  mice  but  not  for  guineapigs.  When 
injected  into  the  veins  of  a  rabbit,  the  joints  seem  to  be  specially 
tifeotedy  early  death  resulting. 

A  large  number  of  other  pyogenic  streptococci  have  been  de- 

•oribed,  but  they  are  probably  similar  to  those  above-mentioned,  and 

it  is  unnecessary  to  do  more  than  indicate  the  types  of  diseases  with 

**  they  are  associated.    They  are  found,  for  instance,  in  puerperal 
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fever,  in  fahe  membrmnes  along*  with  the  diphtheria  l^aciHus,  in 
abscesses  and  inflammatory  processes,  especially  those  connected 
with  the  baocal  and  nasal  mucous  membranes,  in  cases  of  peritonitis, 
in  various  forms  of  otitis,  in  hmd  wherever  superficial  pus-formation 
is  met  with  ;  in  furuncles,  pustular  skin  eruptions,  erysipelas,  and 
phlegmonous  inflammations,  especially  those  of  badly  nourished 
patients,  or  in  those  in  whom  there  is  any  interference  ^-ith  the 
removal  of  excretions,  or  where  there  is  anaemia,  especially  follow- 
ing  haemorrhage.  These  streptococci,  then,  must  be  looked  upon  as 
the  pus-forming  organisms  par  excellence,  although  they  can  only 
exert  their  full  pus-forming  function  when  the  surgical  conditions 
are  favourable. 

Micrococciis  gonorrhoese  (Plate  II.  Fig.  12 ;  see  also  Fig.  93). 
— This  organism  was  tirst  described  and  separated  from  gonorrhtral 
pas  by  Neisser  in  1879,  who  named  it  the  Gonococcus.  In  1885 
Bumm  succeeded  in  growing  it  by  spreading  pus,  containing  a  large 
number  of  gonococci,  out  on  a  thin  layer  of  consolidated  human 
blood  serum  and  keeping  it  at  a  temperature  of  30^  to  34°  C.  in  a 
moist  atmosphere.  It  forms  a  very  thin,  smooth,  moist  layer,  almost 
invisible,  but  having,  when  seen  by  reflected  light,  a  greyish  yellow 
colour.  It  dies  out  very  rapidly — at  the  end  of  two  or  three 
days.  More  recently,  it  has  been  found  possible  to  grow  this 
organism  in  a  mixtui*e  of  equal  parts  of  agai*-agar  and  blood  serum. 
It  has  also  been  grown  on  the  white  of  egg  of  the  peewit  and 
in  the  fluid  removed  from  the  joint  in  a  case  of  synovitis.  Bumm 
was  able  to  produce  typical  gonorrhoea  by  inoculating  the  human 
urethra  with  a  third  and  even  with  a  twentieth  culture  of  the 
gonococcus,  but  he  failed  to  produce  the  disease  in  the  lower 
animals.  When  suppuration  is  well  advanced,  other  organisms,  such 
as  the  Staphylococcus  pyogenes  aureus,  are  usually  found  along  with 
the  gonococcus,  so  that  this  latter  organism  appears  to  prepare  the 
way  for  suppuration,  rather  than  to  be  the  actual  aetiological  factor. 

It  is  found  in  the  cells  of  the  gonorrhoeal  discharge  or  on  the 
surface  of  the  detached  epithelial  cells,  and  occurs  most  frequently 
and  in  greatest  numbers  in  the  early  stages  of  the  disease.  In 
sections  it  is  seen  to  be  specially  numerous  in  the  cement  substance 
between  the  epithelial  cella  When  the  discharge  from  an  acute 
case  of  gonorrhoea  is  stained  and  examined,  the  micrococci  are  seen 
to  consist  of  pairs  or  fours  of  organisms,  each  of  which  is  composed 
of  two  biacuit-shaped  ends  with  a  zone  or  belt  of  unstained  material 
between,  an  arrangement  already  noted  in  the  elements  of  some  of 
the  streptococcL  In  consequence  of  this  arrangement,  the  organism, 
or  perhaps  the  pair  of  organisms,  is  usually  slightly  longer  than 
broad — -8^  to  1-6^  long,  and  -6/1  to  8^  broad.  The  gonococcus  difl*enf 
from  the  staphylococci  and  streptococci  already  described,  in  that  it  is 
not  stained  by  Gram's  method,  all  colour  being  removed  by  th»* 
iodine  solution.  {See  page  51.)  It  is  best  stained  with  rnethyl-violet, 
gentian  violet  or  fuchsm  ;  more  slowly  but  very  distinctly  with 
methylene  blue.     (-S^  Art.  XXI.) 


30  SURGICAL   BACTERIOLOGY, 

Bacteria  associated   with   croupous    pneumonia.— The 

organism  which  is  most  frequently  met  with  in  cases  of  pneumonia 
gives  rise  also  to  certain  forms  of  septicaemia  and  meningitis  ;  it  has 
been  found  also  in  acute  abscesses,  in  ulcerative  endocarditis  and  in 
otitis  media.  It  is  now  recognised  that  FriedUinder^s  baciUus  plays 
a  comparatively  unimportant  part  in  the  production  of  pneumonia, 
and  no  causal  relation  between  it  and  surgical  diseases  has  yet  been 
traced ;  but  a  similar  organism  (Plate  II.  Fig.  9),  the  Micrococctu 
pneumonuB  croupoacR,  the  Bacillits  salivaritis  septictis^  or  the  Strepto- 
coccus lanceolattis  Pasteuri  (Sternberg),  is  of  greater  surgical  im- 
portance. This  organism  has  been  found  both  in  the  rusty  sputum 
of  cases  of  croupous  pneumonia,  and  in  the  saliva  of  apparently 
healthy  individuals,  sometimes  appearing  there  for  a  short  time 
only,  but  in  others  remaining  almost  permanently.  It  has  also 
been  found,  alone  or  accompanied  by  the  Streptococcus  pyogenes, 
in  many  cases  of  purulent  cerebro^spinal  meningitis,  in  acute 
abscesses  in  the  parotid,  and  in  cases  of  purulent  pleurisy,  in  abscess 
of  the  tonsil,  in  otitis  media,  and  in  cases  of  arthritis  of  the  wrist 
and  shoulder-joint  following  pneumonia. 

It  occurs  as  a  somewhat  ovoid  or  grain-shaped  organism  sur- 
rounded by  an  unstained  area,  arranged  in  pairs  or  in  short  chains. 
It  is  stained  by  Gram's  method,  thus  differing  from  Friedlander's 
bacillus,  from  which  the  colour  is  discharged  by  the  iodine  solution. 
(See  page  51.)  The  Bacillus  lanceolatus  is  said  to  grow  only  in  alkaline 
media,  whilst  the  Bacillus  salivarius  septicus  grows  most  luxuriantly 
in  a  medium  to  which  '05  per  cent,  hydrochloric  acid,  or  an  equivalent 
quantity  of  nitric  or  phosphoric  acid,  has  been  added.  Tlus  latter 
organism  will  grow  in  meat  infusions,  giving  rise  to  a  slight  milky 
opacity;  after  a  time  the  multiplication  stops  and  the  organisms 
settle  at  the  bottom,  to  form  a  dense  precipitate,  the  supernatant 
fluid  becoming  clear.  It  may  also  be  cultivated  on  gelatine,  which 
it  does  not  liquefy,  small  white  colonies  developing  along  the  track 
of  the  puncture  ;  at  the  surface  it  forms  a  fine  white  mass,  somewhat 
transparent  at  the  edges.  On  nutrient  agar-agai*  or  coagulated  blood 
serum  the  growth  appears  in  the  form  of  small  transparent  drops, 
some  of  which  run  together  to  form  a  thin  line  along  the  track  of 
the  needle  ;  there  is  no  growth  upon  potato ;  in  milk,  acid  is  formed, 
the  casein  becoming  coagulated.  The  organism  is  very  delicate,  and 
soon  dies  out  unless  cultures  are  made  every  three  or  four  days  ;  it 
is  very  susceptible  to  the  action  of  most  disinfectants. 

It  is  highly  pathogenic  for  mice  and  rabbits,  but  guineapigs  are 
not  so  uniformly  affected.  The  two  former  animals  succumb  during 
the  first  or  second  day  ;  there  is  local  pus-formation  accompanied  by 
a  diflused  cellulitis  with  marked  oedema,  the  fluid  from  which  and 
the  blood  both  contain  numerous  micrococci.  The  passage  of  this 
organism  through  a  series  of  animals  invariably  increases  its 
viioilence.  The  experiments  on  the  production  of  immunity  with 
filtered  cultures  of  the  micrococcus  have  given  very  conflicting 
results,  and  must  be  repeated  before  they  can  be  accepted. 
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Other  micrococci  of  surgical  interest. — Other  micrococci 

to  which  surgical  interest  attaches  are  the  Diplococcus  iiitracdlularia 
meningitidia  of  Weichselbaum,  the  Staphylococcus  salivarius pj/ogenea, 
the  Micrococcus  salivarius  septicus — already  referred  to  as  Bacillus 
salivarius  septicus,  the  Micrococcus  tetragenes — described  by  Gaffky 
as  occurring  in  a  cavity  in  the  lung,  also  by  Greenfield  and  others 
as  occurring  in  septic  conditions.  Micrococcus  gingivoi  pyogenes^ 
described  by  Miller,  of  Berlin,  the  Streptococcus  septicus  liqusfacienSy 
described  by  Babes  in  the  organs  of  a  child  which  succumbed  to 
septicsemia  following  an  attack  of  scarlatina,  and  the  Streptococcus 
coryzcB  corUagiosce  equorum  which  occurs  in  the  pus  of  the  swollen 
tissues,  and  in  the  abscesses  that  are  found  in  cases  of  strangles. 

Bacillus  anthracis. — The  Bacillus  anthracis  was  first  described 
by  PoUender  in  Germany  in  1849,  then  by  Davaine  in  France  in 
1850;  it  was  more  fully  investigated  by  Davaine  in  1863,  and  by 
Pasteur  in  1879.    (Plate  I.  Figs.  3,  4.)    It  is  a  rod- shaped  bacterium 
from  1/1  to  1  '25fi  in  breadth,  and  from  5/i  to  20/x  or  50/li  or  more  in 
length.     In  the  blood  it  occurs  as  short,  simple  or  jointed  segments 
about  5/1  to  ^p.  in  length,  with  flattened  or  cup-shaped  ends,  in  the 
latter  case   a  small  clear  disc  being  usually  seen  at  the  point  of 
division ;   the  bacilli  are  rigid   non-motile  organisms,  which  never 
contain  spores  when  in  the  blood  of  the  living  animal.     When  seen 
in  cultivations  or  in  fluid  removed  from  the  thorax,  they  may  appear 
as  long  filaments,  sometimes  grouped  in  bundles,  at  others  forming 
a   kind  of  felted   mass.     In  old  cultures  or  in  organisms  exposed 
to   the   air   under  somewhat   unfavourable  conditions,   spores   {see 
page   4)   are  formed.      This  organism  may  be   easily   seen   under 
the   microscope   even    in   unstained   preparations,    but  it   is   more 
readily   studied   when   stained   by   any   of   the   ordinary  methods. 
It  grows  readily  in  peptone-gelatine  at  the  ordinary  temperature  of 
the  room,  and  in  neutral  or  even  slightly  alkaline  media.     In  a  test- 
tube  gelatine  culture  it  first  throws  out  a  series  of  delicate  threads 
ait)und  the  central  core  formed  along  the  ti-ack  of  the  needle,  the 
growth    having    then     the    appearance    of    an    inverted    fir    tree 
(Fig.  2).     Then  liquefaction  commences  at  the  surface  and  shortly 
becomes  fairly  well  marked  ;   the  fluid,  at  first  opaque,   gradually 
becomes   clear  as  the  non- motile  organisms  fall  to  the  bottom,  to 
form  a   greyish   mass.      In   agar-agar  plate   cultures,  incubated  at 
the  body  temperature,  greyish-white  points  develop ;  these,  under 
the   microscope,  are   most  lace-like  in  their  delicacy ;   on  gelatine 
plates   the   colonies   have   the    characteiistic   and  often   described 
"Gorgon  locks"  appearance.     The  Bacillus  anthracis  grows  upon 
the   surface   of  a   dry  potato  as  a  dirty  white  layer  with  irregu- 
larly roughened  surface  and  margins.     As  already  mentioned,  spores 
never  occur  in  the   bacilli  found  in  the  blood  of  living  animals, 
but  they  soon  develop  at  a  temperature  of  20°  to  35°  C.  or  Jeven 
at  the  temperature  of  the  atmosphere,  in  the  discharges  coming  from 
a  dead  animal. 

The  virulence  of  these  organisms  can  be  modified  by  heating  them 
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at  a  temperature  of  42*5^  C.  for  a  lengthened  period  (two  or  three 
weeks,  according  to  Koch).  Sunlight,  and  chemical  and  other  agents 
also  attenuate  its  virulence.  The  spores  are  exceedingly  resistant, 
and  remain  alive  and  virulent  for  years  if  kept  dry.  They  will  also 
withstand  a  prolonged  exposure  to  a  dry  heat  of  140°  C,  three 
hours  at  least  being  necessary  to  destroy  them.  They  are  destroyed 
by  boiling  for  three  or  four  minutes. 

The  products  of  the  anthrax  bacillus  are  various  proteid  sub- 
stances nearly  allied  to  the  albumoses  and  peptones,  and  an  organic 
alkaloid.  Toxalbumens  are  said  to  be  formed,  especially  by  the 
virulent  bacillus  when  it  is  grown  in  fibrin  or  alkali  albumen. 
An  immunising  substance  is  also  formed,  but  the  injection  of 
serum  from  an  immunised  animal  appeal's  to  confer  only  a  very 
temporary  immunity.  Malignant  pustule  and  pulmonary  anthrax 
in  woolsorter's  disease,  are  the  diseases  set  up  by  this  organism, 
which  are  of  interest  to  the  surgeon. 

The  anthrax  bacillus  attacks  cattle,  sheep,  horses,  rabbits,  guinea- 
pigs,  and  mice,  especially  the  young  of  these  animals ;  whilst  white 
rats,  dogs,  frogs,  and  the  Algerian  sheep  are  immune.  The  organism 
is  found  in  the  blood-vessels,  especially  in  the  small  capillaries  of  the 
vaiious  organs.  In  pulmonary  anthrax  almost  pure  cultures  of  long 
threads  of  the  anthrax  bacillus  may  be  found  in  the  serum  thrown 
out  into  the  thoracic  cavity.  Anthrax  inoculation  is  usually  marked 
by  oedema  of  the  connective  tissue  near  the  seat  of  inoculation,  small 
hiemorrhages,  some  emj^hysema,  pallor,  flabbiness  and  moistness  of 
the  neighbouring  muscles,  with  some  cloudy  swelling  and  hyaline 
degeneration.  In  animals  that  succumb  to  the  disease  the  spleen  is 
enlarged,  soft,  and  pulpy,  containing  a  very  large  quantity  of  blood, 
which  has  a  somewhat  tarry  look.  The  liver  has  a  parboiled  appear- 
ance, and  contains  a  large  quantity  of  blood ;  the  lungs  are  congested, 
the  cavities  of  the  heart  are  distended,  and  there  may  be  fluid  in 
the  serous  cavities.  The  blood  and  lymph  from  the  tissues  contain 
the  bacilli  in  very  considerable  numbers.  (See  also  Art.  XV.  page  312.) 
Diphtheria  bacillus  (Plate  I.  Fig.  6). — The  diphtheria  bacillus, 
described  by  Klebs,  Loefl3er,  and  Klein,  is  a  small  straight  or  curved 
organism,  with  pointed  or  rounded  ends.  It  often  contains  in  its 
substance  small  clear  spaces,  or  bi-ight,  glistening  points.  The 
bacilli  are  usually  from  3/n  to  6^  in  length,  are  straight  or  slightly 
bent,  sometimes  swollen  at  one  or  both  ends,  or  they  may  be 
elongated  into  club-  or  skittle-shaped  organisms,  into  threads,  and 
other  elongated  forms.  These  latter,  however,  are  only  met  with 
in  artificial  cultures.* 

*  To  obtain  specimens  for  exoniinatiou  aud  diagnosis,  remove  a  small  fragment  of 
the  false  membrane  by  means  of  a  piece  of  absorbent  cotton -wool,  tied  firmly  to  a 
pair  of  forceps  or  a  x>enholder ;  transfer  the  fragment  to  a  scrap  of  blotting-paper, 
and  thence  to  a  cover- glass,  on  which  break  it  down  as  finely  as  possible,  oiy  and 
fix  over  a  Bunsen  flame,  aud  stain  vrith  Loeffler^s  alkaline  methylene  blue  (page  51), 
or  by  Gram's  method  (page  51),  or  by  the  method  described  by  Roux  and  Yerain, 
who  use  a  mixture  of  equal  parts  of  an  aqueous  solution  of  violet  dahlia  and 
methyl  green,  to  which  water  is  added  untu  a  clear  but  not  too  deep  blue  ia 
obtained.     A  drop  of  this  is  placed  on  the  organisms  on  a  slide,  the  cover-glass  is 
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When  suppuration  has  set  in,  tliese  bacilli  can  be  seen  only  in 
the  deeper  layers  of  the  fibrinous  lymph  of  the  membrane,  because  of 
the  presence  of  numerous  other  organisms.* 

This  bacillus,  apparently  powerless  to  live  in  the  human  body, 
except  at  the  seat  of  inoculation,  has  the  power  of  secreting  a 
virulent  poison,  which  is  most  active  when  alkaline,  the  presence 
of  free  acid  limiting  its  action  very  considerably.  This  poison  is 
now  usually  considered  to  be  a  toxic  albumen  (toxic  albumose  and 
organic  acid  which,  according  to  Sidney  Martin,  are  the  result  of 
the  digestive  action  of  Roux  and  Yersin's  enzymes  on  the  proteids 
of  the  body,  though  Roux  and  Yersin  seem  to  indicate  that  this  is 
not  the  case).  It  is  so  virulent  that  ttV  of  a  milligramme  is  sufficient 
to  kill  a  guineapig,  ^  of  a  milligramme  to  kill  a  rabbit,  and  J-  of 
a  milligramme  a  medium-sized  dog.  When  injected  into  the  veins 
or  into  the  subcutaneous  tissues,  this  poison  appears  to  act  on 
the  walls  of  the  blood-vessels,  giving  rise  to  v^iscular  dilatations, 
hsemorrhages,  and  the  peculiar  oedematous  areas  so  characteristic 
of  certain  forms  of  the  disease.  From  the  behaviour  of  this 
substance  it  has  been  suggested  that  the  noxious  agent  is  a  poison- 
forming  substance  rather  than  a  toxic  substance  itself,  and  that  it 
ifi  only  after  it  has  been  introduced  into  the  body  that  the  actual 
poisons  are  formed.  This  toxine  has  been  separated  from  cultures 
qjr  media  containing  proteids  and  from  media  in  which  there  are 
none,  and  from  animals  and  human  beings  who  have  died  of 
diphtheria.  The  diphtheria  bacUlus  retains  its  vitality  for  some 
time  It  is  capable  of  growing  at  comparatively  low  temperatui-es, 
and  on  most  kinds  of  organic  matter,  especially  in  milk  and  on 
potatoes,  although  it  is  a  somewhat  difficult  matter  to  determine 
its  presence  in  and  on  these  media,  without  having  recourse  to 
microficopic  or  cultivation  examination.  The  importance  of  this 
point  in  connection  with  the  spread  of  diphtheria  is  very  obvious. 
(The  anti-toxic  serum  treatment  is  considered  in  Art.  XLIII.,  on 
Injuries  and  Diseases  of  the  Neck,  Vol.  II.) 

Bacillus  of  influenza. — The  bacillus  of  influenza  is  the  smallest 
bacterium  yet  described,  being  about  the  same  breadth  (O'l/i  to  0*2/i), 
but  only  about  half  as  long  (0*4/i  to  0*5/i)  as  the  bacillus  of  mouse 
septicaemia.     Pfeififer  first,  and  then  Canon,  found  it  in  the  purulent 

lowered  on  to  it,  the  superficial  fluid  removed  with  a  piece  of  blotting-paper,  and 
the  preparation  is  examined  at  once.  The  diphtheria  bacilb',  seen  in  small  groups, 
are  more  readily  stained  than  any  of  the  other  organisms  present. 

*  In  order  to  obtain  cultures,  a  particle  of  uie  false  membrane  is  taken  on  a 
platinum  needle,  or  on  a  cotton-wool  pad  as  mentioned  in  the  previous  foot-note. 
This  needle  is  then  drawn  eight  or  ten  times  (or  the  pad  once)  over  the  surface  of 
a  glycerine  agar-agar  tube  or  a  tube  containing  a  mixture  of  three  parts  of  blood 
serum  and  one  part  of  neutralised  broth,  to  Avhich  have  been  lulded  1  per  cent. 
of  peptone,  0*5  per  cent,  of  common  salt,  and  1  per  cent,  of  grape  sugar.  The 
strokes  are  made  parallel  to  one  another,  like  ploughed  furrows.  Incubated  at  a 
little  below  the  body  temperature,  colonies  of  bacilli  rapidly  make  their  appearance, 
and  are  ▼imble  to  the  naked  eye  in  twenty  hours  as  small  rounded  greyish-white 
points,  with  an  opaque  centre  ;  thcHC  spread  into  greyish  rounded  discs  of  consider- 
able flixe,  before  any  other  organisms  with  which  they  may  be  confounded  have  had 
time  to  form  colonies  at  all  visible  to  the  naked  eye. 
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diKeharge  from  the  broncbi  of  |mrtients  sitdTenng  fi*oin  epidemic  in- 

flut?nza.  It  grows  on  the  surfac**  of  glycerine  agur-agar  to  which  hit^mo- 
globta  has  been  lidded,  in  the  iurni  of  minute  pellucid  eolouies  wliidi 
appear  at  the  end  of  twenty-four  hours  (at  38*^  or  39**  C*),  Thet* 
colonies  remain  |»erfectly  distinct.  They  grow  beat  when  a  small 
quantity  of  the  albimiiiioid  sitKjretion  fi-om  the  lung*  or  a  drop  of 
blood,  h  smeart^  over  the  surt'ace  ;  hence  it  is  always  mucli  easier  to 
obtain  cultures  ivom  the  original  secretions  than  to  obtain  secondary 
cultures,  unless  hasmoglobin  lie  added  to  the  nutrient  medium.  The 
bacillus  is  destroyed  by  drying  for  twenty  hours,  or  by  exposure  to  n 
temperature  of  60*^  C.  for  tive  minutes.* 

The  two  ends  of  the  short  bacillus  are  moi^  deeply  stained  thaa 
the  centre  ;  bo  that  the  organism  very  fre*|uently  resembles  a  difilo 
coccus.  This  organism  has  a  special  interest  for  surgeons,  fixjm  tljt? 
fact  that  lesions  so  frequently  follow  crises  of  epidemic  infiueuza; 
but  the  relation  of  the  bacillus  to  these  disorganisations  aud  sup- 
purations htm  not  yet  been  clearly  traced. 

Bacillus  of  tuberculosis  (Plate  I.  Fig.  7). — The  tubercle  bacillus 
is  founil  in  tubercular  glands,  absc(^sse^,  and  sinuses  in  jointa,  bonei 
(es|»ecially  in  tubercular  caries),  and  in  vanous  skin  affections,  <?,y. 
lupus,  and  has  thus  great  interest  for  the  surgeon,  by  whom  the 
ap[)lication  of  surgical  treatment  to  eases  of  tuWrcuhir  laryngitis 
and  cavities  in  the  lungs  must  now  lie  kicked  ujM>n  jvs  part  of  hjj 
work.  It  is  n  rod-shaiMtd  organkm  from  2ft  to  5/i  long— *i.f»  J  t<^  § 
the  diameter  of  a  red  blood  corpuscle  -aud  '2fi  to  *3/j  broads  with 
it)unded  ends.  It  ia  sometimes  homogeneous,  but  usually  liaA  a 
peculiar  beaded  appearance.     It  is  non  motile. 

It  is  grown  most  readily  on  glycerine  agar*agiir,  on  the  surface  of 
which  it  forms  a  hixu riant  growth,  in  the  form  of  folded  or  wrinkled 
greyish  or  yellowish-white  .scales.  It  will  also  grow  on  jjotatoes,  in 
the  form  of  smooth  colonies,  wjiich  appear  sit  the  end  of  a  fortnight 
or  three  weeks.  The  appearance  on  consoHdutuil  blood  serum  is  that 
most  frequently  described.  Tlie  colonies  on  this  medium  are  in  the 
form  of  small,  dry  .«*cales,  greyish- whites  sometimes  coalescing  and 
*'  floating  on  the  surface  of  the  water  of  condensation"  ;  they  grow 
exceedingly  slowly,  but  the  inaximiim  development  is  reached  at  the 
end  of  four  weeks.     Tliey  gi^w  be?.!  at  the  Ixxiy  temperature. 

The  luacilLi  are  t-o  l>e  foiind  in  the  scrapingn  from  tubercular 
sinuses,  eapecially  in  the  aoft  tissues.  It  is  very  ditiicult  to 
demonstrate  their  presence  in  bones  and  even  in  glands ;  in  other 
tuberoulai'  lesions  this  is  a  com|)aratively  easy  matt^^r.  Tuliercle 
bacilli  art*  best  stained  by  the  ZiehbNeelsen  method. f 

*  Thi«    ortnuiiim   i*  atitititHi  aa    fotluws    (f^'A  >nethud^   m   m94\/itd  ty 

i*irfin)'     A  <N>Ticetitrafced  aqueoun  noliiliOii  of  iii  'ii«,  40  gmmniM;  |  per 

eeat.  i»oUitioa  of  eoiia  dusolved  ia  70  per  tt-ut.  air  .  ^Mimine* ;  distiUed  water, 
40  gnMiuiiA<i  CorcT-glaMtt  immeraeci  in  rliU  Mt^iiiiiuK  Buiutioii  arv  kcfpt  nt  the  body 
tcmtwmtttrw  fmrn  thrf  trt  ku  hours.  ih<*ri  wnj*hr«t  with  water  oadmouutcd  in  halnuu. 

'     '    '  '  *     '  ''    '  f'^f  tttnitttH^j      '  .7/., — ThA»  ii  a  iiiodif)c«t]oa  of  the 

I  Th«  9K$c\  or.gliMaoB  arv  Ataiued  in  Zt«hri 

niiMie  11*  foil  Imiu  1  part,  diMolTfjd  iu  10  |i»rt«  of 
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The  poisonous  material  contained  in  cultures  of  tubercle  bacilli 
is  proteid  in  nature ;  it  withstands  boiling,  and  appears  to  be  derived 
directly  from  the  bodies  of  the  bacilli ;  when  these  latter  ai*e  first 
subjected  to  boiling  for  some  time,  and  then  injected  subcutaneously, 
they  give  rise  to  a  circumscribed  abscess,  or  when  carried  into  the 
circulation,  to  the  formation  of  giant  cells  similar  to  those  seen  in 
cases  of  tuberculosis.  They  do  not,  however,  undergo  caseation,  and 
are  strictly  localised.  These  proteins,  as  they  are  called,  have  a 
marked  power  of  attracting  leucocjrtes.  Other  poisons  which  are 
probably  rendered  inert  by  the  action  of  a  boiling  temperature  may 
be  the  exciting  cause  of  the  caseation  which  is  so  characteristic  of 
tubercle.     {See  Art.  XVI.  page  351.) 

Bacillus  leprae. — The  Bacillus  leprae  was  first  described  by 
Hansen  in  1879,  and  then  by  Neisser  in  the  same  year.  This 
bacillus  is  very  similar  in  appearance  to  the  tubercle  bacillus ;  it  is, 
however,  more  rigid  and  t||e  ends  are  pointed.  It  is  usually  about  5/i  in 
length  and  *4/i  in  breadth ;  otherwise  it  is  like  this  organism,  even  as  to 
its  staining  reactions,  except  that  it  is  much  more  readily  decolorised. 
As  yet,  any  attempt  to  cultivate  it  has  been  unattended  with  success, 
though  it  is  stated  that  positive  results  have  followed  inoculations 
into  the  anterior  chamber  of  the  eye  in  animals.  This  organism  is 
found  specially  in  the  lymph  channels  of  the  skin,  but  sometimes 
evidently  embedded  in  the  protoplasm  of  cells.  It  has  been  found 
in  all  forms  of  leprosy  at  some  stage  or  other  of  the  disease. 

Bacillus  mallei  (Plate  I.  Figs.  I,  2).— This  bacillus  was,  in  1882, 
proved  by  Loeftier  and  Schiitz  to  be  the  cause  of  glanders.  It  was  first 
examined  in  the  nodules  occurring  in  that  disease  and  then  in  cases  of 
farcy.  The  organism  is  about  the  same  length  as  the  tubercle  bacillus, 
but  is  considerably  broader,  being  described  as  from  Ofi  to  1  -4^  broad. 
It  is  doubtful  whether  spores  are  formed.  The  bacillus  is  motile,  and 
grows  in  gelatine  tube  cultures,  but  only  luxuriantly  at  the  tempera- 
ture of  the  body,  when  it  is  seen  as  a  whitish  growth  composed  of 
chains  and  threads  coiled  irregularly  and  penetrating  the  gelatine  in 

alcohol,  to  which  solution  100  uarts  of  a  o  per  cent,  watery  solution  of  carbolic  acid 
are  added  ;  this  is  heated  untU  steam  rises  pretty  freely.  *  The  cover-glass  prepara- 
tions are  stained  in  three  or  four  minutes,  or  even  less  ;  sections  are  usually  suffi- 
ciently deeply  stained  in  seven  or  eight  minutes.  In  the  cold  thev  may  be  left  for 
twelve  or  even  twenty-four  houi-s.  Tne  superfluous  fluid  is  drainea  oflF,  and  the  pre- 
parations are  placed  for  a  second  or  two  in  alcohol  (90  per  cent.),  then  in  a  25  per 
cent,  solution  of  sulphuric  acid,  when  the  pink  tinge  should  be  immediately  replaced 
by  a  yellowish-brown.  The  preparations  are  tJien  washed  in  70  per  cent  alcohol, 
and  if  th^  are  sufficiently  decolorised,  are  transferred  to  a  solution  of  lithium  car- 
bonate. They  may  afterwards  be  stained,  for  a  half  to  two  minutes,  with  a  watery 
solution  of  methylene  blue,  cleared  up  with  clove  or  aniline  oil.  turpentine,  and 
xvlol,  and  mounted  in  Canaoa  balsam.  In  place  of  sulphuric  acid,  nitric  or  hydro- 
chloric add  may  be  used,  and  for  clinical  work,  in  order  to  shorten  the  process,  the 
methylene  blue  may  with  advantage  be  mixed  with  the  acid,  the  decolorising  and 
contrast-staining  bemg  carried  on  in  one  process. 

Gabbet*8  method  for  staimnp  tubercle  ban  IN.— Stain  for  two  minutes,  without  heat- 
ing, in  Ziehl's  carbolic  fuchsin  solution,  and  after  washing  in  water  place  for  a  minute 
in  a  solution  of  2  grammes  of  methylene  blue  in  100  cc.  of  2^  per  cent,  sulphuric 
acid,  wash  again  in  water,  dry,  and  mount  in  Canada  balsam.     This  is  an  excellent  • 
practical  method,  being  simple,  easily  carried  out.  and  very  certain  in  its  result. 
D   2 
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various  direction&  On  plate  cultures  it  is  seen  as  bright  yellow, 
shining,  coalescing  colonies  ;  on  agar-agar  it  has  a  somewhat  greyer 
look  ;  on  potato,  at  the  temperature  of  the  body,  it  appears  first  a«  a 
blight  yellow  honey-like  surface-growth,  which  gradually  takes  on  a 
peculiar  fawn  colour,  ultimately  becoming  almost  chocolate- coloured 
(Fig.  4).  It  grows  well  on  blood  serum,  but  most  luxuriantly  of  all 
on  glycerine  agar-agar,  even  at  the  room  temperature,  and  is  seen  in 
the  form  of  a  white  transparent  line  of  considerable  breadth  along  the 
track  of  the  needle.  The  organism  is  best  stained  by  a  concentrated 
alcoholic  solution  of  methylene  blue,  after  which  the  cover-glass  or 
section  is  rinsed  in  a  mixture  of  distilled  water  10  cc,  concentrated 
sulphuric  acid  2  drops,  5  per  cent,  oxalic  acid  1  drop,  for  5  seconds, 


Fig.  4»— Cultivation  of  Bacillus  Mallei  on  Potato. 

dehydrated  in  absolute    alcohol,    then   cleared  with  cedar   oil   and 
niountied  in  balsam.* 

Pure  cultures  of  the  Bacillus  mallei  injected  into  horses,  rabbits, 
guineapigs,  and  tield  mice  produce  typical  glanders,  often  asso- 
ciated with  inflammation  of  the  nasal  submucosal  lymphatics  and 
with  orchitis.  The  whole  of  the  equine  species  and  man  are 
affected.  A  case  of  direct  infection  in  man,  due  to  the  use  of 
an  imperfectly  sterilised  hypodermic  syringe  with  which  glanders 
cultures   had    been    injected,    is    recorded.     Lions  and   tigers   have 

*  X(miewicz^i(  methwl  for  Httiiniug  glanders  bacillus :  Stain  for  two  to  live 
niiuutes  iu  Loeffler^s  luethyleue  blue  (concentrated  alcoholic  solution  of  metiiyleue 
blue  30  cc. :  caustic  potash  O'Ol  per  cent,  solution  100  cc.),  wash  in  distilled  water, 
and  then  decolorise  for  one  to  five  seconds,  according  to  the  thickness  of  the  sections, 
in  a  mixture  of  75  jmrts  of  a  0*o  \\Qr  cent,  solution  of  acetic  acid  and  25  ports  of 
()•'>  per  cent,  watei-y  solution  of  tropepolin;  wash  a^ain  in  distilled  water,  and 
after  si)reading  the  section  on  a  slide,  dry  it  first  with  blotting  paper  and  then  in 
the  air  or  over  a  spirit  lamp.  Clear  by  dropping  xylol  upon  it  (oil  of  cloves, 
origanum  and  aniline  oil  must  be  avoided),  and  mount  in  Canada  balsam.  The 
bacilli  stain  dark  blue  to  nearly  black,  and  the  tissue  is  stained  light  blue. 
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also  been  known  to  contract  the  disease.  The  discharge  from  the 
nostrils  in  cases  of  glanders  contains  few  bacilli,  but  quite  sufficient 
to  make  test  inoculations  of  value.  A  guineapig  inoculated  sub- 
cutrfheouslj  in  the  back  with  discharge  from  a  suspected  animal, 
develops  tumefaction  at  the  seat  of  inoculation  ;  the  skin  over  this 
ulcerates,  and  there  is  discharged  first  a  mass  of  purulent  material, 
and  a  chronic  ulcer  with  irregular  indurated  margins  is  formed,  from 
which  then  comes  a  sero-purulent  discharge  ;  subsequently  this  ulcer 
may  heal.  The  lymphatic  glands  in  the  neighbourhood  are  also  affected, 
and  may  also  ulcerate,  and  at  the  end  of  four  or  five  weeks  the  animal 
becomes  generally  infected.  The  testicles  become  enlai'ged,  and  later 
there  is  enlargement  of  the  joints,  due  apparently  to  an  acute  in- 
flammatory process.  Field  mice  die  in  three  or  four  days.  The 
inoculation  test  is  far  easier  of  application  and  more  satisfactory 
than  microscopic  examination,  as  it  is  often  an  exceedingly  difficult 
matter  to  determine  the  presence  of  these  bacilli,  mixecl  as  they 
are  with  an  enormous  number  of  other  bacteria  which  develop  in 
the  discharge  as  it  accumulates  on  the  surface  of  the  ulcers.  In- 
traperitoneal injection  of  the  suspected  fluid  from  an  ulcerated 
mucous  membrane  or  gland,  induces,  in  the  guineapig,  inflammation 
of  the  testicles  in  three  or  four  days  ;  pus  is  rapidly  formed,  and  in 
this  pus  glanders  bacilli  may  be  comparatively  easily  demonstrated, 
as  early  as  the  third  or  fourth  day,  especially  in  the  purulent  exudate 
between  the  two  layers  of  the  tunica  vaginalis  testis.  Mallein, 
the  toxic  product  of  the  glanders  bacillus,  is  very  similar  in  its 
character  to  tuberculin,  and  has  the  same  specific  properties  in 
relation  to  glanders  that  tuberculin  has  to  tuberculosis.  Mallein, 
when  injected,  appears  to  have  comparatively  little  effect  on  the 
healthy  tissues,  but  when  injected  into  a  glandered  animal  it  sets  up 
not  only  great  local  reaction  at  the  seat  of  the  infection,  but  also  very 
marked  constitutional  disturbances,  esi)ecially  those  associated  with 
sin  increase  of  temperature.  So  marked  is  the  local  reaction,  and  so 
invariably  does  it  occur  in  glandered  horses,  that  it  is  now  almost 
universally  accepted  as  an  unerring  diagnostic  feature — as  patho- 
gnomic of  the  disease  in  horses.     {See  also  Art.  XV.  page  308.) 

Bacillus  of  Sjrphilis. — In  1884  Lustgarten  described,  in  certain 
cases  of  syphilis,  a  straight  or  curved  bacillus  very  similar  in  appear- 
ance to  the  tubercle  bacillus,  but  not  stained  by  the  Ziehl-Neelsen 
method.  This  organism  is  curved,  may  be  arranged  in  pairs  set  at  a 
comparatively  acute  angle,  or  it  may  be  somewhat  spiral  or  Sf-shaped. 
The  ends  are  slightly  enlarged,  the  outline  is  slightly  wavy,  and 
there  are  small  bright  points  from  two  to  four  in  number  in  each 
bacillus,  which  is  about  -3^  to  -5/1  in  length  and  -2^  to  -3/1  in  breadth. 
The  bacilli  of  syphilis  are  contained  in  large  oval  or  polygonal  cells, 
each  cell  containing  only  one  or  two  at  the  most.  The  setiological 
relation  of  this  organism  to  syphilis  has  not  been  established,  as 
it  has  never  yet  been  cultivated,  and  all  inoculation  experiments 
have  been  unsuccessful. 

This  organism  is  stained  in  the  Ehrlich-Weigert  gentian  violet 
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solution.*  The  tubercle  bacillus  and  lepi-osy  bacillus  stain  in  much 
the  same  way,  and  it  has  been  suggested  that  this  organism  is  the 
lepix>sy  bacillus  which  appears  in  syphilitic  cases  as  the  result  of  a 
mixed  infection. 

Bacillus  of  rhinOSCleroma. — Another  organism  of  interest 
to  the  surgeon  is  the  bacillus  of  rhinoscleroma,  first  observed  by 
Von  Frisch  in  1882,  in  the  newly- formed  tubercular  thickenings  of 
the  skin  and  nasal  mucous  membranes,  sometimes  followed  by  ulcera- 
tion, occurring  in  rhinoscleix)ma.  It  is  found  in  the  large  hyaline 
cells  characteristic  of  this  disease,  and  also  in  the  lymphatic  vessels, 
especially  near  the  surface  of  the  tumour.  The  bacillus  may  be 
seen  in  the  juice  expressed  from  one  of  the  tubercles.  It  is  short, 
two  or  three  times  as  long  as  broad,  and  has  rounded  ends.  It  may 
gi'ow  as  a  coccus,  singly  or  in  pairs,  and  appears  to  develop  into 
bacilli  or  long  threads. 

It  may  be  cultivated  on  gelatine  ])lates,  giving  rise  to  whitish- 
yellow  round  colonies  which,  under  tlie  microscope,  have  a  distinctly 
granular  appearance.  In  a  gelatine  tube  the  organisms  form  a 
peculiar  nail-culture-like  growth,  like  that  described  for  Friedlander  s 
pneumonia  bacillus,  which  is  white  and  porcellanous-looking,  and  is 
very  viscid  and  sticky.  There  is  on  potatoes  a  slightly  yellowish 
mass,  which  grows  i-apidly  and  develops  gas. 

It  is  readily  stained  with  the  aniline  colours,  and  is  seen  to  be 
surrounded  by  a  kind  of  capsule.  Although  this  organism  has  been 
separated  from  the  tissues  of  rhinoscleroma,  it  is  so  like  the 
Friedlander's  bacillus,  which  has  been  described  in  the  nasal  secretions 
of  healthy  persons,  and  also  of  those  suffering  from  chronic  nasal 
catarrh,  that  it  is  by  no  means  certain  that  this  organism  has  any 
special  relation  to  rhinosclei*oma.  The  main  diflerences  ai*e  that  it 
retains  its  capsule,  even  when  cultivated  on  artilicial  media,  and  that 
it  resists  the  decolorising  action  of  Gram's  iodine  solution  (page  51). 

Bacillus    septicsemise    hsemorrhagicae.  —  An  organism,  or 

group  of  organisms,  important  to  the  surgeon  is  the  Bacillus 
septicaemia*  ha;morrhagicie,  described  under  different  names  by 
different  observers — the  bacillus  of  fowl  cholera  of  Pasteur,  the 
bacillus  of  rabbit  septicaemia  of  Koch,  the  bacillus  of  swine  plague 
of  Loeffler  and  Schiitz  and  of  Salmon  and  Smith,  and  the  bacillus 
of  game  or  deer  plague  described  by  Hueppe.  The  bacillus  of 
septiciemia  described  by  Davaine  in  1872,  and  separated  from  putrid 
blood,  WMS  also  probably  identical  with  this  organism.  The  organism 
found  in  the  blood  and  oedematous  fluid  of  animals  affected,  is 
invariably  a  shoit  bacillus  with  rounded  ends,  about  1  -4/1  in  length 

•  Place  iu  the  »olutiou  (page  51)  for  from  twelve  to  twenty -four  hours  at  the  room 
temperature,  aud  two  houre  in  ^e  mcubating  oven  at  40"  C.  Tlie  sections  are  then 
wju^ned  in  alcohol  and  placed  for  ten  seconds  in  a  1  -5  per  cent,  alcoholic  solution  of 
]>ermanKanatc  of  potash,  afterwards  washed  in  a  dilute  aqueous  solution  of  pure 
sulphunc  acid,  and  then  iu  water.  It  may  be  necessary  to  repeat  this  operatioii 
(i.e.,  returning  the  sections  to  the  pennanganate)^  three  or  four  times  until  complete 
liecolorisation  takcH  place.  Th<»  sections  are  mounted  in  the  usual  way.  Cover- 
glass  pre])arations  are  washed  in  water  instead  of  in  alcohol. 
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and  0'7tf  in  breadth,  i,e,  about  one-fifth  the  diameter  of  a  red  blood 
corpuscle,  sometimes  arranged  in  pairs  or  in  short  chains.  The 
extremities  of  these  rods  are  usually  stained  with  the  aniline  colours, 
giving  them  up  again  on  being  treated  with  Gram's  iodine  solution, 
the  central  zone  or  band  always  remaining  unstained.  In  cultures  it 
grows  best  at  the  body  temperature,  and  also  when  the  supply  of 
oxygen  is  somewhat  restricted,  hence  its  growth  is  always  more  lux- 
uriant in  the  deeper  layers  of  the  culture  media  than  near  the  surface. 
In  plate  cultures  the  organisms  give  rise  to  white  isolated  colonies  of 
the  size  of  a  pin-head,  which,  under  the  microscope,  appear  granular. 
In  tube  cultures  they  occur  as  small  granulated  colonies  which 
gradually  coalesce ;  there  may  be  no  surface  growth  at  all,  but  if 
there  is  it  appears  in  the  form  of  a  thin  whitish  layer,  sometimes 
smooth,  sometimes  slightly  irregular.  On  agar-agar  the  growth  is 
more  transparent  and  greyer  than  on  gelatine.  On  blood  serum  it 
forms  a  very  delicate,  yellowish,  slightly  iridescent  layer.  If  cul- 
tivated at  the  ordinary  room  temperature  it  soon  loses  it-s  virulence. 
Some  observers  describe  a  gix)wth  on  potatoes,  others  do  not ;  some 
affirm  that  milk  is  coagulated,  others  that  it  is  not.  All  the  members 
of  this  group  of  bacilli  produce  indol  when  grown  in  peptone  solution, 
and  cause  a  uniform  turbidity  of  broth.  They  retain  their  vitality 
for  a  considerable  length  of  time  if  kept  moist,  but  drying  kills  them 
in  less  than  a  fortnight.  A  culture  attenuated  by  growth  at  a  low 
temperature,  may  recover  its  virulence  when  inoculated  into  a  series 
of  susceptible  animals,  such  as  the  sparrow.  The  most  characteristic 
results  of  the  action  of  this  bacillus  are  swelling  of  the  spleen  and 
lymphatic  glands,  swelling  and  ecchymoses  of  the  raucous  membranes, 
acute  oedema  at  the  point  of  inoculation,  and  haemorrhages  and 
degenerations  of  small  areas  of  muscles.  The  bacilli  continue  to 
increase  in  the  body  after  death.  In  less  susceptible  animals  local 
abscesses  are  formed. 

The  bacillus  of  the  bubonic  plague. — Quite  recently  Kitasato 
has  described  a  bacillus,  found  in  the  blood  and  tissues  of  patients 
suffering  from  the  bubonic  plague,  very  much  resembling  the  bacilli 
of  the  htemorrhage  septiciemias.  This,  he  maintains,  has  an  setiological 
relation  to  the  disease.  These  observations  have  been  corroborated 
by  Yersin  and  others.  The  bacilli  are  described  as  "rods  with 
rounded  ends,  which  are  readily  stained  by  the  ordinary  aniline 
dyes,  the  poles  being  stained  darker  than  the  middle  part,  especially 
in  the  blood  preparations,  and  presenting  a  capsule  sometimes  well 
marked,  sometimes  indistinct."  Like  the  Bacillus  septicaemia; 
hasmorrhagicse,  this  bacillus  is  about  one-fifth  the  diameter  of  a  red 
blood  corpuscle  in  length,  and  half  as  broad  as  long,  ft  is  sometimes 
single,  sometimes  arranged  in  pairs,  or  it  may  be  in  short  chains. 
It  is  only  slightly  motile,  even  when  grown  in  beef  broth,  which 
medium  it  renders  somewhat  cloudy.  It  grows  best  on  blood  serum 
at  the  body  temperature,  as  a  moist  yellowish-grey  growth,  which 
does  not  peptonise  the  medium  on  which  it  is  growing.  It  also 
grows  freely  on  glyceiine-agar-agar,  as  whitish-grey  colonies,  which  by 
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reHected  lijcritt  have  ti  lilui^h  appearance.  Under  tlif?  tnicrosoope  Uier 
are  rounded  piitelu-K  with  vaneven  edgefs ;  ''at  firsl  they  aj^pear  ever^'- 
whfiH^  an  if  pilod  u]>  with  '  jfla-SH-wool,'  kt^r  iia^  if  having  (Jeri8«,  lar^e 
centres, "  Grown  iti  gelatine  there  i^  little  surface  lajrowth,  liut  alon^ 
the  track  of  the  nt^edltr  a  numlier  nf  miuuto,  whit^,  ccic(xm-likc 
botlies  Sire  seen,  which  ii!timat#?ly  mu  toother  and  fannan  in^egnlarly 
crenated  line  ;  the  gelatine  i«  not  liquefied.  The  liadlluft  as  culti' 
vated  ifrow^H  in  the  fomi  of  long  threads  «>f  bacilli,  which,  though 
they  might  perhaps  he  mistaken  for  streptococci,  are  distinctl)^  made 
up  of  the  orgiuitHms  above  dencribed.  This  is  due  to  the  fact  that 
the  bacillus  si>  fre<pently  resembles  a  diplococcus  with  a  capsuK*. 

This  organiMD  is  found  in  the  blood,  in  the  buboes,  and  in  the 
Hpleen— in  fact»  in  all  tlie  internaJ  organs  of  jiatietits  liuttering  from 
the  pla^e, 

Mice»  rat^,  guineapijir^*  and  i-abhits  are  nil  su8oeptibIe  to  in- 
oculation of  the  disease.  Animals  fed  with  pure  cultivationn  of  tlie 
Ikiicillua,  and  with  piecen  of  atiected  organs,  die  witli  symptoniB  of 
the  plague,  and  with  j>athulo>[iail  apfK^aranees  «iniilar  to  iho«e  fuund 
in  cases  of  anthnix,  or  of  malignant  ledenitL  The  organism  is 
rendered  innocuous  by  the  action  of  direct  sunlight  continued  for 
three  or  four  hour&  ,  when  dried  in  ordinary  daylight  for  a  w*eek 
they  are  also  killed  ;  aa  albo  by  the  action  of  moist  heat  at  80 "^  U. 
for  thirty  minutea,  or  at  lOO*'  C.  for  a  few  niinutee.  A  one  per 
cent,  solution  of  carbolic  acid,  or  of  quicklime,  desti*oys  the 
organism  in  less  than  an  hour. 

It  is  evident  then,  from  the  post-mortem  appe^viiincea,  that  we 
ha%*e  in  this  disease  to  deal  with  a  hii^niorrhagic  septictemic  process, 
HO  that  the  organism  naturally  oomes  to  be  claaalBed  in  the  above 
group. 

Toxic  saprophytic  bacteria.  — In  consequence  of  the  toxic 
etTects  of  th«^  ]n  <xluctH  oi  icrtuin  sfiprophytie  bacteria,  it  is  necessary 
to  give  a  short  description  of  some  of  those  which  have  Ijeen  found, 
especially  in  aliscesses  or,  under  cei'tain  conditions,  even  in  the  blood 
of  animals  a  fleeted. 

I.  Barillufr  roll  c-oniitiiitiiii  (Plate  IT  Fig.  8).— The  Ijest 
exanifile  of  tliis  ^roup  is  the  BaciJIus  coli  communis,  or  Bacterium 
cnli  commune,  desiTibed  as  Enimeiich^s  bacillus,  or  Bacillus  Nea- 
politan us^  from  the  fact  that  it  was  found  liy  Emmerich  in  caaeft  of 
diurrhtea  in  Naples.  It  is  also  probably  identical  with  Brieger's 
b.trillus,  or  the  Bacillus  cavicida. 

This  organism,  which  is  constantly  present  in  the  fa^es  of  the 
human  subject,  and  of  niany  of  the  lower  animab,  occurs  in  the 
fonn  of  short  rods,  alKmt  'J/i  in  length  and  '5/1  in  breadth,  with 
rounded  ends.  It  somettmef*  appears  almost  tike  a  miei^ococcus 
or  short  oval  1>aci]]uH,  sometimes  arninged  in  pairs.  It  is  not 
st^iined  by  Gnim's  methotl  (juige  51),  but  is  I'eadily  brought  out 
by  the  oitlinary  anil  me  staining  methods. 

It  grows  rapidly  nt  the  room  temperatni-e,  but  bettei'  at  aliout 
?J7**  to  S8"  C\      It  has  a  somewhut   chiiracteristic  appenmnce  when 
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OQ  jeelatine,  forming  fljittened  oolonies,  which  are  semi-trnns- 
parettt  aod  slii^htly  thicker  at  the  centre,  where  there  is  a  kind  of 
illfli|iliiig ;  the  growth  \\n&  the  appeanince  of  nn  irref^ilar  U*i*t\  with 
lobes  and  crenated  margins.  Alon^  the  puncture  track  of  tlie  needle 
tB  gelajttae  cultur»?s  there  is  a  gi-owth  of  white  globules  or  pt>ints 
(iluKratr  or  running  together  ttj  fomi  a  str€»ak),  some  of  which  may 
b»  sorrourided  \t\  a  feathery  growth  (Fig»  5),  On  poUito  this 
mgfUnmn  grows  lujturiantly  in  the  forvii  of  moist  shining  colonies. 
Wkm  frown  anaerobically  gnsi  ig  formed. 

A  lai^  dofte,  injected  into  the  circulation  of  a  guine&pig,  kills 
ill*  ftaiimU  within  twenty -four  hours^  and  the  bacilli 
mmj  be  found  in  the  blood  in  eonsideraljle  numViei*s ; 
b«t  llie  condition  in  then  of  a  toxic  nature  rather  than 
of  tfae  nature  of  a  true  infection.  If  a  small  dose  only 
ift  injected,  the  duration  of  the  process  ts  prf^longed, 
ftud  wt!  have  an  atlection  much  more  like  an  onlinary 
•pf^tjcarmift.  When  injected  ftubcutaneousiy,  or  into 
ll  ueaJ   cavity  of  rabbits  or  guineaj»ig8,   tlie 

fju  i^  n  most  important  factor.      With  a  small 

\  %  local  alwceas  may  be  prfiduced,  but  the  animal 
i;  or  jM'ritonitis  may  l>e  set  up,  from  which 
f  mntnai  may  also  recover,  even  after  a  few  organ- 
kav«  been  found  in  the  blood.  A  large  dose, 
liove>^*r.  gives  rise  to  severe  illnesH,  accompanied  by 
fcreft  iliwTh<i*ft,  and  great  collapse  ;  there  is  hyper- 
grmiA  of  the  8ph:«en  and  of  the  upper  part  of  the 
mt«8tisi9,  evidenced  by  the  reddening  of  the  mucona 
wmA  peritcmeal  anrldoea  Large  quantities  of  this 
OfgMiigni  iiijeeted  subcutaneously  into  dogs,  give 
rise  fiierely  to  abscess  formation. 

Tbe  Bacillus  coli  commimiEijs  of  special  importance 
to  tbe  human  subject  fi-om  the  fact  that  it  is  so 
frvqnently  aasociated  with  fieritonitis  and  suppura- 
tiOA  in  any  region  near  the  intestinal  tract,  down 
le  llie  tschio^rectal  fossa.  Indeetl^  Fraenkel  and 
ellien  maintain  that  in  cases  of  peritonitis,  e^pe- 
cialljr  that  form  following  wounds  of  the  intestine,  the  intlanimAtory 
|>fX>c<'«M  is  due  to  the  presence  of  this  organism  in  the  abdoiitimU 
oivitr.  Tluit  it  is  not  the  sole  cause,  however,  is  made  cleiir  by  thr 
fact  that  in  certain  cases  the  ordinarj'  pus-fonning  organisms,  or  the 
BacHluK  lactifi  a*rogenes^  and  the  Bacilluti  pneumonia*  have  lj«*en 
found. 

2.  Barilluf*  Inclia  niToijreui'a.— Thib  organism,  of  inijH^rt 
■lioe  only  from  tlie  pathological  point  of  view  Ijecause  it  has  l»een 
looiul  in  fki«ritunitist  is  usually  met  with  in  the  fieces  of  children 
and  animals  fed  upon  milk,  it  consi^t^  of  short  thick  rod^  1^  to 
2^  lo«ig  and  tt^  to  S^i  broad,  with  rounded  ends,  and  is  grouped  in 
pairs  or  im^gular  masses. 

In  gelatine  tube  cultures  it  grows  lu3ntriantly  in  a  charactensti<^ 
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nflil-8liape<      It  forms  soft,  |>roiiimtMit,  poccelam-like  t-oloniea  on  the 
snrfat't^  of  a  plat^  ciiUurej  and  round  yellowish  colonies*  in  the  depth 
of  the  gehitine.     On  potatoeis   it  grown   readily  at    the    room   teoi- 
p€raturf%  but  kixunantly  at  that  of  the  Ixtdy^   l^'vi^i^ 
M  '' to  tho  foi'nmtioti  of  ^a» — hence  the  name—and 
usually  white  or  creanjj  in  colour.      In  milk,   la 
which  it  sets  up  an  en»^rgetic  lactic  acid  fernientji- 
tion,    and    in  grap*?  sugar  solutions,  it  requires  air, 
and    gives     risr.    t^>    the    formation    of    conHiderahle 
t|uantities  of  carbonic  licid  ga*  and   water.      It  doe« 
not   fomi  spores.      It  is  oasociated  with  the  summer 
diarrhcea  of  infants,  and  bears  much  the  name  rela- 
tion  to    peritonitis,    though    in    a    iM0<1ifieiI   degree, 
that  the  Bacillus  coli  i^oiiimnniH  doi'S. 

3,  Bat'illii**  |»>  ae^'siiif^iiH.  —  Bacillus  pyocy- 
aneus,  or  tlu*  Iwtcilhis  of  blue  pus,  was  first  found  by 
Oessard  in  the  blue  pti8  from  wounds.  It  i«  a  slender 
l)«cillu,H,  with  rounded  ends,  about  the  same  size  ai 
the  biicillus  of  mouse  septica?mia,  but  slightly  thicker, 
and  IR  usually  90  aniall  that  it  may  be  taken  for  a 
coccus. 

It  grows  ni|jiiily  at  the  room  tem|>erature.  In  a 
tube  culture  a  funnel  shaped  area  of  the  gelatine 
rapidly  beeomrs  liijuetit^d,  and  a  hluiah-greea  tluor- 
escence  gradually  spreads  through  the  remaining 
floHd  gelatine.  This  coloration  of  the  medium  is 
even  V>etter  se»*n  in  plate  cultwres,  the  whole  of  th« 
gelatine  not  licjuetied  assuming  a  light  green  colour. 
On  agar-agar  there  is  a  ojoist  greenish- white  layer, 
the  agar-agar  bc<!oniiiig  gieen  anil  fluonf^scent  ^Fig. 
(j).  On  pot^iioes  rusty  looking  colonies  are  formed  ; 
these,  when  moistt^ned  with  dilute  amniomo,  become 
green,  or  with  dilute  acids,  red.  A  bluish  colour- 
ing matter— pyocyanin — ^and  a  fluorescent  greenish 
pigment  have  been  separated. 

These  organisms,   when  injected   in  cunsiderable 
quantity,  either  sul>cutaneou8ly  or  intrapmtoneally, 
3i!*e  pathogenie  for  both  guinea  pigs  and  rabbits,  set^ 
tin«;   up   an  acute   OKlema,  purulent   intiltration,  or 
I  undent  peritonitis,  as  the  case  may  lie^  the  bacillus 
g  found  in   the  blood  and  in  the  tluids  diiiwn  olT 
ironi  the  affecte*!   an:*as,     ffiven  in  smaller  quanti- 
ties, it  sets  up  local  suppuration  .    but  the  animal 
usually  recovers,  an<l  remains  pmtected  against  the 
action  of  considerably  larger  doses. 
4.   Froteii«   viilicariii,— Another   organism    of    some    sui-gical 
interest  is  the  Proteus  vulgaris,  one  of  the  commonest  of  Uie  putrefac- 
tive bacteria.     It  is  a  bacillus  with  rounded  ends  from  1*25^  to  3*76/i 
in  length  and    6^  in  bi^eadth,  occurring  either  as  oval  forms  or  aa 
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more  distinct  bacteria,  usually  iu  jiairs,  or  in  longer  straight  or  spiral 
filaments.  There  are  also  numerous  involution  forms.  This  organism 
is  very  motile,  and  possesses  long  cilia,  and  is  probably  the  most 
important  of  all  those  organisms  at  one  time  included  under  the 
term  Bacterium  termo. 

On  weak  gelatine  the  colonies  have  usually  a  yellowish-brown 
colour,  and  from  the  margins  of  the  main  mass  of  the  colony  branches 
forming  a  network  shoot  off  in  a  characteristic  manner,  until  the 
whole  surface  of  the  gelatine  may  be  covered  with  zoogluea  masses  of 
considerable  size.  In  tube  cultures  the  liquefied  gelatine  is  cloudy 
along  the  puncture,  although  a  great  part  of  the  culture  sinks  to  the 
bottom ;  eventually  the  whole  of  the  gelatine  becomes  liquefied. 
On  agar-agar,  at  the  room  temperature,  a  rapidly-growing,  moist, 
greyish-white  coating  is  formed,  and  a  similar  moist  but  much  dirtier- 
looking  layer  on  blood  seruDi.  Although  spores  are  never  found,  the 
bacillus  I'esists  desiccation.     It  may  also  grow  anaerobically. 

A  dose  of  ^jj  cc.  of  a  liquefied  culture  injected  into  the  muscles 
is  i-apidly  fatal  to  rabbits  and  guineapigs,  half  tliat  quantity  giving 
rise  to  an  extensive  local  abscess,  followed  at  a  late  period  by  the 
death  of  the  animal,  whilst  -^^  cc.  produces  no  efiect.  Watson 
Cheyne,  who  carried  on  these  experiments,  calculated  that  nine 
millions  of  these  organisms  produced  no  efiect  when  injected  into  the 
muscular  tissues  of  rabbits.  Injection  into  the  subcutaneous  con- 
nective tissue — of  a  dose  twice  as  large  as  that  which  proved  fatal 
when  injected  into  a  muscle — gave  rise  to  abscess  formation,  but  did 
not  kill  the  animal ;  and  on  recovering,  this  animal  was  found  to  be 
insusceptible  to  a  similar  dose  injected  into  the  muscles.  Immunity 
has  also  been  obtained  by  injecting  filtered  cultures  of  this  organism. 
Cheyne  points  out,  however,  that  if  a  large  but  non-lethal  dose  of 
the  sterilised  products  of  the  bacteria  be  mixed  with  a  small  number 
of  living  bacteria  an  unprotected  animal  will  succumb ;  from  this 
he  argues  that  the  poisons  devitalise  the  tissues,  and  thus  enable 
the  small  number  of  bacteria  to  set  up  characteristic  pathological 
reactions.  This  is  a  point  of  very  great  impoi'tance  as  bearing  on 
the  necessity  of  removing  the  effete  matter  by  the  various  emunctory 
channels  at  regular  intervals,  wherever  surgical  operations  have  been 
performed.  The  Proteus  niirtthilis  and  Proteus  zenkeri  must  be  con- 
8idei*ed  as  having  a  similar  action  to  the  Proteus  vulgaris. 

5.  Bacillus  aedeinatis  aeroblcus.— Klein  has  obtained  from 
garden  earth  a  bacillus  named  by  him  the  Bacillus  oedematis 
aerobicus.  It  is  about  1^  to  2/x  in  length  and  7^  broad  ;  it  some- 
times forms  long  filaments.  It  stains  with  aniline  colours,  but  is 
decolorised  again  by  Gram's  iodine  solution  (page  51).  It  is  com- 
paratively unimportant,  but  must  be  mentioned,  as  when  inoculated 
into  guineapigs,  rabbits,  and  white  mice,  the  animals  die  very 
rapidly,  often  on  the  first  day,  sufi'ering  from  a  condition  of  sub- 
cutaneous oedema,  the  fluid  from  which  is  fatal  when  injected  in 
quantities  of  a  single  drop. 

Bacillus    foetidns    ozsense.— Bacillus    foetidus    ozmue    is    of 
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interest  principally  fi-om  the  fact  that  it  is  found  in  the  nasal  secre- 
tions of  patients  suffeiing  from  the  disagreeable  disease  of  ozaena, 
though  it  has  not  yet  been  proved  that  it  has  anything  to  do  ^-ith 
that  condition  beyond  mere  association.  The  organism,  separated 
by  Hajek  in  1888,  consists  of  a  short  bacillus  a  little  longer  than 
broad,  the  elements  of  which  are  usually  arranged  in  pairs  or  in 
short  chains. 

It  grows  on  the  ordinary  media  at  the  temperature  of  the  room, 
the  colonies  becoming  visible  at  the  end  of  36  hours,  and  giving  rise 
to  liquefaction  and  the  formation  of  gas.  On  agar-agar  plates  the 
colonies  have  a  granular  appearance  and  the  margins  are  fringed,  the 
surface  of  the  growth  being  moist  and  slimy-looking  when  in  contact 
with  the  air.  Grown  on  blood  serum,  at  the  temperature  of  the 
body,  they  form  a  whitish  layer,  from  which  is  emitted  a  very  dis- 
agreeable putrefactive  odour.  Its  injection  subcutaneously  into 
rabbits  and  mice  is  followed  by  intense  local  inflammation,  which  is 
succeeded  by  spreading  gangrene  of  the  connective  tissues.  In  the 
same  year,  1888,  Lumnitzer  also  se|>arated  an  organism  from  a  case 
•f  putrid  bronchitis,  which  emits  a  disagreeable  odour,  and  sets  up 
intense  local  inOammation  and  a  spreading  gangrenous  process. 

The  anaerobic  bacilli. — The  anaerobic  bacilli,  unable  to  live 
in  the  blo<xi  on  account  of  the  large  quantity  of  oxygen  thei-ein 
contained,  are  nevertheless  capable  of  multiplying  locally  in  the  sub- 
cutaneous tissues  or  in  masses  of  fibrin  ;  in  fact,  wherever  oxygen  is 
cut  off  from  a  localised  area  by  disease  j)rocesses.  WTien  these 
organisms  have  gained  a  foothold  in  any  localised  position,  they  are, 
like  the  diphthena  bacillus,  able  to  manufacture  and  distribute  their 
soluble  poisonous  products  to  all  parts  of  the  body. 

1.  BacillHS  tetani  (Plate  II.  Fig.  13).— The  most  important 
of  these  anaerobic  bacilli  is  the  Bacillus  tetani,  first  demonstrated  by 
Nicolaier  in  1884,  although  it  was  not  until  1889  that  Kitasato 
obtained  pure  cultures  by  heating  for  one  hour  at  80*^  C.  the  pus 
taken  from  a  wound.  By  this  method  all  other  organisms  and  sp>ores, 
except  those  of  the  tetanus  bacillus,  were  killed  off.  The  spores  of 
the  tetanus  bacillus  were  then  sown  in  media  placed  in  vessels 
from  which  all  the  air  could  be  exhausted  or  driven  out  by  means 
of  hydrogen. 

The  organism  is  a  thin  straight  bacillus  with  rounded  ends, 
sometimes  growing  into  long  filaments ;  these  divide  into  shorter 
rods,  at  the  extremities  of  which  spores  are  developed.  These  spores 
are  usually  rounded,  but  they  sometimes  assume  an  oval  or  oblate 
shape.  They  are  almost  invariably  considerably  larger  than  the 
diameter  of  the  rod  in  which  they  are  developed,  and,  as  the  end 
becomes  distended  by  the  large  spore,  the  bacillus  assumes  a  peculiar 
pin-shaped  or  drum -stick  form,  from  which  the  organism  derives  its 
name  ** drumstick"  bacillus.  This  bacillus  is  stained  by  Gram's 
method  (page  51) ;  the  spores,  however,  i-equire  to  be  stained  for  a 
much  longer  time  than  the  protoplasm  of  the  rod,  but  when  the 
stain  is  once  taken  up  it  is  much  more  firmly  retained,  so  that  it  is  a 
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.tively  vaiiy  matter   to  obUiiii  u  giXKi  double  ataiuing  by  fir»t 
_  with  ftichsiii  for  a  (!OUi«iiilemUle  length  of  time  and  then  de- 
smg  everything  but  the  «portf,  iu  an  at;id,  afterwards  gl^itig 
*  oi>fiimBt  fttttii)  with  methylene  blut',     {Sm  Fig.  35.) 

Till*  orpin  ism  only  ^rows  RUAgrobically,  ba.st  at  the  body  tem- 
|iHtiturL«  iji  pure  cultnrt'*,  fonnin^  spores  at  the  end  of  thirty  hours  ; 
tl  grows  much  moi'e  alowly  in  jfelatine,  at  a  tenipemture  of  from 
^^  to  25*^  C,  forming  spore**  at  tlie  end  ot  a  week.  The  addition  of 
2  til  3  per  cent,  of  gmpe  sugar  to  ahiiost  any  of  the  ardinaiy  media 
the  organism  to  develop  fairly  readily  along  the  line  of 
^  only  lielow  the  surface,  where  a  feathery  growth  is  fonned, 
wk  1%  always  more  luxuriant  as  the  lx)ttoni  of  the  tube  is  ap- 
proached (Fig,  3).  No  gas  is  fonned  if  the  culture  is  pui*^.  In 
bouillon  rendereil  slightly  alkaline  and  kept  in  conUwt 
i  aimosfphere  of  hydrogen,  there  is  an  abundant  growth  of  the 
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Thiimgiiitiiin  retains  its  virulence  under  cultivation  only  so  long 
an  ii  is  grown  under  anaerobic  conditions  ;  es[>ecially  is  thiis  tlie  ease 
whife  tbore  bati  been  no  time  for  spores  to  develop.  Ex|ierinients 
made  by  inoculating  pus  from  wounds  from  which  patients  have  ac- 
quired Uftanud  may  givc^  entirely  negative  result*  in  corjsequence  of  the 
fact  that  the  UtciUi  have  continued  thcii  eidstence  under  conditions 
ivoorable  to  the  retention  of  their  specitic  virulence,  Tetanu** 
Xre  prrKiucod  in  the  smaller  animals  by  inoculation  of  vei-y 
Tticlew  of  nearly  all  cultivate<i  gaixien  earth,  by  inoculation 
anaerobic  cultures  of  tlie  tetanus  bacillus^  by  the  inoculation 

A   pure  culture  fdu»  the  tetanus  poison   or  fdtt^s  lactic   acid  or 

iUu»  prodigiosus,  or  by  inoculation  into  a  bruised  wound.  It  is 
dificmJt  to  produce  tetanui^  with  a  young  culture^  and  sometimes 
even  witli  an  old  culture  fi-om  which  the  |>oi8on  has  been  washed 
away.  This  is  due,  apparently,  to  the  fact  that  the  tetanus  organisms 
locm  their  jioifwjns  slowly,  and  may  be  rapitlly  destroyed  by  the  tissue 
oolb  b^^ore  they  liave  time  bo  form  sutficient  poison  to  produce  the 

rQHs  symptoms  iisjsi>ciated  with  the  disease.      In  the  cases  above 

ilUMied,  the  tissue  colls  are  so  occupied  in  removing  the  foreign 
*  tntriMlucett  witli  the  organisms^  or  are  so  paiidysed  by  the 
of  the  lactic  acid,  or  of  the  tetanus  jx)ison,  that  they  are  not 
ftble  to  oontend  on  e<jual  terms  with  the  ietauuB  liacilii,  whicli,  under 
tlie  ^roTirabb-  conditions  so  presented,  grow  rapidly,  and  eventually 
tilv  |iat^  imbs. 

ITlc  tU'ganism  V»eing  a  facultative  saphruphyte,  can  grow 

Qtnado  the  body  ;  it  is  found  in  the  stable  and  in  the  deld,  so  that 
VelMkBa^  i^  ttia«t  common  amongst  those  who  work  with  horses,  or  on 
llba  kltd,  and  th«T  peo|iJe  nu>8t  sustTeptible  ai"^  those  in  whom  bruised 
WfisncU  with  which  dirt  may  come  in  contact  are  most  common^ 
ptfdrnera,  agricultural  ialjottrer»»  soldiers  on  campaign,  and  young 
ditMnm. 

Thm  ipeeifto  ietjuius  poison,  whicli  baa  been  found  in  the  blood 
mmI  ipleeo  of  |«iiient«  who  hn\e  died  from  tetanus,  and   Ims  also 
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been  obtained  in  considerable  quantities  from  pure  cultures  of  the 
tetanus  bacillus,  when  inoculated  into  rabbits,  guineapigs,  or  mice,  or 
even  into  horses,  produces  a  distinct  intoxication  setting  up  all  the 
symptoms  of  tetanua  It  resembles  the  enzymes  in  being  destroyed 
at  the  comparatively  low  temperature  of  65 '^  C.  in  about  6  minutes, 
in  20  minutes  at  60"*  C.  and  1^  hour  at  55°  C.  It  is  not  affected  by 
drying  at  ordinary  temjjeratures,  but  in  consequence  of  its  instability 
in  the  presence  of  chemical  agents,  it  is  exceedingly  difficult  to  remove 
it  as  a  pure  substance.  Brieger  and  Kitasato  and  Weyl,  however, 
have  succeeded  in  obtaining  a  most  vii*ulent  poison,  in  the  form  of 
yellow  transparent  flakes  readily  soluble  in  water,  which  does  not 
give  the  reaction  for  albumens.  It  is  not  destroyed  by  drying,  nor 
in  the  dried  state  by  absolute  alcohol,  chloroform  or  anhydrous  ether, 
but  is  injuriously  affected  by  acids  and  alkalis,  sulphuretted  hydrogen 
and  high  temperature,  thus  i*esembling  the  tetanus  poison  in  its 
original  solution.  This  poison  is  so  powerful  that  its  toxicity  may 
be  i*epresented  as  being  500  times  as  great  as  that  of  atropin  and 
120  to  400  times  as  great  as  that  of  strychnine.  The  tetanus 
bacillus  ha.s  never  been  found  at  a  distance  from  the  seat  of 
inoculation,  whence  then  the  absorption  of  the  poison  must  go  on, 
but  when  the  extreme  virulence  of  the  tetano-toxine  is  remembered 
the  deadliness  of  the  process  can  be  readily  understood.  The  first 
experiments  on  the  production  of  immunity  against  tetanus  were 
futile,  but  Kitasato  was  able  to  produce  a  temporary  immunity  in 
rabbits  by  inoculating  with  the  filtrate  from  a  culture  of  the  tetanus 
bacillus,  and  then  injecting  at  the  same  point  a  small  quantity — 3  ca 
of  a  1  per  cent,  solution  of  terchloride  of  iodine — at  intervaJs  of  24 
hours  for  five  days.  He  then  found  that  mice,  in  which  he  liad 
previously  failed  to  obtain  any  immunity,  were  rendered  immune 
by  the  injection  into  the  abdominal  cavity  of  0*2  cc.  of  the  blood  of  the 
immune  rabbit  so  obtained ;  this  treatment  proved  efficacious,  even 
after  symptoms  had  become  developed  in  the  affected  mice.  The 
blood  of  an  immune  animal  was  also  found  to  have  the  power  of 
neutralising  the  tetanus  poison ;  to  such  an  extent  has  this  been 
carried  that  300  times  the  lethal  dose  of  a  virulent  culture,  after 
being  mixed  with  serum  from  an  immunised  animal,  produced  no 
pathogenic  results.  Upon  this  rests  the  whole  method  of  the  pre- 
paration of  immunising  serum  and  the  antitoxic  treatment  of  tetanus. 
(See  Art.  IX.  page  200.) 

2.  Bacillus  oedematls  mallgnl  (bacillus  of  malignant  oedema, 
vibrion  septique). — This  organism  is  of  importance  as  being  one  of 
those  so  carefully  studied  by  Pasteur  (1877)  and  by  Koch  four  years 
later.  Like  the  tetanus  bacillus  it  is  found  in  the  superficial  layers 
of  the  soil,  especially  those  soils  containing  a  large  quantity  of  organic 
matter,  and  in  water  that  has  been  allowed  to  stand  in  pools  near 
such  soil.  It  is  usually  obtained  by  introducing  a  small  quantity  of 
garden  earth  into  a  pocket  beneath  the  skin  of  a  rabbit  or  guinea- 
pig,  when  there  is  developed  in  the  course  of  14  to  24  hours,  according 
to  the  virulence  of  the  organism,  some  swelling  around  the  seat  of 
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^ft       loped 


Ti,  in  which  a  peculiar  ciuckling  dissociated  with  n  coutlitioii 
cf  WBphyscmA  mny  be  felt.  On  the  deuth  of  the  auitual,  whit'h 
ti'  \es  pIiiot«  within  24  or  i^  linuis.  bloody  serum  is  found 

trjT  -    the    subcutaneous    and    interiuuscular    tissue.     In   thin 

K*roiii  the  bacillus  is  found,  but  so  frequently  mixed  with  other 
orgBXkiftiDft  that  the  best  method  of  obtaining  a  pui^  culture  is  to 
ramovi^  a  drop  of  blood  from  the  heart,  under  strict  antiKeptic 
fMPMatitionSs  •nd  incubate  it  in  a  sealed  tube  for  24  hours,  at  the 
end  of  which  time  the  blood  has  gone  much  darker  in  colour*  bubbles 
of  gas  have  de%'eloped  at  points  alotig  the  tube,  and  when  the  tip 
of  the  tuW  u-  b^oke!^  drcipn  of  blood  ai'e  forced  out  violently^  in- 
dicatin^  that  owing  to  tlie  formation  of  g»is  the  pressure  within  the 
tnlie  is  very  considerable. 

Th«se  ItacUli  taken  from  the  tissues  are  froui  3^  to  3*5^  long 
and  1^  to  l*\^  broad,  occurring  either  as  single  ixkJs,  in  chaitjs  of  two 
or  tliree,  or  in  long  tilament>  containing  twelve  to  fifteen  of  tlR\se 
rod*  or  i«egtnenta,  the  transverse  divisions  not  being  well  marked, 
Thr  bacilli  differ  from  those  of  anthrax,  in  that  they  are  not 
(l|atte  so  broad,  the  segmentation  in  the  longer  chains  is  not  nearly 
im  dtsitnct,  and  the  ends  of  the  ixkIs  are  invariably  convex.  These 
QCI^iftm!^  aiv  not  stained  by  iiram's  inethotl  The  short  segments 
oltea  contain  spores,  which  are  oval  and  sometimei^  of  greater 
diftDiet^r  than  the  baciUus  itself,  so  that  they  cause  swelling  either 
fti  tbe  end  or  in  the  middle^  acconling  to  the  position  of  the 
spore.  These  spores  may  be  stained  in  the  same  way  as  those 
of  iho  tetainis  bacillus,  Flagelia  may  also  be  demonstrated.  This 
im  cannot  grow  in  the  presience  of  oxygen,  and  is  therefore  an 
^te  anaerobe  ;  it  grows  best  and  forms  spores  most  abundantly 
ftt  a  temperature  of  37^  C,  Like  the  anthmx  bacillus  it  does  not 
form  sporiBS  in  the  l»ody  of  the  living  animal  in  which  it  is  devt*- 
loprd,    but    multiplies   rapidly   and   forms    spores    i-eadily   after   the 

th  of  the  host,  if  the  body  is  kept  wanuu 

This  orgaiusm  is  best  grown  in  nutrient  gelatuie,  to  which  has 
tdded  2  per  ceuL  of  grape  sugiu'.  Like  the  tetanus  bacillus 
il  don  not  grow  utmr  the  surface^  Imt  fairly  luxuriantly  near  the 
llOllOlD  of  the  tulje.  As  a  i*esult  of  thiis  growtli,  the  deeper  part  of 
like  gel*tint*  first  lieeoraes  U<|uetied  and  cloudy  in  appeamnce,  and 
gia  bubblei^  form  in  considei-able  uLimbei^,  liquefaction  Unng  most 
ouirkGd  where  most  gas  is  formed  :  ultimately  the  whole  of  the 
^rialtiio  may  become  liqueHed.  When  the  gelatine  is  liquetied 
httagm  the  liacilli  are  adde«l,  small  liquefying  | joints  are  formed  in 
tiM  course  of  two  or  tluree  days  in  the  lower  portion  of  the  gelatine. 
Tbea^  fioiiits  resemble  the  liquefied  gelatine  already  desoribed^  and 
Whmk  t^Jtamitied  with  a  ma^tiif^'ing  glass  they  are  found  to  have 
ntnniiag  merotiB  them  a  tine  network,  whilst  the  periphery  has  some 
whmJL  thm  •ppoarance  of  ii  chestnut  ^^  burr/'  The  organism  also  grows 
in  ibe  depth  of  nutrient  a^ar-ngar  and  in  lilood  serum,  the  latter 
OMdhltD  boing  rapidly  lirpjetied.  Thi^  organism  may  also  l>e  grown  in 
10  which  a  small  quantity  of  water  has  been  added^  in  a  H^t^k 
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containing  hydrogen.  The  odour  of  a  culture  of  the  malignant 
cedema  bacillus  is  extremely  characteristic,  and  once  observed  can 
never  be  forgotten. 

It  is  pathogenic  for  nearly  all  the  domestic  animals,  with  the 
exception  of  cattle,  but  it  is  met  with  only  as  an  accidental  disease 
in  horses  and  in  man,  developing  in  the  latter  in  the  form  of  what  the 
French  call  "  gangrene  gazeuse."  It  is  noticeable  that  pure  cultures 
inoculated  into  a  susceptible  animal  do  not  set  up  the  peculiar  forma- 
tion of  gas  to  the  same  extent  as  when  earth,  which  no  doubt  con- 
tains a  number  of  other  bacteria,  is  injected.  This  organism,  when 
thrown  directly  into  the  veins,  is  killed  otf,  and  the  animal  does  not 
succumb.  The  most  sure  way  of  producing  the  disease  is  to  inject  u 
pure  culture  subcutaneously,  or  into  the  muscular  tissues,  especially 
if  this  is  accompanied  by  an  injection  of  lactic  acid,  or  if  there  is 
any  previous  injury  to  the  tissues.  An  animal  that  recovers  from 
one  attack  of  this  disease  is  said  to  be  immune ;  filtered  cultures  of 
the  organism,  or  the  filtered  serum  from  immune  animals,  are  said 
to  produce  a  similar  immunity ;  in  both  these  cases,  however,  the 
inoculation  must  be  repeated  daily,  for  from  three  to  eight  days, 
100  cc.  of  filtered  culture  being  injected  in  three  days,  or  8  cc.  of  the 
filtered  serum  in  eight  days. 

3.  Bacillus  of  black  quarter.— The  bacillus  of  sympto- 
matic anthrax,  Rauschbrand  bacillus,  bacille  du  charbon  symptoma^ 
tique,  bacillus  of  **  blackleg  "  or  "  quai-ter  evil.*' 

This  l>acillus  is  not  pathogenic  to  the  human  subject,  but  is  im- 
poii»nt  as  being  one  of  the  anaerobic  bacilli,  and  is  usually  studied 
in  England  as  the  cause  of  "black  quarter"  in  cattle.  Like  the 
preceding  organism,  it  sets  up  emphysematous  swellings  of  the  subcu- 
taneous tissue,  a  process  which  often  spreads  into  the  intermuscular 
septa ;  it  is  found  especially  on  the  quarters,  particularly  where  the 
subcutaneous  tissue  or  muscle  has  been  injured.  On  cutting  into 
the  darker-coloui-ed  affected  area,  gas  and  dark  red  serum  exude  in 
consideraV)le  quantities.  In  this  serum  is  found  a  bacillus  either 
sinrrle  or  in  pairs,  seldom  in  threa*ls  of  any  length.  The  individual 
bacilli  have  rounded  ends,  and  are  from  3/x  to  5^  long  and  '5/1  to  'Gfi 
broad.  As  in  the  other  organisms  of  this  group,  flagella  and  spores 
may  be  demonsti-ated,  the  former  by  Loeffler's  method  (page  51),  the 
latter  by  means  of  a  prolonged  staining  with  fuchsin  at  a  high 
temperature.  The  oval  spore  is  generally  within  the  bacillus,  and  is 
placed  near  the  middle  of  the  rod,  in  some  cases  forming  a  con- 
siderable swelling,  so  that  the  bacillus  becomes  more  or  less  spindle- 
shaped.     This  bacillus  is  not  stamed  by  Gram's  method. 

Like  the  other  anaerobic  oi*ganisms  this  bacillus  grows  best  in 
nutrient  materials  to  which  a  cei'tain  proportion  of  glucose — 2  per 
cent. — or  glycerine — 5  per  cent. — has  been  added  ;  it  will  also  grow 
on  the  surface  of  gelatine  in  an  atmosphere  of  hydix)gen,  the  ooloniai 
appearing  as  small  rounded  growths  with  irregular  maigiiis 
surface;  after  a  time  the  gelatine  becomes  liquefied,  and  ray»=«ii 
out  from  the  central  mass  into  the  surrounding  liqiuA 
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When  grown  in  the  depth  of  gelatine  or  agar-agar,  gas  may  be  formed 
in  considerable  quantities.  The  cultures  have  then  a  peculiar  acid 
penetrating  odour. 

These  organisms  develop  best  at  the  body  temperature,  and  the 
disease  in  cattle  is  therefore  usually  met  with  in  summer,  when  the 
temperature  is  high.  Spores  are  never  found  in  the  living  host,  but 
only  at  the  end  of  ten  to  forty-eight  hours  after  death.  This  disease, 
though  occurring  amongst  cattle  specially,  may  give  rise  to  a  slight 
local  reaction  in  the  horse. 

The  small  experimental  animals  are  not  readily  infected,  but 
by  the  addition  of  a  20  per  c^nt.  solution  of  lactic  acid  to  the  inocu- 
lating fluid,  animals  which  ordinarily  exhibit  little  susceptibility  to 
the  disease  succumb  comparatively  readily,  and,  as  in  the  case  of 
tetanus  bacillus,  by  the  addition  of  sterilised  or  non-sterilised 
cultures  of  the  Bacillus  prodigiosus  or  of  Proteus  vulgaris,  the 
disease  may  be  induced  even  in  rabbits  and  mice.  The  guineapig 
is  easily  affected,  and  presents  the  same  lesions  as  are  found  in 
cattle.  The  organisms  here  are  found  principally  in  the  dark- 
coloured  serum  at  and  around  the  seat  of  inoculation,  though  cultures 
can  usually  be  made  from  blood  taken  from  the  heart  immediately 
after  death,  in  which  they  multiply  with  great  rapidity.  This 
organism  is  readily  attenuated  by  heat,  and  Arloing  and  Kitt  have 
used  powdered  dried  muscles  from  affected  cases — these  muscles  having 
been  dried  at  from  32^  to  36**  C. — as  vaccine  material.  This  powder, 
according  to  Kitt's  method,  is  exposed  to  a  temperature  of  85**  to 
90°  C.  for  six  hours  for  the  second  vaccine,  and  the  first  vaccine  is 
made  by  exposing  for  the  same  period  to  a  temperature  of  100**  to 
104**  C,  care  being  taken  to  prevent  any  moisture  from  gaining  access 
to  the  powder.  Inoculation  in  succession  with  these  two  vaccines  sets 
up  a  local  reaction,  the  animal  recovers,  and  may  then  be  safely  in- 
jected with  the  most  virulent  material.  Other  methods  of  obtaining 
the  same  end  have  been  used,  but  none  are  more  convenient  or  more 
efficacious  than  the  above. 

Actinomycosis. — The  actinomyces  or  ray  fungus  (Figs.  55 
and  56)  is  found  in  the  pus  obtained  from  certain  forms  of  abscesses 
of  the  lungs,  the  liver  or  other  organs,  and  bones,  especially  those  of 
the  spinal  column.  The  most  commonly  described  form  is  founds  espe- 
cially in  cattle,  in  the  centre  of  firm  fibrous  nodules,  this  centre  being 
usually  softened  or  reticulated,  the  meshes  surrounding  softened 
caseous  points  which,  on  examination  under  the  microscope,  are  found 
to  be  made  up  of  a  mass  of  cells  in  which  is  embedded  a  yellow  or 
brownish  point,  composed  of  wedge-shaped  rays,  the  bases  of  which 
are  somewhat  rounded,  the  whole  mass  having  a  peculiar  mul- 
berry appearance  when  seen  in  profile,  and  a  conventional  star- 
like appearance  when  seen  in  section.  This  ray-like  fungus, 
however,  is  stated  to  be  merely  an  involution  forui  found  in 
older  tuniours,  the  active  fungus  appearing  in  the  form  of  cocci, 
arranged  in  chainfi^  or  leptothrix  threads  which  interlace  freely  so 

to  form  a  kind  of  felted  network  in  the  centre  of  the  colony. 
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with  a  somewhat  radiate  arrangement  near  the  periphery.  These 
threads,  somewhat  larger  in  diameter  than  the  cocci  (the  cocci 
are  0*5  ^),  vary  very  considerably  in  length,  being  sometimes  divided 
into  short  bacilli,  or  even  cocci,  whilst  in  other  cases  they  are  seen 
as  long  threads  without  any  sign  of  division.  Near  the  margin 
the  threads  may  become  branched,  and  very  fi-equently,  near  the 
ertremity,  there  is  some  thickening  of  the  sheath  of  the  coccus 
without,  however,  the  club  form  being  well  developed.  In  other 
cases,  again,  the  development  of  the  club  form  is  well  marked.  That 
these  filaments  are  the  active  forms  of  the  fungus  was  proved  by 
Bostrom,  who  found  that  although  the  club-shaped  peripheral  portion 
of  one  of  these  masses  gave  rise  to  no  growth  on  any  of  the  culture 
media,  those  parts  which  contained  numerous  filaments  were  capable 
of  being  cultivated  on  ox  blood  serum  and  agar-agar,  appearing 
first  as  fine  granules  along  the  line  of  inoculation  ;  the  growth  as  it 
becomes  more  marked  develops  into  small  yellowish-red  nodules, 
around  which  delicate  bi*anched  processes  spread  out.  These 
yellowish  masses  soon  run  together,  and  at  the  end  of  seven  or 
eight  days  are  covered  with  a  delicate  fluffy  white  layer.  This 
organism  grows  especially  well  under  anaerobic  conditions  and  at  the 
body  temperature.  On  microscopic  examination,  cocci,  segmented 
threads,  the  longer  threads  and  the  clubs  were  all  found,  and  when 
the  threads  or  cocci  were  inoculated  into  the  peritoneal  cavity  of 
rabbits  or  subcutaneously  in  calves,  a  typical  actinomycosis  was  set 
up.  The  actinomyces  lives  outside  the  body,  on  barley  and  other 
cereals,  from  which  it  is  supposed  to  make  its  way  by  the  tonsils, 
where  it  has  been  found  in  the  crypts,  both  in  the  human  subject 
and  in  the  pig.  It  may  also  be  introduced  through  wounds, 
especially  in  horses  and  cattle  that  are  cast  and  operated  upon  on 
a  straw  bed ;  even  accidental  scratches  of  the  skin,  mouth  and 
pharynx  may  allow  of  the  entrance  of  the  organism,  whilst  it  is 
thought  that  in  certain  cases  it  may  make  its  way  along  the  mammary 
ducts.  The  leptothrix  form  is  that  which  is  most  frequently  met 
with  in  the  human  subject.     (See  Art.  XV.  page  316.) 

Mycetoma  or  Madura  foot. — Closely  allied  to  the  actinomyces 
is  the  fungus  found  in  mycetoma  or  Madura  foot,  which  has  recently 
been  described  by  several  writers  in  Great  Britain,  and  has  been 
cultivated  by  Surveyor  and  Boyce.  It  appeal's  to  be  a  streptothrix 
growing  slowly  on  glycerine-agar  at  the  body  temperature;  the 
form  cultivated  was  from  the  white  variety  of  the  disease,  and  did 
not  form  pigment.  There  is  true  dichotomous  branching  of  the 
filaments.  To  the  naked  eye  the  growth  is  a  prominent,  somewhat 
tough  growth,  which  is  divided  almost  like  the  ovum  of  a  frog,  first 
into  four  and  then  into  eight  or  even  more  segments,  fixperimental 
inoculation  gives  rise  to  local  irritation  only.     (See  Art.  XV.) 
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The  StainioiT  of  Bacteria. 

Sumtnaty  of  the  t>aHou8  stapes  in  staining  cover 'glass  preparations. — Spread  out 
the  fluid  on  the  corer-glaas,  and  allow  it  to  dry  ;  draw  the  oover-glass  three  times 
through  a  flame  :  stain  from  oue  to  three  minutes  in  aqueous  solutions  of  fuchsin, 
gentian  violet,  methylene  blue,  or  Bismarck  brown.  Gentian  violet  gives  good 
results,  especially  if  carb9lic  acid,  aniline  water,  or  other  reagents  are  employml  to 
intensify  its  action.  Loeffler*s  methylene  blue  and  Gram*s  method  are  also  very 
suitable. 

Staining  bacteria  in  sections.— SectioBB  are  transferred  directly  from  absolute 
alcohol  to  the  staining  solution.  Gentian  violet  is  very  suitable  for  most  cases.  As 
a  rule,  the  same  methods  may  be  employed  here  as  for  cover-glass  preparations, 
with  certain  modifications :  (1)  Sections  should  be  left  for  a  longer  time  in  the  stain ; 
(2)  heat  should  be  applied  while  the  staining  process  is  being  carried  on,  either  in 
an  incubator  or  by  warming  over  the  flame  of  a  spirit  lamp  until  vapour  begins 
to  rise:  (3)  when  the  nuclei  have  lost  their  colour,  or  become  indistmct  during 
the  decolorising  process,  they  can  be  brought  out  again  by  means  of  a  contrast 
stain,  such  as  litnium  carmine,  picrocarmine,  or  Bismarck  brown ;  (4)  excessive 
decolorisation  during  dehydration  may  be  prevented  by  addiu]^  a  small  (quantity  of 
the  stain  employed  to  the  alcohol — as  a  rule,  however,  this  precaution  is  un- 
necessary, for  if  the  sections  have  been  well  stained,  a  slight  loss  of  colour  is  rather 
an  advantage  than  otherwise ;  (5)  clove  oil  should  never  be  used  for  clearing  the 
sections,  as  it  dissolves  out  aniline  dyes,  and,  to  a  certain  extent,  spoils  the  colour. 
Origanum  oil  is  better,  but  xylol  will  be  foimd  best  in  most  cases. 

Gramas  method.— SecUoua  or  co^-er- glasses  should  be  kept  in  absolute  alcohol, 
from  which  they  are  transferred  to  Ehrlich-Weigert  gentian  violet  solution  (aniline 
water,  100  cc.  ;  concentrated  alcoholic  solution  of  gentian  violet,  1 1  cc. ;  and 
absolute  alcohol,  10  cc.),  and  left  for  one  to  three  minutes  (tubercle  bacilli,  twelve 
to  fourteen  hours).  Wash  for  two  to  three  minutes  m  alcohol,  and  then  put  into  a 
solution  of  ten  parts  iodine  and  twenty  parts  iodide  of  potassium  in  three  thousand 
parts  water,  untU  the  dark  blue  violet  is  replaced  by  a  dark  puzple  red.  Wash  once 
or  twice  in  alcohol,  until  most  of  the  colour  has  disappeared ;  then  clear  up  in  oil  of 
cloves,  until  the  whole  of  the  colour  is  washed  out  from  the  sections,  and  mount  in 
balsam.  Nuclei  and  tissues  are  stained  vellow,  and  the  micro-organisms,  if  present, 
deep  blue  or  almost  black.  After  the  bleaching  process  the  nuclei  may  be  stained 
witn  eosiu,  vesuvin  or  Bismarck  brown  ;  then  wash  in  alcohol,  and  mount  in  balsam, 
glycerine,  or  glycerine  jelly.  Aniline  water  is  prepared  bv  adding  five  parts  of 
aniline  oil  to  one  hundred  parts  of  water ;  shake  well  every  half  hour  for  three  or 
four  hours,  and  decant  the  water,  as  the  oil  settles  to  the  bottom,  or  take  the  milky 
fluid  and  filter  it,  the  filter  beine  thoroughly  moistened  with  water,  so  that  the 
undissolved  drops  of  aniline  oil  may  be  kept  back;  the  fluid  should  come 
through  quite  clear  and  transparent.  The  commercial  aniline  is  about  half  the 
price,  but  it  is  said  not  to  answer  the  purpose  so  well.  Aniline  water  soon  spoils, 
and  therefore  should  be  used  fresh. 

MbUer's  iitethod  of  staining  spores. — The  dried  cover-glass  film  is  passed  three  times 
through  the  flame,  or  placed  for  two  minutes  in  absolute  alcohol ;  then  it  is  rinsed 
in  chloroform  for  two  minutes,  washed  in  water,  and  put  into  a  5  per  cent,  solution 
of  chromic  acid  for  half  to  two  minutes,  after  which  it  must  be  thoroughly  washed. 
Now  place  a  drop  of  ZiehUs  carbolic  fuchsin  on  the  cover-glass,  and  heat  for  one 
minute  over  the  flame,  until  it  just  begins  to  boil ;  then  wash  off  the  solution,  and 
decolorise  in  6  per  cent,  sulphuric  acid.  Wash  thoroughly  in  water,  and  stain  for 
thirty  seconds  m  a  watery  solution  of  methylene  blue  or  malachite  green;  wash 
again,  dry.  and  moimt  in  Canada  balsam.  The  spores  are  stained  dark  red,  and 
the  protoplasm  of  the  bacilli  blue  or  green. 

LoefHer''»  stain  forJlagella.—}iake  a  potato  broth,  composed  of  two  parts  cooked 

potato,  mashed  and  boiled  in  ten  parts  of  distilled  water.    Carefully  stenliae,  and  on 

this  make  a  cultivation  of  the  required  organism.     A  drop  of  the  culture  is  tiiea 

diluted  with  from  five  to  ten  times  its  volume  of  distilled  water.    If  the  orgaoimif  wUI 
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i/Q  ^-\'W  Oil  thiri  ])otuto  broth,  tfiey  may  be  cultivated  in  meat  bouillon,  which  mint 
>v  illutvtl  forty  or  lif ty  times  before  it  is  used  for  microitcopic  ezamiuation ;  or  oo 
^•V'lAUut'  vlateA,  the  oultivatioiis  in  this  case  being  dilute<l  about  one  hundred  tinMH. 
\  ,*«tv(t  ot  the  diluted  fluid  is  spread  on  a  cover-glaes  :  on  this  a  dro^)  of  10  per  cent 
<.\\>hvM  is  allowed  to  fall,  luid  the  whole  is  dried  in  the  open  air  or  in  a  warm  room, 
%\  A  tvmpt^mturc  of  40^  C.  The  bacilli  are  then'  mordanted  in  a  solution  made  up  u 
»v>IU««i  s  :  *J0  }ier  cent  tannin  solution,  ten  parts  :  cold  saturated  solution  of  suljioate 
\  ir\*iu  five  parts ;  aqueous  or  alcoholic  solution  of  fuchsiu,  or  alcoholic  solution  of 
iiM'thvU violet,  one  iiart.  To  this  mixture  add  a  drop  of  hydrochloric,  acetic,  or 
>»uI}«lkurio  add  (in  the  case  of  those  bacteria  which  give  an  alkaline  reaction),  or  uf 
u^  ;*lkaliue  solution,  say,  1  per  cent.  NaOH  (in  the  case  of  bacteria  which  havean  tdd 
I x'Mv'tiou)  Put  a  few  drops  of  this  mixture  on  a  coyer-fflam,  YusaX  untQ  steam  rises,  wiih 
lu  distilltMl  water,  and  then  in  absolute  alcohol,  untu  all  colour  is  removed.  BeiMit 
th«  i>r\K'«MHi,  and  stain  in  an  aniline  water  or  carbolic  acid  solution  of  fucfasin,  wnieh 
hiw  Wu  neutralised  by  the  addition,  drop  bv  drop,  of  a  1  per  cent,  solution  of  KaOH, 
uutil  u  Ia}'er  of  the jpreviously  transparent  fluid,  several  centimetreB  thick,  begins  to 
tHVoiuo  ojuique.  This  will  bring  out  flagella  most  beautifully.  Success  depends 
iin  adding  just  the  right  qiuintity  of  acid  or  ulkali  to  the  mordant. 


II.     INFLAMMATION. 

B\    W.   WATSON   CHEYXE,    F.R.S.,    F.R.C.S., 
SHryeon  to  Kiitp'^  Cdlege  HoxpUal :  Profestor  of  Surgertf  at  Kiim»  College. 


Definition. — Inflammation  may  be  defined  as  the  immediate 
series  of  changes  which  occur  in  the  tissues  as  the  result  of  an  injury, 
provided  always  that  the  injury  is  not  of  sufficient  violence  to  destroy 
the  tissues  at  once.  That  is  to  say,  whenever  an  injury  is  done  to  a 
part,  whether  the  noxious  agent  Be  a  chemical  or  a  mechanical  one, 
a  certain  series  of  changes  commences  in  that  part,  and  that  series  of 
changes,  up  to  a  certain  point  (so  long  as  they  are  of  an  exudative 
or  destructive  character),  forms  what  we  know  as  the  inflammatory 
procesa  The  degree  of  the  inflammatory  change  and  destruction  of 
the  tissue  will  depend  on  the  length  of  time  that  the  inflammation 
goes  on,  and  its  severity  and  after-effects  on  the  duration  of  the 
action  of  the  irritant,  and  on  the  intensity  with  which  it  acts.  I  have 
especially  said  that  it  is  the  early  series  of  changes  occurring  after  an 
injury  which  are  inflammatory,  and  if  the  injury  be  slight,  or  if  the 
irritant  only  act  for  a  very  short  time,  the  changes  which  deserve 
the  name  of  inflammation  soon  cease,  and  the  further  processes  which 
occur  are  those  of  repair.  Inflammation  precedes  repair  ;  but  repair 
is  not  inflammation,  and  must  not  be  confounded  with  it.  Inflam- 
mation is  essentially  a  destructive  process,  and  when  it  ceases  repair 
commences. 

The  phenomena  of  inflammation. — We  see  very  well  what 

happens  in  the  early  stage  of  inflammation  if  we  watch  the  effect  of 
a  mustard  poultice  applied  to  the  skin.  If  the  poultice  l)e  removed 
after,  say,  ten  minutes,  the  skin  will  he  seen  to  be  reddened  over  the 
whole  area  to  which  the  irritant  was  applied  ;  but  if  the  finger  l)e  placed 
on^ny  part  of  the  red  area,  the  redness  at  once  disappears  l>eneath  it. 
If,  on  the  other  hand,  instead  of  removing  the  mustard  poultice  in 
ten  minutes  it  be  left  on,  say  for  an  hour,  it  will  again  be  found  that 
the  skin  has  become  reddened  ;  but  it  will  also  be  seen  that  on 
passing  the  finger  over  the  reddened  area  there  are  points  here  and 
there  from  which  the  redness  cannot  be  pressed  away.  Thirdly,  if 
the  iK)ultice  be  left  on  for  a  longer  time,  it  will  be  found  that  not  only 
is  the  redness  of  the  skin  a  redness  which  cannot  be  dispelled  by 
pressure,  but  that  blisters  have  formed  on  the  surface. 
In  this  observation  we  see  the  whole  series  of  clianget 
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in  the  early  stage  of  inflaniination.     The  first  ofit^ct,  the  redjif**,  shcnri' 
that  thet^  is  an  increased  amount  of  bltxitl  in  the  jmrt»  and  that  the 
blood- veetiels  are  diluted  ;  and  the  fact  that  th«  rt*dne^»  can  lie  di»- 
|K^lled   implies  that  this    hlood   is   circulating  freely.     The   second  1 
•^tf**ct,  where  the  blood  cantwt  be  entirely  dispelled  by  prfgHtirt,  t^hows-j 
that  in   these  parte  the  circulation  is  no  longer  going  on,  but  has  I 
i^'en  arrested,  thia  condition  being  known  as   iujinmrnfitart/  jftnsid,  f 
The   third   stage,   where   blisters  have  fomied,  implies  that  ci!rtaiaj 
coufttituents  of  tlie  Viloiid  have  passed  out  and  accnnjulated  nude 
th*t  epidermiw,   thns  fonning  a  hlisteK      Hence  we  st^  tliat  in   th#1 
early  stage**  of  intlaniniation  changes  take  place,  some  of  which  hare 
rofercnce  to  the  vessel  walls  and  some  to  the  vessel  coiitentd. 

By  studying  the  changes  which  follow  irritation  in  a  tmn8i*arent 

liviug  njembi-aue,   such  aa 
tlie     frog*s     foot,    one    * 
see      exactly     what    takeftl 
place.    In  the  first  instance^J 
on    the   }i]>plic4ition  of  thei 
irritant^   one   UHually  finds j 
that  the  arteriws  commence 
to    dilate,   till,    by-aiid-by, 
they   may  be    as  large,   or 
even  larger,  than  their  ac- 
companying veins.    It  uiuat  I 
l>e  i-emarked,  however,  tha^J 
in    some   cases,    especially  J 
after  the  ap|>lication  of  cer- 
tain chemical    irritant^*,   a 
preliminary  j>eriod  of  cou- 
traction  precedes  this  dila^l 
tuition.     In  addition  to  tliisrl 
flilatiition  of  the  artenea&~| 
which  atJV-ctvS  more   especi-j 
ally  the  small  arteriea— it  | 
will  y*c  seen  that  the  capil lanes,  aiid  also  to  some  extent  Ure  veina» 
Uvumo  distended,  while  at  the  same  time  the  blood  is  cuvulating J 
through  the  i»art  with  increased  rapidity.    If,  however,  the  conditioitl 
U*  watclied,   it  will  be  found  tliat  presently  the  circulation  in  thet^l 
diMtendiHi  vcs^^ls  becomes  slower  and  slower,  so  that  after  a  time  ou«  i 
can  se*e  the  indivitlttat  corposcle.s  passing  along  tlie  channels ;  anil  | 
ultimately,  at  tl^e  part  where  the  irritant  has  acted  most  severely^  I 
the  flow  of  blooti  >>ecoiiMS8  entirely  arrest e<l,  and  we  have  the  condi- 
tion spoken  of  as  hi^mmaiofy  8(4t^is  (Fig.  7). 

Tli^  rx|»ttiiitillon  of  llie«»r  t»lit*iieiiiena  has  been  funrtshedj 
by  Sir  Juneph  Lister  iife  tht   n^^ult  of  •►l^sf  nations  made  a  long  tiin©^ 
ago  on  the  Ixdiaviour  of  the  pigment  cells  in  a  frog's  foot  under  the 
ftction  of  an  irritant     On  looking  at  the  frog's  web,  one  sees  not  otdy 
blood' teasels,  but    also  pi^ent  cells,  which  are  numerous  in  the 
ilk  in,  and   are  present  idso  in   the  deeper  tissues,   more  espet^-ially 
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along  the  blood-vessels.  On  watching  these  pigment  cells,  it  will 
be  seen  that  their  protoplasm  is  in  constant  motion.  At  one  time 
the  protoplasm  containing  pigment  granules  has  retreated  towards 
the  centre  of  the  cell  and  formed  a  baU  ;  in  this  condition  the  frog  is 
light  in  colour.  At  another  time  the  protoplasm  will  be  seen  rush- 
ing out  from  the  centre  into  numerous  ramifications  of  the  cells, 
which  were  previously  invisible,  till  the  whole  tissue  becomes  a  net- 
work of  this  cell  protoplasm  containing  the  pigment  granules ;  in 
this  state  the  frog  becomes  dark.  This  action  of  the  protoplasm  of 
the  cells  seems  to  be  a  reflex  phenomenon  in  connection  with  the 
access  of  light  to  the  frog's  eye.  Bring  the  frog  into  a  bright 
room,  and  at  once  the  protoplasm  of  the  pigment  cells  begins 
to  retreat  towards  the  centre  of  the  cell  and  the  frog  becomes  light. 
Shut  out  the  light  from  the  frog's  eyes,  and  again  the  pigment- 
bearing  protoplasm  commences  to  hurry  out  from  the  centre  of  tlie 
cell  into  the  various  branches,  and  the  frog  becomes  dark  in  tint. 
If  the  frog  be  killed  the  pigment  always  becomes  concentrated  towards 
the  centre  of  the  cells. 

Now,  if  we  take  the  frog  into  a  light  room  and  apply  mustard  to 
the  frog's  web  while  the  pigment  is  in  a  state  of  concentration,  and 
then  either  put  it  into  a  dark  room  or  shut  out  the  light  from  its 
eyes,  it  will  be  found  that  the  pigment  has  become  diffused  over  the 
whole  of  the  body  with  the  exception  of  the  inflamed  area,  over  which 
it  remains  in  the  same  condition  as  it  was  when  the  irritant  was  ap- 
plied. If,  on  the  other  hand,  the  irritant  be  applied  while  the  frog 
is  of  dark  colour,  and  the  animal  be  afterwards  brought  into  a  light 
room,  the  pigment  throughout  the  body  becomes  concentrated,  while  it 
remains  diflused  in  the  irritated  area.  If  the  irritant  be  removed 
recovery  gradually  takes  place ;  the  pigment  begins  to  move  in  the  cells 
in  the  affected  area,  more  sluggishly  it  is  true  than  elsewhere,  but  ulti- 
mately recovery  becomes  complete.  Hence  the  condition  as  regards  the 
pigment  cells  is  that  of  a  temporary  suspension  of  their  function — 
in  other  words,  a  temporary  paralysis ;  and  no  doubt  this  condition 
of  temporary  paralysis  is  not  limited  to  the  pigment  cells,  but  affects 
all  the  other  flxed  cells  in  the  same  area.  Hence  the  most  probable 
theory  as  regards  the  dilatation  of  the  vessels  in  the  early  stage  of 
inflammation  is  that  at  the  focus  of  the  inflammation  it  results  from 
the  direct  paralysing  action  of  the  irritant.  This,  however,  does  not 
completely  explain  the  phenomenon,  because  this  dilatation  of  the  blood- 
vessels is  not  limited  to  the  focus  of  the  inflammation;  there  is  a 
similar  condition  extending  for  a  considerable  area  around,  an  area 
greater  than  that  directly  affected  by  the  irritant  itself.  This  secondaiy 
dilatation  of  the  blood-vessels  is  no  doubt  a  reflex  plienomenon,  and 
hence  the  explanation  of  the  dilatation  of  the  vessels  is  two-fold, 
namely,  in  part  direct  paralysis  as  the  result  of  the  action  of  the 
irritant  on  the  vessel  wall,  and,  in  part,  a  reflex  paralysis  through 
the  nervous  system.  I  need  not  go  into  the  various  other  theories 
which  have  been  put  forward. 

The  stasiSf  also,   may  be  explained   in  the  same   manner.     It 
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certainly  is  not  due  to  any  action  of  the  irtitant  on  the  blood 
contained  in  the  vesseLs,  liecause  stasis  does  not  necessarily  ocxmr 
immediately  after  the  lesion,  and  the  blood,  which  was  acted  on 
by  the  iiritant,  has  passed  through  the  vessels  of  the  part  long 
before  the  occurrence  of  the  stasis.  Besides,  substances  such  as 
chloroform,  which  interfere  with  the  coagulation  of  the  blood, 
nevertheless  produce  stasis  when  applied  to  Uie  surface  of  the 
tissues.  Further,  it  will  be  seen,  on  watching  the  inflamed  area, 
that  the  corpuscles  flow  freely  in  the  vessels  up  to  the  focus  of  the 
inflammation,  and  it  is  only  when  they  arrive  at  that  part  that  they 
acquire  this  tendency  to  stick  to  each  oUier  and  to  the  walls  of  the 
vessels  ;  and  further,  if  one  watches  the  vessels  leading  from  the  in- 
flamed  area^  it  will  be  seen  that  as  the  corpuscles  escape  from  that 
part,  they  lose  their  adhesive  tendency,  and  flow  on  perfectly  freely 
in  the  circulating  blood.  Hence  the  cause  which  leads  to  the  stasis 
is  something  which  is  permanently  present  in  the  part,  and  this 
stasis  has  been  looked  on  by  Sir  Joseph  Lister  as  another  mani- 
festation of  the  paralysis  of  the  functions  of  the  vessel  wall : 
that  is  to  say,  blood  when  in  contact  with  the  waUs  of  healthy 
ve>sels  does  not  coagulate,  either  because  the  vessel  wall  has  the 
power  of  actively  preventing  coagulation,  or  because  it  is  absolutely 
neutral  in  the  matter  as  compared  with  dead  material,  whereas  in 
inflammation  the  walls  of  the  blood-vessels  being  in  a  state  of 
suspended  function  coagulation  tends  to  take  place  within  them. 

It  matters  not  which  of  these  explanations  is  the  correct  one ; 
the  fact  remains  that  when  injured  the  vessel  wall  loses  its  normal 
characteristics,  and  comes  to  resemble  dead  material  in  so  far  that 
the  blood  tends  to  coagulate  when  it  comes  in  contact  with  it^ 
this  loss  of  its  function  being  due  to  the  direct  action  of  the 
irritant  on  the  vessel  wall,  and  not  merely  to  the  dilatation  of 
the  blood-vessels.  As  we  can  readily  see,  there  is  no  tendency 
to  stasis  in  those  blood-vessels  which  are  dilated  in  the  vicinit^ 
of  the  inflammation  in  which  the  cause  of  the  dilatation  is  not  a 
direct  paralysis  of  the  vessel  wall,  but  a  reflex  phenomenon.  On 
th(^  other  hand,  the  stasis  and  the  dilatation  in  the  centre  of  the 
inflammation  are  probably  due  to  the  same  cause,  namely,  to  direct 
action  on  the  vessel  wall,  this  action  not  resulting,  in  the  first  in- 
stance, at  any  rate,  in  the  death  of  the  tissues,  but  simply  in  a 
suspension  of  function,  which  is  recoverable  again  if  the  irritant 
do  not  act  too  long  or  too  severely. 

While  these  changes  are  going  on  in  connection  with  the  oirca* 
la  t  ion   of  the  blood,  another  set  of  changes  are  also  taking  plaoe 
which  have  reference  to  the  contents  of  the  vessels,  namely,  oertein 
constituents  of  the  blood  tend  to  pass  out  through  thr  v  e^s,^!  wiiilfl 
and  accumulate  in  the  tissues  around.     This  is  the  phenomenon 
ex^tdation,  evidenced  clinically  by  the  occurrence  of  the  blister  whe 
mustard  has  been  applied  to  the  skin,  and  the  constitueiit^  whiQ 
pass  out  of  the  blood-vessels  are  the  blood  corpusclf^,  both  red 
white,  but  more  esjtecially  the  white,  and  certain  elements  eontaiii 
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in  the  blocxl  plasma.  The  passage  of  the  blood  corpuscles — more 
especially  the  white  coi-puscles — out  of  the  blood-vessels  during  the 
early  stage  of  inflammation,  was  demonstrated  experimentally  and 
attributed  to  their  jx^wer  of  amoeboid  movement  even  before  their 
migration  had  been  actually  observed. 

I  may  mention  one  or  two  of  these  observations.  For  example, 
if  the  centre  of  a  frog's  cornea  lie  touched  with  a  fine  point  of  nitrate 
of  silver,  it  will  be  noticed  tliat  some  houra  afterwai-ds  a  delicate, 
cloudy  ring  has  formed  around  the  margin  of  the  cornea,  and  if  the 
injury  done  have  been  considerable,  this  ring — which  on  microscopical 
examination  is  found 
to  consist  of  cells 
resembling  leuco- 
cytes— gradually  ap- 
proaches the  injured 
part,  and  the  whole 
cornea  becomes 
cloudy.  The  conclu- 
sion, therefore,  is  not 
that  these  cells  have 
l)een  derived  from 
multiplication  of  the 
corneal  corpuscles — 
in  which  case  they 
would  not  necessarily 
appear  in  the  first 
instance  quite  at  the 
margin  —  but  that 
they  are  actually 
leucocytes  which 

have    passed    out  of 
the  conjunctival 

blood-vessels  at  the 
margin  of  the  cornea, 
and,  therefore,  accumulate  in  the  first  instance  in  largest  numbers  at 
that  part.  Further  evidence  of  this  is  obtained  by  injecting  finely- 
powdered  cinnabar,  in  the  fii*st  instance,  into  the  doi*sal  lymph  sac 
of  the  frog,  and  then,  after  some  hours  have  elapsed,  cauterising  the 
cornea  in  the  manner  just  mentioned.  When  cinnabar  is  injected 
into  the  lymph  sac,  the  lymph  corpuscles,  which  are  present  there  in 
large  numbers,  take  up  the  particles  into  their  interior  by  virtue 
of  Uieir  amoeboid  power,  and  can  then  be  afterwards  recognised  by 
the  presence  of  these  particles  in  them.  Now  in  this  experiment  it 
has  been  found  that  among  the  cells  which  appear  around  the  corneal 
matgin  are  acme  which  contain  particles  of  cinnabar,  and  which 
therefore  must  have  come  horn  the  lyuiph  H-tc,  and  consequently 
baTe  parsed  through  the  walls  of  the  blood'\  e^^t  Is.  Lastly,  if  the 
cmnabar  be  injecteij  into  tll^|M^|miti  insteail  of  into  the  lymph 
and  the  experiment  l^l^^^^^^l^^^te,  it  is  found  that  the 


Fig.  8.  —Section  of  Granulation  Tiuue  from  a  suppurating  Uloer. 
At  </.  a  white  blood  corpuscle  is  seen  in  the  act  of  pass- 
ing throusrh  the  wall  of  a  blood-ressel. 
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number  of  corpuscles  in  the  cornea,  which  contain  ciuniibar,  is  mu«h 
gi-eater,  and  this  is  in  acconlanee  with  what  one  would  t*xfH*ct,  se^fitig 
that  a  larger  number  of  tht^  leucocytes  in  the  blood  have  h&d  tlw 
opportunity  of  taking  up  theae  partick*i>. 

It  having  been  demonstmted  in  this  way  that  r*  considemble 
number,  at  any  nite»  of  the  cells  which  appear  in  the  inflamed  aren 
during  the  early  atagc  of  infiftmraation^  are  actual  leucocytes  which 
have  pjissed  out  of  the  bk»od-ve8sel«,  Cohnheim  was  the  first  tu 
ol)ser\e  the  actual  utignitiou  of  these  corpuscles.  This  is  done  by 
spreafling  out  tlie  ujpsentery  of  a  fn>g  on  a  glass  plate.  Afl  the 
result  of  the  action  of  the  air,  it  will  be  found  that  the  ejirly  stages 
of  inflammatioii  are  set  up  in  the  exposed  part  of  the  mesentery,  mid 

we  have  the  various 
phenomena  of  dilatation 
of  tlie  vessels,  and  slow- 
ing of  the  blood  current^ 
which  have  been  already 
mentioned.  Now  i^ 
while  the  circulation  is 
lieconiing  hIow,  a  8 mall 
vein  I >e carefully  watohtnl, 
it  will  be  found  that  two 
cuiTents  citn  be  distin- 
^iHshed  in  the  veiisel— 
n  central  current  contain- 
ing the  reti  bh>od  ear- 
puscles,  ai\d  &  mar^ntl 
ourrertt»  in  which  are  the 
white  blood  corpuscle*. 
If  thesi^  white  corpuscles 
\>k*  watched,  it  will  be 
found  that  they  pass 
along  much  more  slowly 
than  the  red,  tend  to 
stick  to  the  walls  of  the  vesseln  and  to  each  other,  and  ultimately 
come  to  a  standstil!  altogether,  and  thus  the  inner  wall  of  thw 
blood'Vestiel  may  after  a  time  he  seen  to  be  lined  with  a  layer  of 
leucocytes  (Fig.  8). 

If  the  specimen  Ije  left  for  some  hours,  it  will  be  seen  on  examining 
it  again  that  not  only  is  there  a  layer  of  white  corpuscles  inside  the 
vcsae!,  but  that  there  are  large  numbers  of  similar  cells  outside  the 
vessel  ;  and  one  may  tind  appearances  showing  corpuscles  which 
have  only  partially  pasned  through  the  vessel,  and,  as  a  nmtter  of  factj 
the  actual  migration  of  the  corpuscle  has  been  obsei-ved  aft-er  hours 
of  careful  watching.  Once  the^e  corpuscles  have  pas.sed  through  the 
vessel,  they  [►roceed  by  virtue  of  their  amteboid  action  to  wander 
away  througli  the  tissues,  and  thus,  after  a  time,  the  whole  surround 
ing  district  in  seen  to  be  infiltrated  with  leucocytes,  although  for  a 
nderable  time  the  largest  numl>ers  of  these  cells  are  found  immediately 
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surrounding  the  blood-vessels  (Fig.  9).  Not  only  do  the  white  cor- 
puscles migrate  through  the  walls  of  the  blood-vessels,  but  a  certain 
number  of  red  corpuscles  also  pass  out,  in  some  cases  in  considerable 
numbers.  This  migration  of  white  corpuscles  seems  to  go  on  most 
actively  through  the  smaller  veins,  but  it  also  occurs  through  the 
capillaries,  and  perhaps  also  through  the  small  arteries.  The 
exudation  of  the  red  corpuscles  apparently  occurs  mainly  through 
the  walls  of  the  capillaries.  As  to  the  explanation  of  the  migration 
of  these  corpuscles,  it  is  most  usually  assumed  that  the  white 
corpuscles  pass  out  by  virtue  of  their  amoeboid  movement,  being  to 
some  extent  helped  by  the  blood  pressure,  and  that  the  red  corpuscles 
pass  out  solely  as  the  result  of  that  pressure.  It  may  be  remarked 
that  this  migration  ceases  when  complete  stasis  takes  place. 

At  the  same  time  that  this  migration  of  blood  corpuscles  is  going 
on,  certain  of  the  fluid  elements  of  the  blood  pass  out — sometimes 
in  large  quantities — giving  rise  to  marked  swelling  of  the  tissues. 
This  blood  plasma  coagulates  outside  the  vessels,  and  consequently 
the  resulting  swelling  is  of  a  firm,  hard  character  at  the  focus  of  the 
inflammation.  Where  the  vessels  are  dilated  reflexly  at  the  margin 
of  the  inflammation,  there  is  also  a  certain  amount  of  exudation, 
more  especially  of  fluid,  from  the  blood-vessels,  but  this  fluid  does 
not  coagulate,  and  consequently  the  parts  around,  instead  of  being 
hard  and  brawny,  are  oedematous,  and  pit  on  pressure. 

The  essential  feature  of  this  stage,  therefore,  is  exudation,  but 
the  character  and  the  amount  of  the  exuded  material  vary  much  in 
different  cases,  and  in  some  instances  give  a  definite  type  to  the 
disease.  As  I  have  said,  the  exudation  in  typical  cases  coagulates  in 
the  part,  but  in  certain  forms  of  infiammation  this  coagulation  is 
only  imperfect,  and  there  is  what  is  spoken  of  as  a  8eroJibrin<yu8 
exudation  ;  while  in  some  cases  coagulation  does  not  take  place  at 
all,  and  we  have  a  serous  exudation.  Where  the  inflammation 
affects  a  mucous  surface,  the  exudation  contains  not  only  fibrin,  but 
mucin  and  some  dead  epithelial  cells  (superficial  layer),  and  is 
spoken  of  as  a  croupous  exudation.  In  other  cases,  again,  there  is 
a  large  admixture  of  red  blood  corpuscles  with  the  exudation,  for 
example,  where  the  inflammation  is  very  intense,  as  in  some  forms 
of  bacteric  disease,  or  where  the  walls  of  the  blood-vessels  are  very 
friable,  as  in  cancerous  pleurisy  and  so  on,  these  exudations  being 
spoken  of  as  h<nnorrh(igic. 

The  terminations  of  inflammation.  —  So  far,  I  have  ex- 
plained the  phenomena  of  the  early  stage  of  inflammation,  and 
when  this  stage  has  been  completed,  several  things  may  hapi)en. 
In  the  first  place,  the  inflammation  may  come  to  a  standstill, 
and,  at  onoe^  changes  leading  to  restoration  of  the  part  to  a 
state  of  h^iitth  take  j»lace,  in  other  words,  resoht/itfn  occurs.  By 
resolution,  we  mean  the  complete  restoration  of  tlie  part  to  its 
normn^  eonditiou ;  the  walls  of  the  blood- vesieifi  gi*a<hiaHy  recover, 
the  atasis  pai^es  oflf^  and  tbe  c^M|ri|MKl|f(imQS  reestablished. 
Th»  exuded  materiola  become  f^i^^^^BB^fing  either  into  the 
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bIODd-veiist'l»,  or  lunst  usunlly  irit-**  tin/  lyiii|>ljatic  vesbel* — those  ^hicli 
liHve  coagulated  unilergoiiig,  in  the  di^i  instance,  a  cei  Uin  amount 
of  tatty  di'gf nt*n*tion :  the  c'orj>u>H:leM  eiUu^r  rt?-eiiter  the  bUxxl-vesads 
or  get  into  thr  Jyniphatic  veJis^^U,  or  ui^dergo  fatty  tlege aeration,  taid 
are  abHorWd  hy  the  lynrphaties  in  the  form  of  tUbritf^  and  in  this 
way  the  part  reeoverfi  its  normal  condition.  In  B4>nie  case«»  however, 
this  resolntioii  in  not  ipiit-e  convplHte,  as,  for  example,  wheie  the  in- 
flajiimatiou  has  attacked  tli*^  surface  of  a  serous  njeuibrane,  wuch  aa 
the  pleura  or  the  synovial  meuihrnnf  uf  joints.  There,  the  two  seroiia 
Kurtaces  ai^  a[>t  to  hecoaie  stuck  togetlier  hy  tlie  Ivinph,  which  acts 
an  a  nionhi  intowhieli  plasma  cells  penetrate,  tliese  ceiln  sutwiecjuetiUy 
oi^aDising  into  tibrousi  tiHaue,  and  giving  nse  t*>  miht*^innM  between 
the  aerous  surfaces^  a  well-known  result  for  example  in  the  pleura  as 

pleural  adhe^ 
hiouh,  m\*X  in 
the  joints  n» 
a  caufie  of 
stitluesa  (Fig, 

In  the 
scK'ond  [tiaoe, 
if  the  inflam- 
mation Im"  ex- 
tremely vio- 
lent, titasii* 
may  occur 
over  a  very 
lai'ge  area, 
rind  when  the 

inftaniijiation  come«»  to  a  standstill  a  portion  of  that  area  does  not 
rt*eov(«r,  and  we  have  the  condition  of  ifffngrntt*. 

In  the  third  place,  and  inoNt  couimouly,  when  the  inflamujatory 
chiinges  have  gone  oii  to  the  ntage  dcscrihcd.  tlicv  continue,  and  lead 
to  the  second  or  later  series  ot  inHuuHuatory  chajigcs,  miniely,  the 
destruction  of  the  t^riginal  tiiimut*  of  the  f»art  which  is  the  seat  of  the 
dii*eaae»  and  the  formutirm  of  a  new  tiasne,  which  is  termed  t/tamtja* 
lt#m  fuiintr  (Fig.  11).  WJjcre  this  occurs,  it  will  la-  found,  provided 
that  the  intlannnation  lias  lasted  sutHeiently  long,  that  the  original 
Htructure  of  the  part  has  couipletely  di»ai>pcared.  K  the  inflaiuma- 
titin  be  situated  in  muscular  tiii»u*%  the  muhcidur  elements  will  b« 
destroyed,  and  after  a  time  nothing  will  be  seen  but  a  mass  of  round 
oellfi  with  emiiryonic  blood- ve.saels.  Similarly,  if  the  skin  Ik*  the  seat 
of  the  difteaf^e,  as,  for  example,  in  small-|>ox  pustule,  the  papilla?  of 
the  skiti  are  destroyed,  taid  their  place  is  t*iken  by  tliSR  same  granu- 
lation tiwiuc.  In  bone,  also,  the  solid  tissues  of  the  Iwrne  disapjK-ar, 
and  instead  of  a  dense  os!!»eouH  «tructuix%  we  find  nothing  but  a  mana 
of  wjfi  granulation  tissue.  This  granulation  tissue  ih,  fis  1  have  just 
saidi  comptMicd  of  a  mas^  of  round  cella  containing  embryonic  blood- 
vessels (Fig.  12),  but  when  an  inflammation  liaa  last<^tl  fur  any  time. 
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these  cells,  more  especially  at  the  parts  most  distant  from  the  focus  of 
inflammation,  have  a  great  tendency  to  become  elongated  and  spindle- 
shaped,  and  to  develop  into  fibrous  tissue  ;  and  hence,  in  examining 
granulation  tissue,  it  is 
Heldom  that  one  finds 
— unless  it  be  in  the 
very  early  stage,  or  at 
the  focus  of  the  inflam- 
mation— that  there  are 
only  round  cells  and 
embryonic  blood-ves- 
sels. It  is  most  common 
to  find  at  other  parts 
of  the  inflammatory 
growth  that  more  or 
less  complete  fibrous 
tissue  formation  has 
taken  place,  and  that 
the  waUs  of  the  vessels 
have  become  thickened, 
and  considerable  num- 
bers of  them  obliter- 
ated. This  tissue  is 
called  granulation  tis- 
sue wherever  it  occurs, 
because  its  structure  is 
exactly    the    same    as 

that  found  in  the  granulations  or  buds  on  the  surface  of  a  healing 

sore  (Fig.  8). 

As  regards  the  origin 
of  these  granulation 
cells,  much  debate  has 
taken  place.  Formerly 
it  was  held  tliat  the  cells 
which  formed  the  granu- 
lation tissue  originated 
entirely  from  prolifera- 
tion of  the  connective 
tissue  cells  in  the  part ; 
but  when  Cohnheim 
demonstrated  the  migra- 
tion of  the  white  cor- 
puscles, many  at  once 
took  up  the  view  that 
these  cells  were  leuco- 
cytes or  derived  from 
lencocytes  which  had  passed  out  of  the  blood-vessels  during  the  early 
stage.  It  is  now,  however,  pretty  geriemlly  \wUl  tlmt  i<^u<  in-ytos  do  not 
possess  the  function  of  fonoing  pertuanerrt  ti^Kiifr.  aiui  that  the  f^ell 


Fig.  11.  —Inflammatioii  of  Fat  Cells  are  acoumulatiug 
between  the  fat  relit,  which  are  being  oomprested  and 
disappearing ;  at  Home  parte  only  a  young  cellular 
(granulation)  tissue  is  to  bo  seen. 


Ffy.  U.— Seotion  oi  OznaiUation  TiMme,  showing  it« 
oeOnlar  stmctiire  and  the  presence  of  numerous 
joirag  Tewrii. 
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of  the  grantilatiou  tissue  must  Ijc  derived  either  by  prolifemtioti  of 
the  Hxetl  connective  tissue  carpuscles  in  the  part»  or  by  prolifemtion 
of  the  wandering  phi.sma  cells,  which,  again,  are  apparently  d<*riva- 
ttvea  of  the  coimective  tissue  corpuscles. 

Ah  r»*}j;aufls  the  origin  of  the  blood-vessels  in  gnmnlfttion  tis9ii4| 
they  uppiirently   ai-ia©  in   the   various   inethotis   in   which   they 
formed  in  the  embryo,  more  especially  by  budding  from  tho  endc 
thelial  cells  of   existing    ca[>iitaries,  which    buils   join    othen*    from 
neighbouring  capillaries,  become  honowe<l  out,  and  form  new  channeln. 

When  inflammation  has  pa>>seci  on  to  the  stage  of  corapleU; 
destruction  of  the  tissue  and  the  formation  of  granulation  tissiie^ 
various  things  may  happen.  In  the  tix'st  place,  the  cause  of  the 
inflammation  may  cease  to  a«.'t,  and  retrogresiiive  changes  take  place 
in  this  giiinulation  tissue*  consLsting  essentially  in  the  orgamiaa* 
tion  of  the  granulation  cells  into  more  completely  fonned  6V»rouft 
tissue.  Where  complex:  tissues  are  destroyed,  there  is  no  re|»rO' 
duction  of  the  original  tissue  of  the  part  (Fig,  9).  There  ia,  in 
fact,  no  real  resolution  of  the  disease.  The  result  of  the  healing 
procesis  is  the  formation  of  &  fil^rous  cicatria^.  This  new  tibrous  tissue 
as-i^unies  the  characters  of  the  connective  tissue  in  which  it  is  formed  ; 
for  example,  where  fat  was  previously  present,  it  aft^^Twards  develops 
into  loose,  fatty,  an?olar  tissiue.  Where  denser  tibrous  tissue  is  pre- 
sent, as  in  tendons^  the  result  is  the  formation  of  dense  tibrous  tissue  , 
or  where  the  inflammation  occurs  in  bone,  the  new  cicatrix  becomes 
converted  into  lione. 

A  second  thing  that  may  happen  where  the  inflammation  has 
gone  on  to  the  st^ge  of  granulation  is  that  the  cause  of  the  in- 
flammation ceases  to  act  with  the  same  violence,  but  still  remains 
in  the  part  and  keeps  np  the  changes  to  a  slighter  degree,  and  we 
have  the  condition  of  chronic  inflammation  establish*^, 

Thirdly  4  and  most  commonly*  where  the  in  lamination  haa  goii« 
on  to  gran*  da  tion  as  the  res  all  of  a  series  of  acute  changes,  \% 
further  continuance  ends  in  (fnft^mration. 

Lastly,   ill  cases   where    inflanniiation   aflects   a  free   siir 
fsp'ciftUy  of  the  skin — t/lc^inh^tn  may  V»e  the  result*. 

The  causes  of  mflammatioil. — As  regards  the  causes  of  acute 
inflammation,  1  need  not  here  enter  into  particulars  As  has  alreiidy 
l>een  state«l  Ln  the  definition,  any  injury  to  the  tissues  which  is 
sufficiently  severe  will  set  up  a  certain  degree  of  inflammation  in  the 
tirst  instance,  the  exact  stage  to  which  the  inflammation  proc<n?ils 
depending,  however,  on  the  length  of  time  that  the  initant  continues 
to  act  and  on  various  accessory  circumstances.  In  Bam  mat  ion,  in 
fact,  only  continues  so  long  a^  the  cause  or  causes  remain  in  action. 
Once  these  causes  are  got  rid  of,  healing  processes  comment'ts. 
Apart  from  the  exciting  causes  of  acute  inflammation,  a  certain 
predie position  on  th**  |iftrt  of  the  tissues,  or  of  the  lK)dy  generally^ 
may  be  necessary  in  order  that  these  causes  shall  act.  We  thail, 
htiwever,  have  opportunity  in  treating  of  suppuration  to  refer  more 
[lAilicularly  to  these  causes. 
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The  exciting  causes  of  acute  inflammation  come,  for  the  most 
part,  from  without,  and  thej  may  be  divided  into  two  groups,  from 
the  point  of  view  of  treatment — namely,  firstly  those  which  are 
momentary  in  their  action  or  are  removable,  and  secondly  those 
which  cannot  be  readUy  got  rid  of.  In  the  first  group  of  cases  we 
have  such  things  as  injury,  which  may  be  either  of  a  mechanical  or 
chemical  nature.  As  regards  mechanical  injuries  to  the  tissues,  these 
are  usually  only  momentary  in  their  action,  and  it  is  seldom — unless 
they  have  caused  actual  death  of  a  portion  of  the  tissue,  which  may 
then  act  as  a  foreign  body — that  the  inflammation  pixxluced  by 
mechanical  injuries  goes  so  far  as  the  stage  of  granulation.  In  most 
cases  the  inflammation  subsides  before  this  period  has  arrived,  and 
resolution  is  the  result.  Chemical  substances  applied  to  the  tissues, 
and  constantly  renewed,  may  carry  on  the  inflammation  to  the  stage 
of  granulation  ;  but  it  is  comi)aratively  seldom  that  these  substances 
come  into  play  in  ordinary  circumstances.  Again,  the  presence 
of  foreign  bodies — such  as  bullets,  pieces  of  dead  bone  or  tissue,  etc 
— are  also  causes  of  inflammation  under  certain  circumstances,  and 
may  lead  to  the  destruction  of  the  tissue  and  the  formation  of 
granulation  tissue.  With  regard  to  the  second  group  of  cases,  by 
far  the  most  common  cause  of  acute  inflammation  is  the  growth  of 
micro-organisms  in  the  tissues  of  the  afiected  part;  and  as  these 
micro-organisms  generally  carry  the  inflammation  to  a  further  stage 
than  granulation — for  example,  to  suppuration — we  need  not  consider 
them  here  in  detail.  (See  Art.  III.)  It  is  these  micro-organisms 
which  I  have  grouped  under  the  head  of  irremovable  causes,  because, 
at  the  present  time,  once  they  have  become  established  in  an  inflamed 
part,  we  have  no  certain  means  of  getting  rid  of  them. 

The  symptoms  of  acute  inflammation.— The  symptoms  of 

acute  inflammation  are  both  local  and  general. 

(a)  £.ocal  symptoms.— The  local  symptoms  are  always  described 
in  text-books  as  four  in  number  ;  namely,  redness*  swelling,  heat,  and 
pain.  These  four,  when  they  occur  together,  always  imply  the  presence 
of  an  inflammatory  process ;  but,  occurring  separately,  they  do  not 
necessarily  possess  this  significance.  For  instance,  redness  alone  may 
be  due  to  dilatation  of  the  blood-vessels,  quite  apart  from  any  inflamma- 
tory change — that  is  to  say,  from  any  suspension  of  function  in  the 
blood-vessels — as  occurs  after  division  of  the  sympathetic  nerve  in  the 
neck,  where  the  blood-vessels  of  the  ear  become  greatly  dilated,  and  the 
ear  itself  becomes  intensely  red,  but  no  other  phenomena  of  inflam- 
mation result,  because  the  vessel  walls  are  healthy.  Stoelling,  also, 
does  not  of  itself  indicate  inflammation,  because  many  swellings  are 
due  to  new  growths  of  various  kinds ;  and  the  increased  h^at  of  the 
part  and  the  pain  are  also  not  necessarily  indicative  of  inOammation. 
When,  however,  the  whole  four  symptoms  are  combined,  it  is  almost 
certain  that  we  have  to  do  with  an  acute  inflammatory  process,  the 
only  exception  being  some  very  rare  cases  of  aarcomata  growing 
excessively  rapidly. 

In  the  first  place,  where  the  inflammation  is  saperfiflialr  ^ 
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over  the  part  is  of  a  bright  red  colour,  due,  of  course,  to  the  presence 
of  an  excessive  amount  of  arterial  blood  in  that  region,  this  redncM 
being,  however,  much  more  extensive  than  the  actual  inflamed  area, 
o"H4ng  to  reflex  paralysis  of  the  blood-vessels  around.  The  redness 
of  the  ordinary  acute  inflammation  also  shades  ofi"  gradually  at  the 
circumference,  there  being  a  gradual  passage  from  the  normal  condi- 
tion of  the  vessels  beyond  to  the  dilated  condition  of  the  vessels  at 
the  centre.  It  is  only  in  certain  specific  inflammations — such  as  ery- 
sipelas— that  there  is  a  definite  limitation  of  the  reddened  area.  As 
the  inflammation  continues,  this  redness  becomes  darker  towards  the 
centre,  owing  to  the  greater  difficulty  which  the  blood  there  finds  in 
passing  through  the  capillaries,  and  its  consequent  increased  venosity. 
There  also  the  redness  is,  after  a  time,  not  only  due  to  dilatation  of 
the  blood-vessels  and  increased  quantity  of  blood,  but  also  to  actual 
pigmentation  of  the  tissues,  as  the  result  of  the  passing  oat  of  the  red 
corpuscles  from  the  blood-vessels,  their  disintegration  in  the  tissues, 
and  the  deposit  of  the  blood  pigment  there.  Consequently,  when 
the  inflammation  has  lasted  for  a  considerable  time,  a  certain  amount 
of  staining  of  the  tissues  will  often  remain  for  some  weeks  or  months. 
When  the  inflammation  subsides,  the  redness  of  the  region  also  dis- 
appears ;  but  this  disappearance  is  for  a  time  not  complete,  because 
the  recovery  of  the  tone  of  the  vessels  is  somewhat  slow.  Hence  for 
some  weeks  or  months  the  i>art  which  has  been  the  seat  of  an  acute 
inflammation  can  be  recognised  from  its  increased  vascularity  after 
exertion,  and  also  from  the  pigmentation  of  the  skin,  when  the 
inflammation  has  been  intense  or  long-continued. 

An  acutely  inflamed  part  always  gives  the  sensation  of  greatly 
increased  lieat  to  the  hand  ;  and  it  was  at  one  time  a  question  that 
was  thought  to  be  of  importance,  and  was  consequently  much  debated, 
whether  this  increased  heat  was  actually  generated  in  the  inflamed 
part,  or  whether  it  was  merely  noticeable  because  there  was  such  an 
increased  amount  of  hot  bloocl  in  that  area.  It  seems  to  me  that — 
taking  into  consideration  the  various  experiments  which  have  been 
made — it  may  be  asserted  that  thei-e  is  a  slight,  though  very  sli^t^ 
generation  of  heat  in  the  inflamed  area,  and  that  the  blood  which 
returns  from  that  part  is  very  slightly  higher  in  temperature  than 
that  which  comes  to  it.  The  matter,  however,  is  one  which,  accord- 
ing to  our  present  views,  is  of  practically  no  importance,  and  an 
increased  production  of  heat  in  the  inflamed  part  is  only  what  one 
would  expect  as  the  result  of  the  active  chemical  changes  which  must 
be  going  on  there. 

The  stvelling  which  occurs  as  the  result  of  acute  inflammation 
in  a  part  varies  in  character  according  to  the  portion  of  the  inflamed 
area  which  is  examined.  In  the  centre  of  the  inflamed  area  the 
swelling  is  hard  and  brawny,  and  it  is  not  easy  to  press  the  finger 
into  it.  On  the  other  hand,  at  the  margin  the  swelling  is  soft,  and  the 
finger  readily  causes  pitting.  The  explanation  is  tliat  in  the  centre 
of  the  inflameil  area  the  swelling  is  du(j  to  the  presence  of  solid 
material  which  is  deposited  in  the  tissues,  this  material  being  in  the 
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main  coagulated  exudation  from  the  blood-vessels,  and  in  pai*t,  also, 
large  numbers  of  inflammatory  cells.  At  the  margin,  on  the  other 
hand,  the  cause  of  the  swelling  is  the  presence  of  a  serous  fluid  in 
the  tissues,  which  is  readily  driven  along  the  interstices  of  the  tissue 
under  pressure  by  the  finger. 

Lastly,  as  regards  the  pain.  This  varies  in  character  and  degree, 
according  to  the  seat  of  the  inflammation.  It  is  least  where  the 
inflammation  occurs  in  loose  cellular  tissue ;  it  is  greatest  where 
fasciffi  and  other  dense  tissues  which  do  not  readily  yield  to  pres- 
sure are  aflected.  This  pain  is  of  a  throbbing  character,  and  is 
much  worse  when  the  part  is  allowed  to  hang  down,  that  is  to 
say,  when  the  dist/ension  of  the  blood-vessels  is  increased.  It  is 
mainly  due  to  the  pressure  of  the  distended  blood-vessels  on  the 
nerves  of  the  part,  these  nerves  being  probably  also  themselves  the 
seat  of  inflammatory  changes. 

(6)  OenemI  symptoms. — A  patient  who  is  suflering  fix>m 
acute  inflammation  also  presents,  in  most  cases,  certain  constitu- 
tional symptoms,  varying  in  degree  and  in  character  according  to  the 
extent  of  the  inflammation,  and  according  to  the  causes  which  have 
set  it  up.  In  the  most  ordinary  or  sthenic  form  of  inflcminuUory 
fever^  the  {latient  complains  of  headache,  his  eyes  are  sufiused,  there 
is  more  or  less  complete  loss  of  appetite,  the  tongue  is  furred,  white 
and  moist,  the  bowels  are  constipated,  the  urine  is  scanty  and  high- 
coloured,  and  the  skin  is  dry.  The  temperature  rises  rapidly  at 
the  commencement  of  the  inflammation,  and  on  an  average  attains 
a  height  of  about  103®  F.,  and  for  three  or  four  days  this  temperature 
of  between  102®  and  103®  is  maintained  in  cases  where  one  has  to 
do  with  a  somewhat  extensive,  but  not  particularly  dangerous,  fonm 
of  inflammation.  Where  the  inflammation  has  gone  on  to  suppu- 
ration, the  temperature  not  uncommonly  begins  to  fall  or  becomes 
oscillating,  and,  in  any  case,  this  fall  takes  place  when  the  inflamma- 
tion subsides.  The  pulse-rate  is  also  increased,  varying  usually 
from  100  to  108,  and  the  pulse  is  full,  not  easily  compressible,  and 
regular.  In  some  cases  where  the  inflammatory  fever  is  high,  or 
where  the  inflammation  attacks  the  head,  there  may  be  delirium, 
which  is  generally  of  a  more  or  less  violent  character,  the  patient 
shouting  and  tossing  about. 

This  is  the  ordinary  type  of  fever  in  cases  that  are  not  of  a 
very  serious  nature,  but  in  certain  forms  of  inflammation  the 
general  symptoms  assume  a  much  graver  character,  indicating 
very  grave  depression  of  the  patient's  vitality.  This  form  of 
inflammatory  fever,  which  is  spoken  of  as  asthenic  fever,  or  a 
typhoid  state,  may  be  present  from  the  commencement,  but  most 
usually  is  preceded  for  a  day  or  two  by  the  sthenic  tjrpe,  which  I 
have  just  described.  In  this  asthenic  form  the  temperature  is 
higher  and  somewhat  oscillating,  the  pulse,  instead  of  being  full  and 
bounding,  is  soft,  thready,  easily  compressible,  and  numbers  from 
120  to  150  the  minute.  The  tongue,  instead  of  being  moist  and 
white,  is  brown  and  dry.     Delirium  is  almost  always  present^  and  la 
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of  a  low  nunt-enng  character,  tJj**  ^latient  lying  in  t»f*d  iii  a  Meriii- 
connoioim  condition.  Tliif*  type  of  fever  usually  occurs  in  caseA 
where  the  inflammHtion  is  very  extensive,  more  e8|iecially  where  w^ 
httve  the  fomi  spoken  of  aft  (iitfu«e  celJulitiK :  where  it  mpidly 
t»nds  in  ijangrene ;  where  certain  serous  membrane?i,  such  as  tli^ 
|>eritrjineuni.  ure  the  seat  of  tlie  disease ;  or  in  certain  c«»es  o(  acut« 
iaHanimalion  of  the  perioateum  and  bone. 

The  cause  of  thin  influinuiator}"  fever  is  no  doubt  due  to  tlie 
absorption  of  jjoisonous  materials  from  the  area  of  inflamnmtion,  and 
as  In  almost  all  cases  where  these  geneml  symptoms  arc  present, 
th*^  inflammation  ends  in  Hup]in ration  or  ^ingiene,  these  |>oi9onou8 
materials  are  mwt  usually  the  proilncts  of  the  *>acteri«  which  ar» 
the  exciting  CHUSes  of  the  iutlanimation  (pajtfe  li*'). 

Treatment. — The  tretitment  of  acute  intiamniation  i-esolves 
itself  into  local  and  jjenenU  treatment. 

(n)  L,o«*fil  tr«^atiiii?til. — ^In  treating  a  case  of  acute  inflantnia- 
tion,  the  tirst  thing  to  be  done  is  to  ascertain,  and  if  possible  remove, 
the  causes  that  are  at  work,  If  this  tmw  In*  ilone»  the  inflammatory 
process  will  at  once  come  to  an  end,  and  very  little  further  treatment 
will  be  required,  1  have  already  referred  to  the  removable  causes 
of  inriammation,  su^'h  as  the  presence  of  foreijifn  Itodies,  the  action  of 
clieniical  Hubstances^  etc.,  and  if  these  are  known  to  be  present  and 
arc*  accessible,  they  ought  at  once  to  be  taken  away.  Practically, 
however,  in  nlnmst  all  cnses  whei^  we  have  the  symptoms  of  acute 
inflannnation  which  1  have  deacribe^l,  the  active  cause  at  work  is 
the  growth  of  micro-organisms  in  the  tissues,  and  is,  therefore, 
accorduiK  to  our  j>resent  knowledge,  irremovable,  and  all  that  we 
can  do  in  the  first  instance  in  the  way  of  tiieatment,  is  to  attempt  to 
render  the  growth  of  these  organisms  ditHcult,  to  miiumise  the 
eilecta  they  pi*oduce,  and  to  motlify  any  symptoms  whii'h  are  sources 
of  danger  or  disoorofort 

The  most  obvious  symptom  to  treat  is  the  congestion  of  the  |mrt> 
and  if  we  succeed  in  diminishing  the  congestion^  we  succeed  also  in 
diminishing  the  pain  and  the  amount  of  exudation.  The  congestion 
of  the  part  may  l>e  diminishe<l  in  a  variety  of  ways.  In  the  tirst 
place,  an  essential  in  tiie  treatment  of  an  intiamed  part  is  to  elev»te 
it  so  as  to  favour  the  return  of  btnod  to  the  heart  and  diminish  the 
venous  engorgement.  The  advaotnge  of  elevatioiv  of  the  part  is  at 
once  evident  from  the  patient  s  sensations.  If  an  inflamed  pait  li*» 
allowed  to  hang  down,  the  throbbing  becomes  very  severe  and  thd- 
tissues  feei  is  if  they  would  bui'st ;  while  if  it  be  placed  on  a  highf 
level  than  the  heart,  a  sens4ition  of  relief  is  at  once  experienced:' 
Another  way  of  diminishing  the  congestion  of  the  part  is  to  reduce 
the  rapidity  of  the  heart's  action  by  giving  aconite,  one  or  two  minims 
in  two  or  three  dos^  with  about  an  hour's  interval  between  eacli«  the 
patient  l*eing  carefully  wntched  ;  the  result  is  that  with  the  dimin- 
tahed  frequency  of  the  heart's  l^jit  :*  diminished  amount  of  blood  is 
sent  to  tlie  inflamefl  part  in  a  given  time.  " 

Again,    by  blood-letting  one  can  diminish  the  local  congestio 


TREATMENT,  67 

aud  this  is  better  done  by  local  tliaa  by  general  blood-lettiiig.  The 
effect  of  general  blood-letting  is  to  lessen  the  vigour  of  the  heart's 
action,  and  consequently  to  reduce  the  force  and  rapidity  with 
which  the  blood,  is  sent  into  the  inflamed  part.  It  is  possible,  also, 
that  where  a  considerable  amount  of  blood  is  withdrawn,  the  com- 
position of  the  blood-serum  is  altered  in  a  direction  antagonistic  to 
the  life  of  the  micro-organisms,  and  thus  the  growth  of  the  causal 
agents  may  be  interfer^  with.  The  mode  in  which  local  blood- 
letting acts  is  not  very  clear,  but  it  is  probable  that  to  a  considerable 
extent  the  action  is  a  reflex  one,  namely,  that  in  emptying  superficial 
vessels,  reflex  contraction  of  those  which  are  going  to  the  inflamed 
part  occurs. 

The  forms  of  local  blood-letting  in  acute  inflammation  consist  of 
leeching^  cupping^  scarification,  And  free  incision.  The  action,  of  the 
leech  is  to  saw  through  the  surface  of  the  skin  in  a  triradiate  manner 
and  then  to  suck  a  quantity  of  blood  from  the  part.  The  amount 
which  a  leech  will  usually  take  is  about  a  drachm  and  a  half,  and  once 
it  has  sucked  its  full,  it  generally  falls  off.  It  is  important  to  remember 
that  in  the  leech's  pharynx  a  substance  is  secreted  which  has  the 
power  of  preventing  the  coagulation  of  the  blood,  and  in  this  way 
the  flow  of  blood  can  go  on.  The  importance  of  this  point  is  with 
reference  to  the  after-bleeding  from  leech  bites,  which  is  sometimes 
very  dangerous  and  which  may  possibly  in  some  cases  be  due  to  the 
presence  of  this  secretion  in  the  wound.  In  applying  a  leech,  care 
must  be  taken  to  confine  its  movements  within  the  area  in  which  it 
is  required  to  act  (that  area  having  been  previously  thoroughly 
cleansed),  and  if  it  does  not  quickly  take  hold,  this  will  be  promoted 
by  pricking  the  paH  and  drawing  a  little  blood,  or  by  rubbing  a  little 
cream  on  the  surface  of  the  skin.  After  the  leech  has  filled  itself,  it 
ustially  drops  off,  but  if  it  does  not,  the  application  of  a  little  salt  and 
water  will  produce  that  effect,  and  then  the  bleeding  can  be  promoted 
for  some  time  by  the  application  of  hot  fomentations.  When  it  is 
desired  to  stop  the  bleeding,  the  application  of  pressure  is  usually 
sufficient;  but  sometimes  there  is  a  great  deal  of  trouble  in 
arresting  the  haemorrhage.  If  that  be  the  case,  it  may  be  necessary 
to  apply  styptics,  such  as  perchloride  of  iron,  etc. ;  but  generally 
it  is  sufficient  to  pinch  up  the  skin  around  the  leech  bite,  dry  it 
thoroughly,  and  paint  it  over  with  collodion.  If  the  bleeding  per- 
sist, excision  of  the  leech  bite  will  usually  stop  it.  On  account  of 
this  risk  of  bleeding,  leeches  should  only  be  applied  on  parts  where 
pressure  can  be  subsequently  and  efficiently  employed — for  instance, 
not  to  the  eyelid  or  the  scrotum — and  also,  the  leeches  should  be 
used  in  the  morning  and  not  at  night,  so  that  if  bleeding  goes  on  it 
can  be  easily  detected. 

Cupping,  either  dry  or  wet,  lias  practically  the  same  effect.     In 
employing  wet  cupping,  the  air  in  the  cup  is  exhausted  by  a  ma 
or  a  piece  of  burning  blotting  paper,  and  the  oup  quickly  inveri 
and   closely   applied   to   the   skin.     After  it   baa  acted  for  a  tern 
minutes,  it  is  removed,  scarifications  are  made  over  the  [mrt^  ami 
p  2 
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cup  is  i*ea])plied,  care  l^eing  taken  that  the  scarifications  should  not 
go  through  the  whole  thickness  of  the  skin,  otherwise  retraction  of 
the  vessels  will  take  place,  and  satisfactoiy  bleeding  will  not  oocar. 
Haemorrhage  can  be  subsequently  promoted,  if  desired,  by  the  use  of 
warm  fomentations. 

The  most  useful  method  of  local  blood-letting  in  cases  of  super- 
ficial inflammation  is  the  employment  of  indsiona,  which  are  of  value 
not  only  in  removing  the  congestion  of  the  part  by  the  bleeding,  but 
also  in  permitting  the  exuded  materials  to  escape,  and  thus  diminish- 
ing the  pressure  on  the  blood-vessels  and  the  consequent  interference 
with  the  circulation  of  the  blood.  This  method  is  of  especial  import- 
ance where  the  inflammation  attacks  dense  tissues,  and  where  the 
pressure  of  the  exudation  may  completely  arrest  the  circulation  and 
lead  to  the  occurrence  of  gangrene.  For  example,  in  cases  of  in- 
flammation of  the  periosteum,  it  is  of  extreme  importance  to  make 
early  and  very  free  incisions  through  the  inflamed  tissues,  otherwise 
necrosis  of  the  superficial  layers  of  the  bone  is  very  apt  to  occur. 

The  congestion  of  the  part  may  also  be  relieved  by  the  employ- 
ment of  cold.  Cold  applietl  to  a  part  causes  contraction  of  the  blood- 
vessels, and  over  an  inflamed  area  it  will  lead  reflexly  to  the  con- 
ti-action  of  the  vessels  going  to  that  area.  Cold,  however,  has  a 
deleterious  action  in  two  ways.  In  the  first  place,  it  depresses 
the  vitality  of  the  part  if  too  long  applied  and  too  intense,  thus 
favouring  the  occurrence  of  gangrene  ;  while,  secondly,  it  leads  to 
slowing  of  the  circulation  through  the  part,  as  shown  by  the  blueness 
of  the  fingers  where  the  hands  have  been  long  exposed  to  cold. 
While  it  is  desirable  to  diminish  the  quantity  of  blood  coming  to  an 
inflamed  part,  it  is  not  desirable  to  slow  the  circulation ;  on  the 
contrar}%  it  is  of  advantage  that  the  circulation  should  be  active  in 
the  pai-t  in  order  that  the  deleterious  materials  may  be  quickly 
carried  away  and  diluted  in  the  blood,  either  by  means  of  the  blood- 
vessels themselves,  or  by  means  of  the  lymphatic  system.  Hence, 
cold  must  be  very  judiciously  applied  in  acute  inflammations,  and  as 
a  matter  of  fact,  its  use  should  be  mainly  limited  to  the  early  stage 
of  the  affection  ;  in  the  later  stages  it  is  very  apt  to  precipitate 
gangrene. 

There  are  vaiious  methods  in  which  cold  may  be  employed. 
Where  the  degree  of  cold  required  is  not  great,  some  of  the  evapo- 
rating lotions  are  quite  sufficient.  For  example,  an  evaporating 
lotion  composed  of  chloride  of  ammonium  (half  an  otmce),  rectified 
spirits  of  wine  (an  ounce),  to  eight  ounces  of  water,  acts  extremely 
well,  a  piece  of  rag  Vjeing  placed  over  the  inflamed  area  and  kept 
constantly  wet  with  this  lotion.  Another  very  good  lotion  is  the 
lead  and  opium  lotion,  consisting  of  the  dilute  liquor  plumbi  sub- 
acetatis,  with  ten  to  twenty  minims  of  tincture  of  opium  to  the  ounce. 
Where  more  efficient  cold  is  required,  dry  cold  must  be  employed, 
because  it  is  less  apt  to  lead  to  gangrene.  This  dry  cold  may  be 
apf>lied  by  means  of  ice  contained  in  an  indiarubber  ice-bag,  a  piece 
ot  lint  l)eing  placed  between  the  bag  and  the  skin  in  order  to  absorb 
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any  moisture.  If  still  more  efficient  cold  Ije  requisite,  auy  desired 
degree  is  obtained  by  means  of  Leiter's  tubes.  These  are  thin*  leaden 
tubes  arranged  in  coils,  which  can  be  moulded  to  the  irregularities  of 
the  surface.  A  piece  of  lint  is  placed  between  the  skin  and  the 
tubing,  and  then  water  of  the  desired  temperature  is  passed  through 
from  one  end  in  a  continuous  stream.  These  tubes  are  extremely 
efficient  in  keeping  up  the  cold,  and  must  therefore  be  carefully 
watched.  It  is  well  not  to  leave  them  on  for  more  than  two  hours  at  a 
time,  on  account  of  the  great  depression  of  the  vitality  which  results. 
They  are  also  of  advantage  in  cases  of  hajmorrhage. 

Another  plan  of  treating  acute  inflammations,  which  is  of  more 
universal  applicability,  is  the  employment  of  heat,  wliich,  like  cold,  is 
found  to  diminish  the  congestion  of  the  part  in  certain  cases,  and 
thus  to  lead  in  some  instances  to  resolution.  The  action  of  heat  is 
not  BO  clear  as  that  of  cold,  but  it  also  is  probably  in  most  cases  a 
reflex  one.  Where  the  inflammation  is  quite  superficial,  and  where 
the  skin  and  the  inflamed  part  are  fed  by  the  same  vessel,  it  is  con- 
ceivable that  the  dilatation  of  the  superficial  vessels  of  the  skin  over 
the  inflamed  area,  as  the  result  of  the  application  of  the  heat,  will 
lessen  the  supply  of  blood  which  can  go  to  the  mflamed  part ;  but 
in  most  cases  the  vessels  of  the  skin  and  of  the  inflamed  part  are 
independent  of  e,ach  other,  and  this  explanation  will  not  suffice.  It 
is  possible  also  that  the  effect  of  heat  is  to  lessen  the  excitability 
of  the  deeper-seated  nerves,  and  therefore  to  diminish  the  dilatation 
of  the  vessels  leading  to  the  pai-t.  Certainly,  where  heat  is  applied 
to  the  skin,  the  irritability  of  the  nerves  is  reduced,  as  shown  by 
the  easing  of  the  pain,  etc.  ;  and  it  is  possible  that  this  action  is 
communicated  to  the  deeper  nerves,  leading  to  diminution  in  the 
calibre  of  the  afferent  arteries.  Heat  also  acts  beneficially  in  that  it 
increases  the  rapidity  of  the  circulation  through  the  part,  and  thus 
washes  out  the  morbid  products  which  tend  to  accumulate  there. 

Heat  may  be  applied  either  by  means  of  |>oultices  or  fomenta- 
tions. Of  these  the  poultice  is  no  doubt  the  most  effectual  for  the 
time  being ;  but  it  is  a  decomposing  vegetable  substance,  and  should 
subsequent  operation  in  that  part  become  necessary,  the  thorough 
disinfection  of  the  skin  is  a  matter  of  great  difficulty.  Hence,  in 
cases  where  poultices  are  used  over  a  part  which  may  be  subsequently 
incised,  it  is  well  to  combine  them  with  some  antiseptic  substance, 
or  to  have  them  entirely  composed  of  it,  the  best  materials  that 
may  be  used  to  impregnate  the  poultice  being  eucalyptus  oil  or 
boracic  acid.  Linseed  meal  is  what  is  usually  employed  for 
poultices,  and  its  advantage  consists  chiefly  in  the  presence  of 
the  oil,  but  other  matei-ials  will  act  almost  as  well  if  only  oil  is 
added.  The  poultice  must  not  be  too  heavy — about  four  table- 
spoonfuls  of  linseed  meal  to  half  a  pint  of  water — and  everything 
must  be  as  hot  as  possible,  the  water  boiling,  and  the  material  on 
which  the  poultice  is  spread  previously  heateil.  Where  a  poultice  is 
useil  in  the  case  of  superficial  inflammation,  it  is  applied  directly  to 
the  skin  ;  but  in  deej^er-seated  inflammations,  where  the  poultice  is 
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applied  at  a  higher  temperature,  a  piece  of  muslin  or  lint  must  be 
interposed.  Outside  the  poultice  a  mass  of  cotton-wool  is  laid,  and 
the  whole  Hxed  on  by  a  bandage.  It  does  not  usually  require 
changing  for  from  two  to  three  hours.  In  cases  where  an  operation 
will  probably  be  subsequently  requii*ed  it  is  best  to  be  content 
with  hot  fomentations.  These  are  made  by  pouring  boiling  water 
on  a  piece  of  thick  flannel,  which  is  then  wrung  dry,  and 
quickly  applied  to  the  skin  ;  and  outside  it,  overlapping  it  in  all 
directions,  a  piece  of  mackintosh  cloth,  and  outside  this  again 
some  cotton- wool  and  a  bandage.  The  disadvantage  of  the  fomen- 
tation is  that  it  requires  to  be  changed  more  frequently ;  but  in  cases 
where  pressure  can  be  borne  the  fomentation  or  the  poultice  can  be 
kept  hot  for  a  much  longer  time  if  an  indiarubber  hot-water  bottle, 
containing  a  small  quantity  of  boiling  water,  be  laid  over  the  part^ 
outside  the  cotton-wool. 

(h)  General  treatment. — As  regards  the  treatment  of  the 
general  condition,  the  indications  are  to  keep  up  the  strength  of 
the  patient,  to  dilute  the  poison  in  the  blood,  to  lead  to  its  excre- 
tion from  the  blood,  and  to  treat  any  special  symptoms  which 
may  arise.  Of  these,  the  most  important  is  to  attend  to  the 
restoration  of  the  excretions,  and  this  should  be  done  by  the 
administration  of  purgatives,  more  especially  sulphate  of  magnesia ; 
by  the  use  of  diuretics,  the  best  of  which  is  probably  bitartrate 
of  potash,  usually  given  in  gruel — one  tablespoonfiil  of  oatmeal, 
half  a  pint  of  water,  a  drachm  of  cream  of  tartar,  and  a  little 
sugar  and  brandy,  or  spirit  of  nitrous  ether;  and  by  sudorifics, 
such  as  liquor  ammoniac  acetatis,  or  Dover's  powder.  The  purgative 
acts  not  only  in  expelling  the  excretions,  but  in  leading  to  transu- 
dation of  a  quantity  of  serum  from  the  blood,  and  it  probably  acts 
also  as  a  counter-irritant  leading  reflexly  to  diminution  of  the  in- 
flammatory condition ;  it  should  be  administered  in  every  case,  even 
although  the  bowels  are  acting.  The  poison  should  also  be  diluted 
in  the  blood  by  allowing  the  patient  to  drink  large  quantities  of 
fluid,  which  he  is  always  very  i-eady  to  do.  This  fluid  should,  of 
course,  be  as  much  as  ))ossible  of  a  nutritious  character,  such  as 
milk,  barley-water,  weak  beef  tea,  etc.  A  good  fluid  is  also  the 
**  Imperial  "  drink,  which  is  composed  of  a  drachm  to  a  drachm 
and  a  half  of  cream  of  tartar,  with  a  little  sugar  and  a  little  lemon- 
peel  to  the  pint  of  boiling  water.  As  regards  the  food  during  the 
acute  stage  of  inflammation,  it  must  consist  essentially  of  milk  and 
fluid  preparations  of  meat  (the  patient  can  digest  nothing  else),  and 
if  he  gets  plenty  of  milk  (four  to  six  pints  a  day),  he  will  obtain 
sufficient  nutriment  for  the  time  being.  Stimulants  are  not 
usually  necessary  or  desirable.  As  soon  as  recovery  commences, 
the  patient  will  require  as  nourishing  a  diet  as  he  is  able  to 
digest,  and  he  will  then  in  all  probability  be  the  better  for  a  little 
stimulant. 

Prognosis. — As  regards  the  prognosis  in  cases  of  acute  inflam- 
mation, questions  which  are  constantly  asked  by  the  patient  are : 
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How  long  is  the  trouble  going  on  1  And  does  it  show  any  signs  of 
improvement  ?  These  are  dithcult  questions  to  answer ;  but  we  may 
take  it  that  if  an  acute  inflammation  lasts  for  more  than  three  or 
four  days,  it  will  almost  certainly  go  on  to  suppuration  :  if,  on  the 
other  hand,  it  is  noticed  after  three  or  four  days  that  the  skin, 
instead  of  being  tense  and  shiny  as  the  result  of  the  great  dis- 
tension from  the  exudation,  becomes  wrinkled,  the  inllammation  is 
subsiding,  and  will  probably  do  so  without  the  occurrence  of  sup- 
puration. 

Ghronic  inflanunation. — So  far  I  have  been  speaking  of  acute 
inflammation,  but  we  have  also  to  consider  another  inflammatory 
process  which  is  much  more  difficult  to  describe  and  understand — 
namely,  chronic  inflammation.  By  this,  we  mean  an  inflammation 
which  runs  its  course  slowly,  and  which  is  not  accompanied  by  any 
severe  local  or  constitutional  symptoms. 

Causes. — The  causes  of  chronic  inflammation  differ  from  those 
of  acute,  more  especially  in  the  fact  that  it  is  not  due  to  the  ordinary 
pyogenic  organisms,  but  is  most  commonly  the  result  of  some  other 
morbid  process  which  is  going  on  in  the  tissues.  At  the  same  time,  the 
presence  of  a  foreign  body  in  the  part,  such  as  a  bullet,  or  a  piece  of 
dead  bone,  etc.,  may  keep  up  this  condition  of  chronic  inflammation 
for  an  indefinite  time.  The  retention  of  pus  after  the  opening  of 
an  abscess — where  the  opening  has  been  too  small — will  also  keep 
up  a  condition  of  chronic  inflammation  in  the  surrounding  tissues. 
Similarly,  the  obstruction  to  a  duct  of  a  secreting  gland,  such  as  a 
salivary  gland,  will  set  up  chronic  inflammation  in  the  substance  of 
the  gland  from  the  pressure  of  the  retained  secretion.  Again,  chronic 
inflammation  is  kept  up  by  certain  conditions  of  the  blood,  as  in 
rheumatism,  or  by  deposits  from  the  blood,  as  in  gout.  By  far  the 
most  common  cause  of  chronic  inflammation  is,  however,  tlie  pre- 
sence of  an  infective  disease,  more  especially  tubercle  or  syphilis. 
The  greater  part  of  the  swelling  which  occure  in  tuberculous  diseases 
is  due  to  chronic  inflammation  of  the  tissues  surrounding  the 
tubercular  deposit,  and  not  to  the  tubercular  deposit  itself;  and 
herein  lies  the  difficulty  in  undei-standing  or  describing  chronic 
inflammation  by  itself  as  apart  from  the  disease  with  which  it 
is  associated. 

Processes. — The  processes  which  go  on  in  chronic  inflammation 
are  in  their  essence  the  same  as  those  which  occur  in  acute  inflammation, 
except  that  they  progress  very  much  more  slowly,  and  extend  over  a 
longer  [>eriod.  These  processes  consist  in  the  gradual  destruction  of 
the  tissue  in  which  the  inflammation  is  occurring,  and  its  I'eplacement 
by  young  connective  tissue.  In  chronic  inflammation  one  does  not 
meet  with  typical  granulation  tissue,  th«  multiplication  of  the  cells 
goes  on  very  slowly  and  they  very  quickly  undergo  organisation 
(Fig.  13),  and  the  ultimate  result  of  chronic  inflammation  is  an  increase 
in  the  connective  tissue  of  the  part  which  is  the  seat  of  the  inflamma- 
tion, leading  in  the  flrst  instance  to  great  thickening  of  the  part  (for 
example,  in  chronic   inflammation   of   bone),  and   subsequentljr, 
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some  instances,  as  in  cirrhosis  of  the  liver,  to  marked  contraction 
and  diminution  in  the  size  of  the  organ  (Fig.  14).  Chronic  in- 
flammatory conditions  of  themselves  do  not  go  on  to  suppuration. 

Symptoms. — As  regards  the  symptoms  of  chronic  inflammation, 
there  is  no  constitutional  effect  from  the  inflammation  per  «c,  unless  it 
attack  some  vital  organ,  any  general  trouble  which  results  being  due 
to  the  other  morbid  process,  which  sets  up  the  inflammatory  condition, 
such  as  tuberculosis.  Of  the  local  symptoms,  the  most  marked  is  the 
swelling  of  the  part,  which  may  in  some  cases  attain  great  size,  more 
especially  in  cases  of  chronic  iuflammation  of  the  periosteum  and  bone. 

This  increase 
in  size  is,  as  I 
have  already 
mentioned, 
sometimes  fol- 
lowed, after  the 
disease  has  dis- 
appeared, by 
marked  dimi- 
nution. As  re- 
gards the  second 
cardinal  symp- 
tom of  inflam- 
mation, pain, 
that  will  vary 
according  to 
the  seat  of  the 
inflammation. 
In  some  cases 
the  pain  is  only 
very  slight,  in 
others  there  is 
a  good  deal, 
and  it  depends 
on  whether 
nerves  are  in- 
volved in  or  pressed  upon  by  the  inflammatory  new  growth.  In 
the  case  of  bone,  for  example,  there  is  generally  a  good  deal 
of  pain  of  an  aching  character,  worse  at  night.  In  chronic  in- 
flammation of  the  soft  tissues,  such  as  the  breast,  the  pain  is 
of  a  more  neuralgic  character,  due  to  the  compression  of  the 
nerves.  In  most  cases  there  is,  however,  a  certain  amount  of 
tenderness  on  pressura  There  is  always  some  increased  heat 
over  a  chronically  inflamed  area,  as  compared  with  the  opposite 
side,  and  naturally,  also,  the  part  which  is  the  seat  of  the  inflam- 
mation is  more  vascular  than  the  healthy  tissues ;  at  the  same 
time,  unless  the  inflammation  affects  the  skin  itself,  there  is  no 
redness.  The  skin  at  the  seat  of  a  chronic  inflammation,  how- 
ever, may  be  of  a  somewhat  duskier  colour  than  elsewhere,  and  the 
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of  the  Fibrous  Tissue  as  the  resul 

ThiH  new  tissue  is  very  voscnlar,  and  as  it  contracts  presses  on 

the  tubules,  leading  to  their  atrophy. 
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increased  vascularity  of  the   part    may  be  shown  by   the  presence 
bcmeath  the  skin  of  enlarged  veins. 

Treatment* — The  continuance  of  chronic  inflammation  being 
entirely  dependent  on  tlie  presence  of  the  irritating  cause,  the  tirst 
essential  in  the  treatment  is  to  ascertain  what  the  cause  is,  and 
to  get  rid  of  it  if  possible.  Where  the  inflammation  is  due  to  a 
foreign  body,  such  as  a  bullet  or  a  piece  of  dead  bone,  naturally  the 
treatment  is  to  open  up  the  part  and  to  remove  the  offending  agent. 
Where  the  inflammation  de|>ends  on  some  constitutional  condition, 
such  as  rheumatism  or  gout,  the  removal  of  the  cause  must  be  at- 
tempted by  means  of  suitable  constitutional  remedies.  Where,  how- 
ever, the  essence  of  the  trouble  is  some  local  infective  disease,  such 
as  tubercle,  the  question  of  the  removal  of  the  cause  must  depend 
upon  various  cir- 
cumstances, which 
will  be  discussed  in 
speaking  of  these 
affections  in  differ- 
ent situations.  In 
cases  where  the 
cause  cannot  be 
ascertained,  or  can- 
not be  removed, 
various  methods  of 
treatment  may 
nevertheless  be  em- 
ployed, with  the 
view  of  diminishing 
or  even  arresting 
the  inflammatory  process,  and  the  tirst  and  most  essential  of  all 
the  methods  is  to  place  the  part  completely  at  rest.  This  rest 
should  be  in  bed,  especially  if  the  chronic  inflamoiation  affects  the 
lower  part  of  the  trunk  or  the  lower  extremities,  and  the*  affected 
part  should,  as  far  as  possible,  be  placed  at  a  higher  level  than  the 
heart  In  cases  where  the  chronic  inflammation  affects  the  upper 
extremities,  it  is  not  so  essential  to  place  the  patient  in  bed,  provided 
sutiicient  rest  is  obtained  by  suitable  forms  of  retentive  apparatus. 
The  patient  may  in  that  case  be  allowed  to  go  about,  and  thus  obtain 
the  benefit  of  fresh  air  and  exercise,  which  may  be  of  great  value  in 
getting  rid  of  the  cause  of  the  disease. 

The  second  great  principle  in  the  treatment  of  chronic  inflamma- 
tion is  the  employment  of  counter-irritants,  of  which  we  have  a 
considerable  variety.  The  action  of  these  counter-iriitants  is  by  no 
means  clear.  The  most  generally  received  theory  is  that,  on  the  one 
hand,  by  causing  congestion  and  inflammation  of  the  skin,  they  lead 
reflexly  to  diminution  in  the  vascularity  of  the  inflamed  part ;  and 
on  the  other  hand,  by  the  irritation  of  the  terminal  ends  of  the 
nerves  in  the  skin,  they  in  some  way  or  other  alter  the  nervous 
balance,  and  lead  to  some  salutary  change  in  the  innervation  of  the 


Figr.  14. —Cirrhosis  of  the  Liver,  showing  Dimiuution  in  Size  ; 
and  Depressions  resulting  from  the  Contraction  of  the 
Fibroos  Tissue  formed  in.  the  coarse  of  Chronic  Inflam- 
mation. 
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diseased  part.  Experiments  have  undoubtedly  shown  that  where  the 
skin  is  sevei*ely  irritated,  the  vascularity  of  certain  parts  beneath, 
which  are  in  some  sort  of  special  nervous  relation  to  the  irritated 
part  of  the  skin,  is  diminished.  Thus  it  has  been  found  that,  where 
the  skin  over  one  side  of  the  chest  has  been  severely  blistered, 
on  making  a  transverse  section  of  the  thoracic  cavity  the  lung  on 
that  side  is  distinctly  anaemic  as  compared  with  the  lung  on  the 
opposite  side. 

Whatever  the  explanation  of  the  action  of  the  counter-irritant 
may  be,  it  nevertheless  remains  as  a  clinical  fact  that  this  kind  of 
treatment  is  of  great  value  in  many  cases  of  chronic  inflammation. 
The  counter-irritants  usually  employed  produce  various  degrees  of 
action  on  the  skin.  The  mildest  counter-irritant  is  a  poultice,  but 
in  the  treatment  of  chronic  inflammation,  the  counter-irritation 
produced  by  a  poultice,  whether  of  linseed  or  mustard,  is  seldom  effi- 
cacious. ^Nevertheless,  in  certain  cases  of  chronic  mastitis  the  con- 
tinued application  of  poultices  over  the  inflamed  breast  will  some- 
times apparently  hasten  the  disappeaiunce  of  the  inflammation. 

The  forms  of  counter-irritants  now  most  usually  employed  are  in 
order  of  efficiency — the  actual  cautery,  blisters,  and  iodine.  In  former 
times  other  methods  were  used,  such  as  tartar-emetic  ointment  or 
croton  oil  (applied  to  the  skin),  the  employment  of  the  seton  or  of 
the  moxa;  but  nowadays  these  forms  of  counter-irritation  are  for 
the  most  part  discarded,  and  reliance  is  placed  on  the  three  to  which 
I  have  referred.  Of  these,  the  least  efficacious  is  iodine,  which, 
indeed,  unless  in  superficial  inflammations,  does  not  as  a  rule  seem  to 
exercise  any  action.  It  is  a  substance  which  is  very  commonly 
employed  in  chronically  enlarged  glands  in  the  neck ;  but^  beyond 
diverting  the  attention  of  the  imtient  and  his  friends,  it  does  not 
seem  to  possess  any  real  salutary  effect. 

Much  moi*e  effectual  than  iodine  is  the  employment  of  blisters  or 
blistering  fluid  ;  and  undoubtedly  a  considerable  number  of  cases  of 
chronic  inflammation — especially  those  dependent  on  constitutional 
conditions — are  improved  by  the  use  of  this  remedy.  In  blistering 
the  skin  for  chronic  inflammation,  the  blister  should  not  be  applied 
directly  over  the  inffame<l  area,  unless,  indeed,  the  inflammation  be 
deep-seated.  It  should  be  placed  a  little  away  from  it,  but  over  the 
area  of  nerves  which  are  in  direct  relation  to  those  which  run  to 
the  inflamed  part.  Tliat  there  is  a  distinct  connection  between  the 
distribution  of  nerves  in  certain  parts  of  the  skin  and  their  distribu- 
tion to  deeper  organs  has  been  very  well  shown  by  Dr.  Head  in  his 
paj)ers  on  this  subject,  moi^e  especially  by  the  observations  which  he  has 
made  as  to  the  relation  of  attacks  of  herpes  zoster  to  disease  of  deeper- 
seated  organs.  Where  the  chronically  inflamed  part  is  situated  near 
the  skin,  the  application  of  a  blister  over  it  is  very  apt  to  increase 
the  congestion  at  the  seat  oi  the  inflammation,  and  thus,  if  used 
while  the  disease  l)e  advancing,  the  treatment  may  lead  to  its  more 
rapid  progress.  Where,  however,  the  inflammation  has  passed  off*,  or 
has  nearly  done  so,  and  where  there  is  still  a  considerable  amount  of 
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thickening,  the  application  of  the  blister  directly  over  the  i>art  may 
be  of  greater  value  than  if  used  at  some  little  distance  away,  from 
the  very  fact  that  it  increases  the  activity  of  the  vascular  and 
lymphatic  circulation  through  the  thickened  tissues,  and  thus  aids 
the  rapidity  of  absorption  of  the  deposited  materials.  For  example  :' 
in  the  treatment  of  callous  ulcers  a  blister  applied  over  the  thickened 
tissues  around  the  ulcer  is  one  of  the  most  rapid  methods  by  which 
the  disappearance  of  the  exuded  materials  can  be  brought  about. 

Where  a  blister  is  applied  to  a  part,  it  should  as  a  rule  be  left  on 
for  about  ten  hours ;  and  if  at  the  end  of  that  time  it  does  not  seem 
to  have  produced  sufficient  effect,  its  action  may  be  increased  by 
placing  a  poultice  over  the  part.  This  may  also  be  effected  by  rubbing 
a  drop  or  two  of  croton  oil  over  the  surface  of  the  blister  before  its 
application  ;  or,  again,  where  the  effect  is  very  slight,  blistering  fluid 
may  be  painted  over  the  region  where  the  blister  had  been  previously 
applied.  As  a  rule,  however,  where  the  blister  is  applied  over  the 
skin  of  the  limbs  or  of  the  ti*unk — that  is  to  say,  over  pai-ts  where 
the  skin  is  thin — ten  hours  are  sufficient  to  produce  a  satisfactory 
result.  It  is  mainly  in  cases  where  blisters  are  applied  over  thickened 
skin — as  over  the  knee,  where  there  has  been  much  kneeling,  or  about 
the  hands  or  feet — that  there  is  trouble  in  obtaining  the  necessary 
irritation.  After  the  blister  has  risen,  it  is  not,  as  a  rule,  necessary 
to  puncture  it.  A  piece  of  thin  muslin  on  which  boracic  ointment 
has  been  spread  may  be  applied  over  the  blister,  and  outside  that  a 
mass  of  salicylic  wool.  If,  however,  the  tension  of  the  blister  \ye 
causing  much  pain  to  the  patient,  there  is  no  real  haim  done  in 
puncturing  it  before  applying  the  ointment  and  wool  as  just 
mentioned,  unless  in  very  weakly  persons.  In  most  cases  where 
blisters  are  employed  in  chronic  inflammation,  a  single  blister  does 
not  suffice.  The  blisters  must  be  repeated  at  least  three  or  four  times 
l>efore  one  can  feel  satisfied  that  no  good  is  to  be  done  by  this  method 
of  treatment ;  and  therefore  the  directions  usually  given  are  that  as 
soon  as  the  first  blister  is  healed — say,  within  a  week — |i  second  blister 
should  be  applied,  which,  it  may  be  remembered,  will  probably  rise 
more  quickly  and  more  effectually ;  and  after  the  second  blister  has 
healed,  a  third  may  be  used.  In  children,  of  course,  where  the  skin 
is  very  thin,  the  blister  should  not  be  kept  on  so  long;  otherwise, 
it  is  apt  to  produce  actual  sloughing  of  the  skin. 

Still  more  effectual  than  blistei-s  in  cases  where  the  chronic 
inflammation  •  is  dee  ply- seated,  more  especially  in  deeply-seated  in- 
flammation of  bone,  is  the  use  of  the  actual  cautery.  The  value  of 
the  actual  cautery  has  been  variously  estimated  by  different  surgeons, 
some,  indeed,  stating  that  it  is  of  no  value  whatever ;  V)ut  cei-tainly, 
in  ray  own  experience,  it  has  proved  in  many  cases  to  be  of  the 
greatest  benefit,  and  probably  the  inefficient  results  obtained  by 
others  may  be  in  jmrt  due  to  imperfect  application  of  the  method. 
In  employing  the  actual  cautery  for  chronic  inflammations,  two 
methods  are  used — in  the  one  the  cautery  iron  is  small  aufi  loiuid 
(this  is  termed  a  button  cautery)  and  a  number  of  small  bunts  lu^e 
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made.  In  tlif  other,  which  ih  mych  more  etfectUHJ,  tbts  flat  cautery, 
which  18  large  and  tint,  is  uki^1»  iukI  with  it  one,  or  at  niottt  two^ 
large  Hort's  aii^  |HXHiuctHi. 

In  applying  tlie  cautery,  the  skiu  should  in  the  firwt  iiiatance  be 
sbiiveil  for  ri  consiclemlde  dbtAnce  around,  otherwisi^  the  hairs  are 
v\*vy  apt  to  |»rove  it  fiource  of  unnojaiice  after  the  eschar  has  Hepamted. 
The  cHUtery  itaelf  «honkl  l>e  at  a  white  heat,  and  in  the  case  ot  tli© 
flat  caut-ery  the  iron  is  j)as.se(l  twice  or  tliree  times  over  the  region 
Uy  lie  tieat^xl.  If  the  cautery  lie  not  ut  a  white  beat,  one  ha«  no 
guide  as  t-o  the  de^^ree  of  liurning  that  will  lie  pnxlucech  We  know 
that  with  ti  white-hot  cautf*r}'  a  sutticiejit  eflfect  will  he  produced  by 
panning  it  over  the  |iart  two  or  three  tinier  ;  hut  where  it  is  oniy  red- 
hot,  one  is  very  apt  to  do  either  too  much  or  too  little.  The  ftame 
rule  applies  to  the  button  cauteiy,  which,  however,  is  not  ruldj^i 
over  the  pari,  but  Ls  simply  pressed  <m  it.  After  the  in»pHcation  of  the 
cautery,  poultices— which  had  Wtter  be  aseptic  poultices — are  applied 
for  a  few  dnys  till  the  slough  separat^^K,  and  thi^  lieat  effect  is  pro- 
ducefi  where  only  aliout  half  the  thickness  of  the  skin  is  destroyed, 
Les«  good  is  done  where  the  whole  thickness  of  tbe  skin  sloughs. 
On  the  other  hand,  where  only  half  the  tliieknesH  of  the  skin  is 
destroy i*d,  the  aore  is,  no  doubt,  u  more  painful  one,  liecatise  many 
clelic^te  nerve  terminationa  are  exposed  ;  but,  as  J  have  e&id,  the 
eflect  is  also  greater. 

After  the  eschar  ha.s  «ej*rtl*ated,  the  Hore  should  be  prevent-i^d 
from  healing  for  from  four  to  six  weekn,  and  thih  is  uHually  done  by 
the  employment  of  savin  ointment.  The  ointment  is  spread  thickly 
tin  mualin,  and  changed  once  or  twice  a  day.  Many  jwitient*, 
hc»wever,  complain  greatly  of  the  |Miin  of  this  ftpplication,  and  this  is 
moi-e  especiallv  the  case  where  only  a  suj>ei'ticijil  portion  of  the  skin 
has  been  destroyed  ;  and  in  these  cases  the  ordinary  navin  ointment 
fthiiuld  lie  diluted  with  two  or  three  pirtw  of  vaseline.  In  80me  csises, 
indee<J.  the  pain  if*  so  severe  that  this  ointment  cannot  be  employe<i 
at  all  .  and  in  these  instances  all  that  one  can  do  in  the  way  of  pre- 
Tenting  healing  is  every  day  or  two  to  touch  the  sui-face  of  the  hov% 
with  nitrate  of  silver  wherever  epithelial  formation  is  evident :  and 
where  thi«  is  not  sufficient,  and  liea.ling  occurs  in  spite  of  it,  the  .'♦ore 
may  lie  opened  up  by  the  use  of  |iot4issa  fusa.  At  the  end  of  nliout 
hiTL  weeks  the  sore  is  allowed  to  beaL 

Another  method  which  \s  of  great  value  in  the  treatment  of 
chronic  inflammations  is  the  employment  of  /ref  itici>v>n*  into  the 
inflameti  part.  Where  these  in  Summations  are  not  dejiendent  on 
some  specific  di^aae,  such  na  tubercle  or  syphilid  simple  incision 
into  the  inflametl  part,  or,  if  it  l>e  the  wall  of  a  sac  secreting  fluid, 
dminage  of  the  aac  will  usually  suflioe  to  arrest  the  inflammation. 
Thi>N  is  more  especially  the  case  where  the  seat  of  the  inflammation 
is  the  periosteum  or  the  l>one.  In  ca»e«  of  chronic  jieriostitifi  and 
osteitis,  by  itLV  the  nu:>st  efficient  treatment  is  to  cut  down  very  freely 
on  the  »e«t  of  the  disease,  divide  the  thickened  periosteum,  and,  in 
fact,  dtHHeet  away  most  of  it^  and  then  gouge  a  trough  in  the  thickened 
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bone.  Of  course,  this  operation  must  be  done  antiseptically,  other- 
wise very  serious  results  may  follow  ;  but  in  most  of  these  cases 
of  chronic  periostitis  and  osteitis,  it  is  the  most  rapid  and  often  the 
only  method  of  cure. 

Among  other  methods  of  treating  chronic  inflammation,  I  may 
mention  pressure  and  massage;  but  these  plans  are  more  especially 
applicable  to  cases  where  the  actual  inflammatory  process  has  passed 
off,  and  where  we  have  chiefly  to  do  with  residual  thickening  of  the 
tissues.  In  employing  pressure,  cai*e  must  be  taken  to  regulate  it 
carefully,  because  if  applied  too  strongly  where  the  inflammation  has 
not  perhaps  completely  subsided,  it  is  very  apt  to  set  up  the  process 
again.  Pressure  over  an  inflamed  part  may  be  produced  in  various 
ways,  the  most  eflectucd  of  which  is  to  wrap  the  part  first  in  large 
masses  of  cotton-wool,  or,  better,  silk-waste,  which  retains  its  elas- 
ticity longer,  and  then  apply  the  pressure  either  by  means  of  an 
elastic  bandage  or  by  means  of  a  silicate  dressing,  which  hardens  and 
keeps  up  constant  pressure.  By  using  a  large  mass  of  cotton-wool,  a 
considerable  amount  of  pressure  can  be  employed  without  any 
material  danger  of  irritation,  because  the  cotton-wool  distributes 
the  pressure  equally  over  the  whole  of  the  affected  area.  Perhaps 
the  most  favourite  method  of  employing  pressure  in  chronically 
inflamed  joints,  is  by  the  use  of  Scott^s  dressing,  in  which  we  have 
not  only  the  effect  of  pressure,  but  also  the  effect  of  counter-irrita- 
tion. In  applying  Scott's  dressing,  chamois  leather  on  which  is 
spread  the  compoimd  ointment  of  mercury  m  cut  into  strips,  and 
these  are  put  on  like  oixiinary  strapping,  the  strips  overlapping  each 
other,  and  the  pressure  being  as  equably  applied  as  possible.  I  have 
not,  however,  myself  seen  any  advantage  in  the  use  of  Scott's  dress- 
ing over  elastic  pressure  through  a  mass  of  cotton-wool. 

Massage,  with  the  view  of  getting  rid  of  the  products  of  inflam- 
mation, is  a  very  valuable  method,  but  I  do  not  think  that  it  is  judi- 
cious to  employ  it  in  parts  where  the  inflammation  is  actually  going  on. 
The  object  of  massage  is  to  break  up  the  exudation  which  has  been 
poured  out  and  to  force  it  into  the  lymphatic  vessels ;  and  with  this 
view,  four  chief  actions  are  employed,  which,  to  use  the  French 
names,  are  effleurage,  friction,  petrissage,  and  tapotement.  By 
effleurage  is  meant  light  rubbing  of  the  part.  Its  object  is  simply  to 
increase  the  lymphatic  circulation.  This  is  the  form  of  massage 
which  is  employed  in  the  first  instance  in  cases  of  severe  sprains,  the 
part  being  gently  pressed  or  rubbed,  the  hand  always  passing  in  a 
direction  towards  the  trunk  :  that  is  to  say,  always  forcing  the  effiised 
material  into  the  lymphatics.  This  form  comes  into  play  in  all  the 
others  as  the  final  action  with  the  view  of  forcing  the  products  which 
are  broken  up  by  the  other  methods  along  the  lymphatic  vessels. 
In  friction  massage,  the  material  is  broken  up  by  rapidly  rubbing 
the  part,  more  especially  in  a  circular  manner,  with  one  hand,  while 
with  the  other  hand  the  broken-up  inflammatory  materials  are 
steadily  pressed  upwards  along  the  lymphatic  vessels.  By  petrissage 
is  meant  kneading  of  the  thickened  parts,  and  this  is  of  especial 
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value  in  cases  where  there  are  adhesions,  especially  among  tendons 
and  muscles.  The  muscle  is  grasped  with  the  spread-out  fingers, 
squeezed,  and  kneaded,  the  action  always  commencing  at  the  distal 
part  of  the  muscle  and  gradually  passing  towards  the  upper  end,  and 
l>eing  carried  out  with  both  hands  at  the  same  time ;  subsequently 
to  the  kneading,  effleurage  is  employed  in  order  to  drive  the 
broken-up  matenal  into  the  lymphatics.  The  fourth  method  is  used 
where  the  particles  are  still  more  difficult  to  break  up,  and  in  it  the 
thickened  tissues  are  tapped  with  the  fingers,  in  the  first  instance 
lightly,  and  afterwards  more  forcibly,  this  attempt  to  break  them  up 
being  followed  by  kneading  and  effleurage. 

As  regards  the  constitutional  trecUment  in  cases  of  chronic  in- 
flammation, there  is  very  little  to  be  said,  because  the  constitutional 
treatment  depends  essentially  on  the  disease  which  is  the  cause  of 
the  chronic  inflammation.  In  most  cases  the  patient  ought  to  be 
supplied  with  suitable  nourishing  food,  plenty  of  fresh  air,  and 
exercise  as  far  as  is  consistent  with  the  requisite  rest  of  the  part^ 
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In  the  previous  article  the  subject  of  acute  inflammation  up  to 
the  point  of  granulation  was  considered.  The  present  chapter  is 
connected  with  the  study  of  what  happens  when  the  inflammation 
continues  after  this  stage :  namelj,  with  the  consideration  of 
suppui-ation. 

Bjr  acute  suppuration  we  mean  an  inflammatory  process  which 
goes  on  to  the  production  of  a  fluid,  which  is  termed  pus.  This 
process  of  suppuration  may  occur  either  on  a  free  surface  or  in  the 
dei)ths  of  the  tissues  ;  and  it  is  with  the  latter  that  we  shall  deal  in 
the  first  instance.  Where  acute  suppuration  occui*s  in  the  substance 
of  the  tissues,  it  may  assume  two  aspects :  in  the  one  the  pus  is 
found  in  a  closed,  fairly  well-defined  cavity,  the  circumscribed  acute 
abscess;  in  the  other  the  pus  infiltrates  the  cellular  tissues  with- 
out any  proper  circumscription — the  condition  known  as  difluse 
cellulitis. 

I.  CIRCUMSCRIBED   ACUTE   AB8CE8S. 

Pus. — A  circumscribed  abscess  is  a  cavity  containing  a  fluid  which 
is  called  pus,  the  sunounding  wall  being  composed  of  embryonic 
granulation  tissue.  Pus  is  an  albuminous  fluid,  which  is  full  of 
innumerable  small  corpuscles  resembling  in  size  and  character  the 
white  corpuscles  of  the  blood,  these  corpuscles  being  termed  the 
.pus  corpuscles.  Under  the  microscoj^e  these  pus  corpuscles  gene- 
rally contain  lobate  or  tripartite  nuclei,  and  in  addition  to  these 
corpuscles  some  granular  matter  may  be  noticed  in  the  fluid.  To 
the  naked  eye,  normal  pus  presents  the  appearance  of  a  creamy 
or  yellowish-white  fluid  with  an  animal  smell,  a  s{)ecitic  gravity  of 
about  1030,  and,  some  say,  with  a  musty  or  sweet  taste.  Pus  pre- 
senting these  characteristics  was  formerly  spoken  of  as  Iniulable  pus  ; 
but  we  meet  with  several  varieties  of  pus  in  varying  cii'cumstances. 
For  instance,  where  it  is  mixed  with  blood,  and  especially  where  it  is 
thin,  due  to  the  smaller  number  of  corpuscles  which  it  contains,  it 
is  spoken  of  as  sanious  pus.     Again,  it  may  contain  various  other 
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materials,  giving  it  special  characteristics.  For  example,  the  pus 
that  comes  from  the  liver  in  cases  of  liver  abscess  is  of  a  reddish- 
yellow  instead  of  a  yellowish- white  colour,  and  not  unfrequently 
contains  bacilli  or  amoebae,  and  the  knowledge  of  this  character  of 
liver  pus  may  be  of  considerable  importance  in  cases  of  difficult 
diagnosis.  Then,  again,  pus  which  comes  from  hone  generally  contains 
large  quantities  of  fat  globules,  and  in  other  cases  of  bone  abscess 
the  fluid  evacuated  at  tirst  may  be  comparatively  clear,  and  then 
towards  the  end  a  quantity  of  turbid  fluid  is  pressed  out  In  the 
latter  case  the  pus  is  strongly  acid,  from  the  presence  of  lactic  jicid, 
and  it  is  the  action  of  this  acid  on  the  pus  corpuscles  which  pro- 
duces the  eflect  described.  Again,  the  pus  on  the  surface  of  a  wound 
may  be  of  a  bright  blue  colour,  the  so-called  hltie  pu9,  due  to  the 
growth  in  it  of  a  pai*ticular  micro-organism  called  the  bacillus 
pyocyaneus  (page  3).  Or  in  other  cases  the  pus  from  an  abscess, 
even  when  freshly  evacuated,  may  be  found  to  have  a  yery/oul  smell: 
as,  for  example,  in  abscesses  in  the  neighbourhood  of  the  intestinal 
tract,  abscesses  in  the  brain  in  connection  with  ear  disease,  etc.,  or 
abscesses  connected  with  the  gums  or  in  the  neighbourhood  of  the 
mouth. 

It  is  now  generally  accepted  that  these  pus  cells  are  in  the  main 
leucocytes  that  have  emigrated  from  the  blood-vessels,  and  which  have 
lost  their  vitality  more  or  less  completely.  It  is,  however,  possible 
that  a  small  number  of  the  pus  cor[)U8cles  may  be  derived  from  the 
tissue  cells  falling  into  the  abscess  cavity,  as  the  result  of  the  lique- 
faction of  the  tissues  by  the  peptonising  action  of  the  bacteria ;  and 
it  is  also  possible  that  the  leucocytes  may  multiply  after  their  exit 
from  the  blood-vessels.  The  liquor*  puris  is  essentially  the  fluid 
which  has  passed  out  of  the  blood-vessels  during  the  inflammatoiy 
.stage,  and  which  has  been  prevented  from  coagulating  by  the 
peptones  resulting  from  the  growth  of  the  bfiwjteria. 

Formation  of  acute  abscess. — The  following  is  the  method 
in  which  an  acute  abscess  is  formed.  The  stage  of  granulation, 
which  has  been  previously  desciibed  (page  60),  having  been  reached, 
the  inflammation  continues,  and  the  next  thing  which  happens 
is  that  towards  the  centre  of  this  mass  of  granulation  tissue, 
liquefaction  takes  place,  and  a  cavity  is  formed  containing  a  fluid 
with  corpuscles :  that  is  to  say,  pus.  Around  this  cavity  active 
inflammatory  processes  go  on,  a  wall  of  granulation  tissue  is  present, 
and  active  emigration  of  corpuscles  takes  place  from  the  vessels. 
The  abscess  so  formed  enlarges  by  the  extc^nsion  of  the  inflammatory 
process  in  the  tissues  around,  and  by  the  liquefaction  and  disappear- 
ance of  the  layer  of  granulation  tissue  which  lies  next  the  interior 
of  the  abscess.  When  an  acute  abscess  has  formed,  there  is  little 
probability  of  a  cessation  of  the  pi-ocess.  In  practically  all  cases 
inflammation  extends  at  the  peiiphery,  while  the  liquefaction  goes 
on  in  the  interior,  and  thus  the  absce^ss  gradually  increases  in 
size.  The  inflammation  at  the  j^eriphery  naturally  extends  most 
readily,  and  leads  to  the  stage  of  complete  granulation  most  quickly 
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ill  those  parts  where  the  tissues  are  the  most  vascular  and  of  the 
greatest  vitality.  Thus,  if  the  abscess  have  formed  beneath  the 
skin,  granulation  of  the  skin  will  occur  more  rapidly  than  granula- 
tion of  the  fat  beneath,  and  hence  it  is  that  abscesses  in  these  situa- 
tions have  a  constant  tendency  to  destroy  the  skin  and  to  point  and 
burst  through  it.  On  the  other  hand,  where  an  abscess  is  deeply 
seated  beneath  a  dense  fascia,  granulation  occurs  much  more  rapidly 
in  the  cellular  tissue  beneath  the  fascia  than  in  the  fascia  itself,  and 
consequently  the  abscess  may  extend  for  a  very  considerable  distance 
— may  burrow,  as  it  is  termed — before  an  opening  has  formed  in  the 
fascia  over  it,  either  as  the  i-esult  of  a  sloughing  [)rocess  or  as  the 
result  of  granulation.  Hence,  whei*e  an  abscess  is  somewhat  deeply 
seated,  and  more  especially  where  it  is  situated  in  an  organ  such  as 
the  breast,  where  there  are  numerous  septa  of  fibrous  tissue,  we  have 
an  irregular  cavity  formed  with  recesses  and  pockets  extending  in 
various  directions.  This  is  a  most  impoi'tant  iM>int  to  bear  in  mind 
with  regard  to  the  treatment. 

MtiologJ  of  acute  abscess. — We  may  divide  the  causes  of 
acute  suppuration  into  those  which  are  essential  and  those  which  are 
accessory.  There  is  only  one  cause  which  is  essential,  and  without 
which  acute  suppuration  will  not  occur,  namely,  the  presence  of 
pyogenic  organisms  ;  but  there  are  many  causes  which  are  accessory, 
and  without  the  co-existence  of  some  of  which  the  pyogenic  organisms 
may  in  certain  circumstances  be  powerless  to  act  Therefore,  on 
the  one  hand,  suppuration  will  not  occur  unless  these  pyogenic  organ- 
isms are  present,  while,  on  the  other  hand,  even  although  they  are 
there,  it  does  not  necessarily  follow  that  suppuration  must  ensiy. 

We  have  a  considerable  number  of  micro-organisms  which  are 
found  in  acute  abscesses,  and  which  are  apparently  the  cause  of  the 
suppuration ;  but  by  far  the  most  common  of  these  are  the  Staphy- 
lococcus pyogenes  aureus.  Staphylococcus  pyogenes  albus,  and  Strep- 
tococcus pyogenes  (page  25).  Other  forms  are  described  which  are 
much  rarer  and  which  appear  also  to  be  less  virulent,  such  as 
the  Staphylococcus  pyogenes  citreus,  Staphylococcus  albus  and 
flav^us,  one  or  two  forms  of  bacilli,  etc.  (page  26).  As  regards 
frequency  with  which  these  different  forms  occur,  the  most  common 
is  the  Staphylococcus  pyogenes  aureus,  next  the  Staphylococcus  pyo- 
genes albus,  much  more  rarely  the  Streptococcus  pyogenes,  and  then, 
quite  as  exceptions,  the  other  organisms  to  which  I  have  refen*ed. 
The  staphylococci  occur  in  about  77  \)er  Cent,  of  acute  abscesses,  the 
streptococci  in  about  16  per  cent.,  and  the  other  organisms  in  the 
remainder.  Thus  the  staphylococci  are  the  chief  causal  agents  of 
circumscribed  acute  abscesses ;  on  the  other  hand,  it  may  be  men- 
tioned that  the  Streptococcus  pyogenes  is  the  essential  cause  of 
diffuse  suppuration  of  the  cellular  tissue.  The  two  chief  forms  of 
pyogenic  staphylococci  grow  readily  outside  the  body  on  all  sorts  of 
culture  media.  When  inoculated  into  the  ordinary  nutrient  jelly, 
both  forms  grow  readily  at  the  ordinary  temperature  of  the  air,  and 
both  of  them   tend  after  a  time  to  render  the  material  fluid,  the 
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growth  ill  the  csL^e  of  »St«phy!tK;(>ccus  aureus  Lecoiiiing  of  an  orange- 
yellow  colour^  while  that  in  the  case  of  8ta|jhyhK.'occus  alhus 
remaiiifl  njilkwhit*?.  Tlit?  Streptococcus  pyoguiu'ti  grt>ws  iimch 
more  slowly  on  nutrient  jelly,  and  fnrmn  sm»ill,  rotjn<l,  white  WIU 
wbirh  (h)  not  liijuefy  the  «Telfttini'  (i»agr*  27  K  A  vrr>'  imporUuit 
point  with  n^giircl  to  all  the«e  or^aniHnis  in  that  they  peptoniiMt 
alhunien,  tht-  staj>hyloi*<HX'i  more  especially  doing  ho  with  grwit 
readiness.  The  in»portanee  of  tins  fact  is  grt^it^  mb  exjilaiiiing  th« 
liquefaction  of  tlie  tfswties  during  the  proce«8  of  sufjpuratiun,  and  tlw 
peptonen  |in.Klui^tl  during  tiiift  process  pi-^vent  the  coagulation  of 
the  Hui<ls  which  are  eflFused  lrc»ni  the  blood-vesBels.  As  to  the  other 
productH  oi  growth  of  these  orguniauiK,  but  little  is  cU'tinitely  known. 
Among  numerous  other  things  they  are  said  to  proiluce  anunonia, 
trimethylamine,  and  toxic  albinnoses  (page  1S»).  It  is^  no  doubt,  by 
virtue  of  these  products  that  tiiey  give  ns**  to  inflaniniatory  distur* 
lianoes  ;  and  we  can  readily  nnderatand  that  if  there  Im?  a  constant 
production  of  some  irritatnig  elit*niical  suliMtance,  such  as  ammonia, 
in  the  tissues,  acute  int)amnmtii»n  will  be  ke[)t  \ip  ;  while  the  toxic 
albumoses,  like  those  prcwhu'ecl  by  many  other  organisms,  wheti 
absorbed  into  the  circulation  will  net  up  fevrr  and  the  other  consti-  1 
tutional  signs  of  acute  fsuppnnition.  When  injected  into  aniuial«  ^ 
under  suital>le  circumstances  these  organisms  cause  indaiiiniatioti 
and  suppuration,  and  in  large  i|uai)tities  nniy  lead  to  death. 

The  sequence  of  events  after  the  entmnce  of  these  organisms  intai 
tlip  tiH8iie§  is  well  Been— tlioug[»  in  an  exaggerated  fomi — in  easesl 
where  the  smaller  blood-vessels  iire  plugged  with  emboli  containing^ 
pyogenic  cocci,  as  is  th^  case  in  pysetnia,     (Sff  p*ige  177.)    On  stainilii;  ' 
sections  of  tissues  containing  such  ^mVKili  in  an  early  stage,  we  find 
that  while  the  central  mass  of  organisms  is  deeply  stained,  and  while 
the  nuclei  in   the  gi^eater   part  of    the   section    liave   liecome    well 
coloured,  there  is  a  ring  of  tissue  around  the  central  mass  of  organ' 
which  does  not  take  on  the  stain,  and  which  presents  a  hamogoneOiUli I 
translucent    appeariince.       This    translucent    ring    is  evidently   th^j 
result  of  the  action  of  the  concenti*ated  products  of  the  micrococci^ ' 
the  tiss\ie    bf*ing   brought   into    the   condition    of    what    is   termed 
rxxyjuhUimi  f*tt:rotiu.     At  a   somewhat   later  period  a  second   ring, 
which   is  coinpoaed  of  a  dense  layer  of  leucocytes,  appears  outsidttl 
this  clear  urea,  and  for  a  time  these  three  ciifles  cnu  be  clearly  mndi! 
out — ^a  central  one^  composed  of  a  mass  of  organisms  ;  a  middle  clearij 
circle,  where  the  nuclei  are  unstainetl,  and  into  which  leucocytes  have 
not  yet  penetrateci ;  and  an  out^er  dense  wall  of  leucocytes  (Fig.  15), 
As  time  goes  on,  however,  the  intermediate  translucent  ai^a  become 
infiltrated  on  the  one  hand  with  cocci  irom  the  breaking  up  of  thmi 
central  i«hig,  and   on   the  other  hand  with  cells  from  the  outer  ring, 
and  the  origiuHl  tissue  in  that  psrt  i-apidly  disnppears,  prohiably,  to  a 
great  rjttent,  due  to  the  peptonising  action  of  the  cocci ;  and  thtiaf 
the  tinal  result  is  a  centra!  collection  of  Huid  containing  leucocytoii 
and   micrococci,  surronnded   by  a  wall  of  leucocytes  and  ooect — in 
other  word  9,  an  aluscesa. 
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In  the  ordinary  circumstances  of  the  formation  of  an  acute 
abscess,  the  cocci  are  not,  of  course,  present  in  such  numbers,  nor  are 
they  massed  together,  as  in  pysemic  emboli,  and  thus  the  appearances 
at  the  early  stage  just  described  would  not  be  so  typical,  although 
without  doubt  the  changes  which  are  going  on  are  essentially 
those  which  I  have  detailed.  While  these  micro-organisms  are 
necessary  for  the  production  of  acute  suppuration,  and  while  without 
their  presence  acute  suppuration  could  not  occur,  it  does  not 
follow  that  whenever  they  are  present  acute  suppuration  must  take 
place.  On  the  contrary,  in  ordinary  circumstances,  it  is  pro- 
bably the  rule  that 
other  conditions 
must  come  into  play 
to  assist  the  action 
of  these  micro- 
organisms ;  but  how 
far  these  accessory 
conditions  are  es- 
sential depends  on 
various  points  in 
connection  more 
especially  with  the 
kind,  the  numbers, 
and  the  virulence  of 
the  organisms  them- 
selves. As  I  have 
pointed  out,  the 
effects  of  the  organ- 
isms on  the  tissues 
vary  with  the  kind 
which  is  introduced ; 

for      example,       the  ^ig.  15.— Section  of  Kldnej,  showiug  Changes  following  an 
staphylococci      tend  JJmbolm  composed  of  Pyogenic  Cocci. 

.       ^  •  a.  Central  plug  of  cocci :  b,  clear  siAce  around ;   r,  commencing  in* 

to       TOrm         CirCUm-  mtraUun  with  leucocytes  ;</,  kidney  tubut<>{i. 

scribed       abscesses, 

while  the  streptococci  are  especially  concerned  in  the  production  of 
difiiise  spreading  suppuration.  And  among  the  staphylococci  the 
different  species  differ  in  the  severity  with  which  they  act,  and  further, 
while  in  the  case  of  the  staphylococci — more  especially  of  the  rarer 
forms — the  pi*esence  of  various  accessory  conditions  is  almost  essential 
to  their  action,  the  streptococci,  on  the  other  hand,  are  apparently 
more  or  less  independent  of  such  secondary  circumstances.  That 
the  vindence  of  the  individual  varieties  differs  at  different  times 
is  evident,  both  from  clinical  observation  and  from  experiment. 
And  the  less  virulent  the  orgiinism  is,  tlift  more  doea  it  l>ecoriie 
necessary  for  other  factors  to  come  into  play  in  order  that  au|>- 
puration  may  arise;  and  vice  versd^  the  more  virubnt  the  orga 
the  less  necessary  are  these  secondary  causes.  Then,  again^ 
depends  on  the  ntunber  of  the  micro-organisms  which  have 
o  2 
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the  |)art  Id  tlie  first  instance.     If  they  enter  in  very  lai^  numben, 

they  will  overcome  the  resiMtunce  of  tho  body  and  jiroduce  very  grave 
disease  ;  while  if  few  in  numi>er^  they  may  be  destroyed  l>efoi*e  they 
hiive  had  tiirre  to  act.  In  rahhitjs,  which  are  not  readily  susceptihle 
to  the  action  of  the  Hta|»hylococcus  pyogenes  aureus — prohalily  not 
nearly  so  susceptible  a8  man — I  found  that  something  like  n  hundred 
million  cocci  must  \ye  injectetl  at  one  part  in  order  to  produ*><^  an 
al^sceaa,  while  a  thousand  iriilUon  are  i*equired  to  kill  the  anin>ah 
In  man,  no  doubt,  the  numljera  are  very  nnich  smaller,  but  no  vert  he- 
lesH,  the  jirinrijile  remains  the  same. 

Among  the  fciehrrst  on  the  part  of  the  body  which  are  more  or 
less  necessarv  in  order  to  enable  the  organisms  to  act,  a  very  essential 
condition  i>s  that  it  may  be  |>ossible  for  tliem  to  remain  at  rest  for  some 
time  in  the  pwrt  If  thi*y  1>e  only  present  in  the  circtdating  blood,  and 
are  constantly  carried  on  in  it,  they  may  die  out  without  causing  any 
disease ;  and  an  regards  the  staphylococci,  at  any  rate,  it  is  jn-obable 
that  when  they  are  present  in  the  blood,  they  are  only  able  to  exert 
their  |iathogenie  action  when  deposited  in  some  fwirt  which  has  l»een 
previously  weakened  and  thus  rendered  6t  for  their  i*eception. 
Hence  tlie  great  importance  of  fimboUmn  in  the  formation  of 
abscesses,  and  hence  also  one  of  the  chief  ways  in  which  loaal  injufy 
may  lead  to  the  formation  of  an  acute  abscess.  In  the  latter  oa^ 
where  an  acute  abscess  follows  a  local  injury,  these  pyogenic  oooci 
have  been  present  in  the  blood  at  the  time  of  the  injury,  or  have 
entered  it  very  shortly  afterwards  and  have  )»asse<l  out  of  the 
ruptured  \easels,  and  thus  found  a  place  where  they  could  dt-velop. 

Another  very  im|>ortant  condition  on  the  part  of  the  tissues  ib 
that  thtjy  shall  be  in  a  weak  state,  and  this  weakened  condition  of 
the  part  may  be  brought  al)Out  in  various  ways.  For  example  ; 
inflammation  which  has  been  s**t  up  from  some  other  cause,  sncli  as 
an  injury,  the  entrance  of  a  foi-eign  IxKly,  etc.,  will  so  weaken  the 
part  that  if  t^occi  reach  it  from  the  blood  or  tymphatic  vessels^  or 
otherwise,  they  may  be  able  to  grow  and  set  up  the  typical  changes. 
A  similar  weakening  of  the  part  may*  be  brought  about  by  cold  or 
injury,  or  tlie  action  of  irrituTing  chemical  substances  which  may  be 
adventitious  in  origin,  or  the  products  of  baetena  theroselvefi,  A 
good  deal  also  de|K*nds  on  the  seat  of  the  disease  and  the  anatomical 
anungement  of  th*^  part.  Thus,  in  the  neighbourhood  of  the 
epiphyses,  the  cireulntiori  is  apparently  slower  than  elsewhere,  and 
jiarticles  floating  in  the  blood  —for  example,  prtrticles  of  pigment  or 
lygiX^etia — have  a  better  opportunity  of  liecoming  dejiosited  in  that 
part.  Hence  one  ex|danation  of  the  frequency  with  which  inflam- 
mation in  the  substance  of  bones  liegins  in  the  neighl>ourhoo*l  of  the 
epiphyses.  Again,  in  the  case  of  the  peritoneum  we  have  a  very 
striking  example  of  the  influence  whicJi  the  anatomical  an-angement 
of  the  part  exerts  on  the  question  of  suppuration.  Contrary  to  what 
was  formerly  Wlievefl,  the  peritoneal  cavity  is  a  place  where  sup- 
puration in  many  cases  is  leaa  likely  to  occur  after  the  entrance  of 
microorganisms  than  the  cellular  or  muscular  tissues,   and   many 


I 
I 

I 
I 


ACUTE  AB8CE88.  85 

points  with  regard  to  the  anatomical  and  physiological  characters  of 
the  peritoneum  come  into  play  in  explaining  this  fact ;  to  mention  one, 
the  peritoneum  is  a  membrane  which  absorbs  fluids  with  the  very 
greatest  rapidity,  and  in  this  way  deprives  bacteria  of  the  necessary 
pabulum,  and  brings  them  into  immediate  contact  with  active  cells, 
either  epithelial  or  plasma  cells. 

As  to  the  mode  in  which  these  micro-organisms  reach  the  part 
and  set  up  the  abscesses,  they  must  come  either  from  the  blood — 
in  which  case  they  have  entered  from  some  mucous  or  cutaneous 
surface  which  is  in  an  unhealthy  condition — or  they  may  come  from 
the  lymphatic  vessels,  having  reached  them  through  some  lesion  of 
the  surface  epithelium ;  or  they  may  have  penetrated  directly  fron^ 
the  skin  through  ducts,  as  not  uncommonly  happens  in  cases  of 
mammary  abscess,  where  the  organisms  spread  up  the  milk  ducts, 
reach  the  acini,  and  then  pass  into  the  tissues  and  set  up  acute  in- 
flammation. These  pyogenic  organisms  are  constantly  present  on 
the  surfaces  of  the  body,  both  on  the  skin,  especially  in  regions 
where  moisture  is  present  and  the  sebaceous  glands  are  large,  and  on 
mucous  membranes ;  and  thus,  when  a  lesion  occurs  in  these  parts, 
or  when  they  are  weakened  from  some  cause,  the  organisms  can  get 
into  the  blood  or  the  lymphatic  vessels  (page  11). 

Symptoms  of  acute  abscess. — As  regards  the  local  symptoms 
of  acute  suppuration,  we  meet  with  the  four  cardinal  signs  of  in- 
flammation which  have  been  previously  considered  (page  63),  namely, 
redness,  heat,  swelling,  and  pain ;  and,  indeed,  the  description  there 
given  refers  more  especially  to  inflammation  which  is  going  on  tQ 
suppuration,  and  need  not,  therefore,  be  repeated  liere.  It  will  be 
noted  that  the  centre  of  the  inflammatory  swelling  is  described  as 
hard  and  brawny,  while  the  surrounding  parts  are  soft  and  oedema- 
tons  (page  64).  As  time  goes  on  and  suppuration  occurs,  the  centre 
of  the  brawny  swelling  begins  to  soften,  till  by-and-by  the  presence 
of  fluid  can  be  distinctly  made  out. 

The  presence  of  fluid  in  an  inflammatory  or  other  swelling  may 
be  determined  in  various  ways.  In  the  tirst  instance,  it  may  be 
ascertained  by  the  sense  of  Jliicttiation  :  that  is  to  say,  by  the  sensa- 
tion felt  by  the  Angers  when  a  wave  of  fluid  is  set  in  motion  by  the 
hand  at  some  other  part  of  the  swelling.  Unless  the  abscess  is  very 
near  the  surfietce  of  the  skin,  it  is  not  always  easy  at  the  early  stage 
of  an  abscess  to  make  out  this  sensation  of  fluctuatiou,  on  account  o{ 
the  great  pain  which  the  firm  pressure  required  in  these  circum- 
stances will  cause  to  the  patient.  Hence  it  is  not  uncommon  for 
fluctuation  to  \)e  missed  although  pus  is  actually  present;  on  the 
other  hand,  it  is  not  unusual  for  the  opposite  mistake  to  be  made, 
and  the  presence  of  fluctuation  asserted  when  an  abscess  is  not 
present  In  order  to  ascertain  the  presence  of  fluctuation,  a  flniter 
or  fingers  of  one  hand  are  placed  on  one  side  of  the  suspected  part, 
and  are  kept  at  rest  and  exercising  a  certain  amount  of  preaaurt;, 
while  with  the  other  hand  pressure  is  made  on  the  swelling  as  far 
distant  as  possible  from  that  which  is  placed  to  receive  the  i 
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If  fluid  1)6  preHent  and  no  other  fallacy  have  crept  in,  the  fingers  of  the 
hand  which  is  kept  at  rest  will  feel  the  impulse  of  the  wave  of  fluid 
that  has  heen  set  in  motion  by  the  other  hand.  Now,  in  caseB 
where  the  area  to  be  examined  is  quite  small,  the  two  fingers  may  be 
of  necessity  so  close  together  that  the  soft  tissues  are  pushed  by  the 
one  and  felt  by  the  other,  and  thus  fluctuation  is  erroneously  diag- 
nosed. Perhaps  the  most  common  mistake  is  caused  by  the  false 
fluctuation  induced  when  palpation  is  made  transversely  to  muscular 
fibres.  In  such  circumstances,  a  very  distinct  feeling  of  fluctu- 
ation may  l)e  produced  across  the  belly  of  a  muscle  even  although 
the  hands  are  kept  at  a  considerable  distance  from  each  other ;  and, 
therefore,  where  a  mass  of  muscles  is  present  in  the  region  to  be 
examined,  great  care  must  be  taken  to  test  for  the  presence  of  fluid 
by  the  fingers  placed  in  the  direction  of,  and  not  transversely  to,  the 
muscular  fibres.  Where  the  collection  of  fluid  is  small,  fluctuation 
may  also  be  ascertained  ])y  placing  the  finger  of  one  hand  over  the 
centre  of  the  swelling,  in  order  to  feel  the  sensation,  and,  grasping 
the  swelling  between  tlie  fingers  of  the  other  hand,  which  are  then 
sharply  approximated  to  each  other  ;  if  fluid  be  present,  the  finger  of 
the  first  hand  will  be  lifted  by  the  wave  so  set  in  motion.  Or, 
again,  if  a  finger  l>e  rapidly  pressed  into  the  part  and  then  held  at 
rest,  it  sets  in  motion  waves  of  fluid  which  are  readily  felt ;  this 
method  of  investigation,  however,  is  not  suitable  to  acute  abscesses 
where  the  fluid  is  in  a  state  of  tension,  it  can  only  be  used  in  cases 
where  the  fluid  is  contained  in  a  lax  cavity,  and  also  where  there  is 
but  little  pain  on  sharp  pressure.  As  a  matter  of  fact,  where  the 
centre  of  a  brawny  swelling  is  becoming  softened — that  is  to  say, 
where  pus  has  formed  and  is  approaching  the  skin — the  presence  of 
an  abscess  is  readily  ascertained  by  passing  the  fingers  gently  over 
the  part ;  where  pus  is  present  and  superficial,  a  softened  circle  will 
be  felt  in  the  middle  of  the  brawny  swelling,  and  an  abrupt,  sharp, 
Iiard  edge  around,  and  where  this  is  found  it  is  quite  unnecessary  to 
cause  pain  to  the  patient  by  testing  for  fluctuation,  because  it  is  in 
itself  an  absolute  sign  of  the  presence  of  pus. 

Where  the  inflammation  is  deeply-seated,  and  the  skin  is  not 
aflected,  the  presence  of  adetna  of  the  skin  over  the  region  of  the 
inflammation  is  almost  always  indicative  of  the  occurrence  of  sup- 
puration. For  example  :  in  an  abscess  connected  with  the  appendix 
vermiformis  the  skin  of  the  abdomen  over  the  seat  of  the  inflamma- 
tion not  uncommonly  becomes  oedematous ;  and  when  this  is  the  case, 
one  may  feel  certain,  without  further  examination,  that  pus  is  present 
beneath.  Besides,  as  has  been  already  said,  where  an  acute  inflam- 
mation has  lasted  for  four  or  five  days,  it  is  almost  certain  that  pus 
is  present,  whether  fluctuation  can  be  felt  or  not. 

In  cases  where  it  is  held  to  be  absolutely  essential  to  know 
whether  pus  is  present  l)efore  making  an  incision,  punctures  may  be 
made  by  means  of  an  aspirating  needle. 

The  skin  over  the  softening  portion  of  the  swelling  is  of  a  dusky 
purple  colour,  nnd  becomes  gradually  thinner  till  the  yellow  pus  can 
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be  seen  through  it ;  ajid  by-and-by  it  gives  way,  and  the  pus  escapes 
externally.  Accompanying  these  local  signs,  there  are  the  various 
constitiUional  symptoms  which  have  been  already  referred  to  under 
acute  inflammation. 

Diagnosis  of  acute  abscess.— The  diagnosis  of  acute  abscess 
is  seldom  diiiicult  once  pus  has  definitely  formed.  The  first  difficulty 
is  to  be  sure  that  pus  has  actually  formed  in  the  case  of  deep-seated 
inflammations  ;  but  the  length  of  time  which  the  inflammation  has 
lasted,  the  continuance  of  the  pain  and  swelling,  the  presence  of 
cedema  of  the  skin,  and  the  other  signs  already  mentioned,  will 
enable  one,  at  any  rate,  to  form  a  strong  suspicion  on  the  matter.  In 
some  cases  it  is  very  diflicult  to  distinguish  an  acute  abscess  from  a 
very  rapidly  growing  sarcomatous  tumour.  I  have  myself  seen  such 
a  sarcoma  of  the  upper  jaw  incised  under  the  impression  that  it  was 
an  acute  abscess,  and  in  that  case  there  were  present  all  the  local 
signs  of  an  acute  infiammation  in  the  form  of  rapid  formation  of  the 
swelling,  redness  of  the  skin,  indefinite  sensation  of  fluctuation,  and 
great  pain.  It  is  said  also  that  aneurysm  has  been  mistaken  for  an 
acute  abscess.  This,  however,  is  hardly  likely  to  occur,  unless' sup- 
puration has  actually  taken  place  in  or  around  the  aneurysmal  sac, 
in  which  case,  of  coui*se,  the  surgeon  has  really  to  do  with  an 
acute  abscess.  Where  there  is  any  doubt  of  this  kind  it  may  be 
well  to  introduce  an  aspirator  needle  in  the  first  instance,  to 
ascertain  the  nature  of  the  fluid  present.  As  a  matter  of  fact,  apart 
from  the  suppuration  of  an  aneurysmal  sac,  the  only  other  condition 
in  which  a  mistake  might  he  committed  is  where  the  connection 
between  the  sac  and  the  vessel  has  l>een  more  or  less  completely  cut 
off,  so  that  pulsation  has  become  abolished,  and  where  the  contents 
of  the  sac  still  remain  fluid.  Such  a  ease  has  been  opened  under  the 
impression  that  it  was  a  chronic  abscess,  and  the  fluid  which  came 
out  in  the  first  instance  was  clear  serum,  very  quickly  followed, 
however,  by  red  blood. 

Treatment  of  acute  abscess. — In  the  early  stage,  before  sup- 
puration has  definitely  formed,  the  treatment  is  that  which  has  been 
already  described  under  acute  inflammation  (page  6G)  ;  but  when 
once  it  is  certain  or  probable  that  pus  is  present,  means  must  be 
taken  to  open  the  abscess  without  further  delay,  and  to  provide  a 
free  exit  for  the  pus.  There  is  no  object  whatever  in  permitting  an 
acute  abscess  to  go  on  till  it  reaches  the  skin.  To  do  so  is  simply 
to  allow  the  formation  of  a  much  larger  cavity,  and  the  consequent 
destruction  of  or  inteifei*ence  with  the  tissues  in  the  neighl)ourhood ; 
and  if  it  should  hap))en  that  pus  is  not  found  on  making  the  incision 
after  all,  the  best  thing  has  been  done  with  the  view  of  cutting  the 
inflammation  short 

When  it  is  decided  to  open  an  abscess,  the  external  opening  should 
l)e  free,  and  should  in  all  cases — unles^s  about  the  fate  or  ueck, 
where  it  is  undesirable  to  have  a  larger  near  than  ueoesRary— be 
large  enough  to  enable  the  surgeon  to  introduce  hiH  flnger  into 
cavity.     As  regards  the  ]K)sition  of  the  o|ieuiiig  in  cases  of 
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abscess,  the  general  rule  is  that  it  should  be  at  the  most  dependent 
part  of  the  cavity,  so  as  to  allow  the  discharge  to  escape  freely.  This 
rule  is,  no  doubt,  wise  in  cases  where  the  pus  has  been  burrowing 
underneath  the  skin;  but  it  is  not  essential  in  deeper-seated  abscesses, 
and  if  followed  may  at  times  lead  to  inconvenience.  An  essential 
rule  as  regards  the  position  of  the  opening  in  acute  abscesses  is  that 
it  should  be  as  far  as  possible  from  the  orifice  of  any  mucous  canal, 
and  therefoi^  from  sources  of  contamination.  If  only  the  abscess  be 
fi'eely  and  thoroughly  opened,  and  efhcient  drainage  established,  the 
pus  does  not  go  on  bunx)wing,  even  although  the  opening  is  not  at 
the  most  dependent  part  of  the  cavity. 

It  is  a  matter  of  great  importance  in  treating  acute  abscesses 
to  see  that  all  the  recesses  of  the  abscess  are  freely  opened.  As 
I  have  already  said  (page  81),  in  the  case  of  deep-seated  abscesses, 
or  abscesses  among  muscles  or  bands  of  fibrous  tissue — as  in  the 
breast,  etc. — the  pus  is  apt  to  spread  in  irregular  directions,  form- 
ing small  recesses,  which  are  not  properly  evacuated  if  only  an 
external  incision  be  made.  Hence  it  is  necessary,  when  such 
abscesses  ai-e  opened,  to  break  down  the  septa  which  separate  the 
various  projections  of  the  abscess,  and  this  is  much  better  done 
by  means  of  the  finger  than  by  any  instrument.  Where  the  abscess 
is  quite  superficial  this  is  not,  as  a  rule,  necessary,  and  an  opening 
sufficiently  large  to  admit  a  proper-sized  di-ainage-tube  will  answer 
the  purpose  ;  but  in  the  case  of  all  abscesses  which  have  passed 
through  fascia  it  is  very  essential  to  open  up  the  deeper  i-ecesses. 
In  the  neck,  where  it  is  desirable  to  avoid  a  scar,  a  pair  of  dressing 
forceps  may  be  introduced  through  the  wound  which  has  been  made, 
and  by  separating  the  blades  the  hole  in  the  fascia  through  which 
the  pus  has  reached  the  surface  may  be  enlarged ;  and  then,  by  push- 
ing on  the  forceps  into  the  various  i-ecesses  of  the  abscess,  and 
o[>ening  them  from  time  to  time,  the  cavity  may  in  most  cases  be 
satisfactorily  drained. 

In  some  instances,  where  the  suppuration  has  occurred  in  tlie 
neighbourhood  of  important  sti-uctures,  where  the  pus  is  deep-seated, 
and  where  it  might  be  dangerous  to  cut  freely  till  one  i*eaches  the 
collection,  the  plan  known  as  Ililtirns  mMhod  is  usually  employed. 
This  consists  in  making  a  small  incision  through  the  skin,  and  then, 
by  means  of  dressing  or  sinus  forceps,  giudually  boring  one's  way 
into  the  al)scess  cavity.  That  the  abscess  cavity  has  been  reached 
is  evident  from  the  sudden  cessation  of  resistance  to  the  passage 
of  the  forceps,  and  in  must  cases  by  the  escape  of  pus  along  the  side. 
Having  in  this  way  reached  the  abscess  cavity,  the  blades  of  the 
forceps  an*  thoroughly  expanded  so  as  to  tear  up  the  intervening 
tissues,  and  art*  then  pushed  on  into  the  various  recesses  of  the 
abscess  and  expanded  from  time  to  time  with  the  view  of  opening 
the  cavity  completely. 

Whichever  method  is  <»mi)loyed,  a  drdinatjeUihe  of  sufficient  size 
should  then  be  introfluced.  In  selecting  a  drainage-tube  it  must  be 
rememb^'i-ed  that  pus  is  a  thickish  Huid  and  does  not  readily  flow  away, 
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and  therefore  a  tube  of  sufficient  size  should  be  employed.  In  fact, 
one  cannot  make  a  mistake  in  selecting  too  large  a  tube.  The  tube 
must  be  of  proper  length,  and  not  project  beyond  the  surface  of  the 
skin,  and  the  portion  of  the  tube  which  enters  the  cavity  should  be 
perforated  laterally  with  holes,  so  as  to  allow  the  pus  to  enter  it 
freely.  The  tube  is  best  introduced  by  means  of  a  pair  of  Lister's 
sinus  forceps.  The  forceps  are,  in  the  first  instance,  passed  into  the 
cavity  in  order  to  ascertain  its  depth,  a  tube  is  then  cut  somewhat 
shorter  than  the  depth  to  which  the  forceps  go.  It  is  then  intro- 
duced into  the  cavity,  and  the  projecting  portion  cut  so  as  to  be  flush 
with  the  skin.  It  is  either  finally  secured  in  its  place  by  a  stitch 
through  the  skin  and  the  wall  of  the  tube,  or  else  two  strings  are 
passed  through  the  wall  of  the  tube  and  knotted,  and  it  is  kept  from 
slipping  in  by  the  pressure  of  the  dressing  over  it.  Where  Hilton's 
method  has  been  employed,  it  is  well  before  withdrawing  the  forceps 
which  have  dilated  the  canal  to  introduce  a  probe  beside  them  into 
the  cavity  of  the  abscess,  otherwise  one  may  miss  the  track  which 
has  been  made  by  the  forceps,  and  when  one  comes  to  introduce  the 
tube  there  may  be  considerable  difficulty  in  doing  so.  If,  on  the 
contrary,  a  probe  be  left  in  situ,  the  tube  may  be  readily  slipped  over 
the  probe  until  it  reaches  the  abscess  cavity. 

When  the  tube  has  been  inserted,  the  swelling  may  be  squeezed 
so  as  to  expel  the  greater  part  of  the  pus  ;  but  I  do  not  think  it  is 
good  practice  to  wash  out  these  abscesses,  either  with  an  anti- 
septic or  an  aseptic  fluid.  The  whole  operation  must,  of  course, 
be  done  antiseptically,  after  the  manner  which  will  be  described 
in  another  article  (page  213);  and  as  regards  the  progress  of 
the  case,  the  dressing  should  usually  be  changed  on  the  following 
day,  and  then  subsequently  according  to  the  amount  of  discharge. 
After  the  abscess  is  opened,  the  swelling  very  rapidly  subsides, 
so  that  even  on  the  next  day,  if  the  tube  have  been  introduced 
quite  to  the  bottom  of  the  cavity,  it  will  be  found  to  project  from 
the  wound,  and  the  projecting  portion  must  be  cut  off*.  It  is  well 
not  to  remove  the  tube  at  all  for  at  least  three  or  four  days,  and 
this  is  more  especially  the  case  if  the  abscess  have  been  opened  by 
Hilton's  method.  If  the  tube  be  taken  out  too  early,  considerable 
difficulty  may  be  found  in  re-introducing  it.  As  a  rule,  in  an  abscess 
of  moderate  size  the  tube  may  be  left  out  altogether  at  the  end  of 
about  a  week,  and  the  sinus  thus  left  will  generally  heal  in  a  further 
eight  or  ten  days.  After  the  first  pus  has  l>een  evacuated  (provided 
the  operation  has  been  done  thoroughl}'^  aseptically),  no  further  pus 
is  formed,  the  discharge  from  the  wound  consists  of  thin,  fairly 
clear  serum,  and  as  regards  the  local  and  general  symptoms,  imme- 
diate relief  is  experienced,  the  redness  passes  oflf,  the  skin  loses  its 
tense  shiny  appearance  and  becomes  wrinkled,  the  fever  subsides, 
and  the  patient  rapidly  recovers. 

So  far  I  have  described  the  treatment  of  an  acute  abseuhs  lus  it 
occurs,  say,  in  the  cellular  tissue.  The  tri*iitmf*Tit  iimsf  of  tujiirsi^  vitry 
in  many  cases  with  the  region  which  is  tha  st^at  of  tb^  MU{>imivitioil« 
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abscess,  the  general  rule  is  that  it  should  be  at  the  most  dependent 
part  of  the  cavity,  so  as  to  allow  the  discharge  to  escape  freely.  This 
rule  is,  no  doubt,  wise  in  cases  where  the  pus  has  been  burrowing 
nndemeatli  the  skin ;  but  it  is  not  essential  in  deeper-seated  abscesses, 
and  if  followed  may  at  times  lead  to  inconvenience.  An  essential 
rule  as  regards  the  position  of  the  opening  in  acute  abscesses  is  that 
it  should  be  as  far  as  possible  from  the  oritice  of  any  mucous  canal, 
and  therefore  from  souix^es  of  contamination.  If  only  the  abscess  be 
freely  and  thoroughly  opened,  and  efficient  drainage  established,  the 
pus  does  not  go  on  burrowing,  even  although  the  opening  is  not  at 
the  most  dependent  part  of  the  cavity. 

It  is  a  matter  of  great  importance  in  treating  acute  abscesses 
to  see  that  all  the  recesses  of  the  abscess  are  freely  opened.  As 
I  have  already  said  (page  81),  in  the  case  of  deep-seated  abscesses, 
or  abscesses  among  muscles  or  bands  of  fibrous  tissue — as  in  the 
breast,  etc. — ^the  pus  is  apt  to  spread  in  irregular  directions,  form- 
ing small  recesses,  which  are  not  properly  evacuated  if  only  an 
external  incision  be  made.  Hence  it  is  necessary,  when  such 
abscesses  ai*e  opened,  to  break  down  the  septa  which  separate  the 
various  projections  of  the  abscess,  and  this  is  much  better  done 
by  means  of  the  finger  than  by  any  instrument.  Where  the  abscess 
is  quite  superficial  this  is  not,  as  a  rule,  necessary,  and  an  opening 
sufficiently  large  to  admit  a  proper-sized  drainage-tube  will  answer 
the  purpose  ;  but  in  the  case  of  all  abscesses  which  have  passed 
through  fascia  it  is  very  essential  to  open  up  the  deeper  recesses. 
In  the  neck,  where  it  is  desirable  to  avoid  a  scar,  a  pair  of  dressing 
forceps  may  be  introduced  through  the  wound  which  has  been  made, 
and  by  se^mrating  the  blades  the  hole  in  the  fascia  through  which 
the  pus  has  reached  the  surface  may  be  enlarged ;  and  then,  by  push- 
ing on  the  forceps  into  the  various  recesses  of  the  abscess,  and 
0[)ening  them  from  time  to  time,  the  cavity  may  in  most  cases  be 
satisfactorily  di*ained. 

In  some  instances,  where  the  sup))uration  has  occurred  in  the 
neighbourhood  of  important  sti-uctures,  where  the  pus  is  deep-seated, 
and  where  it  might  be  dangerous  to  cut  freely  till  one  i*eaches  the 
collection,  the  plan  known  as  Hiltatis  inethod  is  usually  employed. 
This  consists  in  making  a  small  incision  through  the  skin,  and  then, 
by  means  of  dressing  or  sinus  forceps,  gradually  boiing  one's  way 
into  the  abscess  cavity.  That  the  abscess  cavity  has  been  reached 
is  evident  from  the  sudden  cessation  of  resistance  to  the  passage 
of  the  forceps,  and  in  most  cases  by  the  escape  of  pus  along  the  side. 
Having  in  this  way  reached  the  abscess  cavity,  the  blades  of  the 
forceps  are  thoroughly  expanded  so  as  to  tear  up  the  inten^ening 
tissues,  and  are  then  pushed  on  into  the  various  recesses  of  the 
abscess  and  expanded  from  time  to  time  with  the  view  of  opening 
the  cavity  completely. 

Whichever  method  is  employed,  a  drainayetuhe  of  sufficient  size 
should  then  be  introduced.  In  selecting  a  drainage-tube  it  must  be 
remembered  that  pns  is  a  thickish  liuid  and  does  not  readily  flow  away, 
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and  therefore  a  tube  of  sufficient  size  should  be  employed.  In  fact, 
one  cannot  make  a  mistake  in  selecting  too  large  a  tube.  The  tube 
must  be  of  proper  length,  and  not  project  beyond  the  surface  of  the 
skin,  and  the  portion  of  the  tube  which  enters  the  cavity  should  be 
perforated  laterally  with  holes,  so  as  to  allow  the  pus  to  enter  it 
freely.  The  tube  is  best  introduced  by  means  of  a  pair  of  Lister's 
sinus  forceps.  The  forceps  are,  in  the  first  instance,  passed  into  the 
cavity  in  order  to  ascei-tain  its  depth,  a  tube  is  then  cut  somewhat 
shorter  than  the  depth  to  which  the  forceps  go.  It  is  then  intro- 
duced into  the  cavity,  and  the  projecting  portion  cut  so  as  to  be  flush 
with  the  skin.  It  is  either  iinally  secured  in  its  place  by  a  stitch 
through  the  skin  and  the  wall  of  the  tube,  or  else  two  strings  are 
passed  through  the  wall  of  the  tube  and  knotted,  and  it  is  kept  from 
slipping  in  by  the  pressure  of  the  dressing  over  it.  Where  Hilton's 
method  has  been  employed,  it  is  well  before  withdrawing  the  forceps 
which  have  dilated  the  canal  to  introduce  a  probe  beside  them  into 
the  cavity  of  the  abscess,  otherwise  one  may  miss  the  track  which 
has  been  made  by  the  forceps,  and  when  one  comes  to  introduce  the 
tube  there  may  be  considerable  difficulty  in  doing  so.  If,  on  the 
contrary,  a  probe  be  left  in  sitUy  the  tube  may  be  readily  slipjied  over 
the  probe  until  it  reaches  the  abscess  cavity. 

When  the  tube  has  been  inserted,  the  swelling  may  be  squeezed 
so  as  to  expel  the  greater  part  of  the  pus  ;  but  I  do  not  think  it  is 
good  practice  to  wash  out  these  abscesses,  either  with  an  anti- 
septic or  an  aseptic  fluid.  The  whole  operation  must,  of  course, 
be  done  antiseptically,  after  the  manner  which  will  be  descril>ed 
in  another  article  (page  213);  and  as  regards  the  progress  of 
the  case,  the  dressing  should  usually  be  changed  on  the  following 
day,  and  then  subsequently  according  to  the  amount  of  discharge. 
After  the  abscess  is  opened,  the  swelling  very  rapidly  subsides, 
so  that  even  on  the  next  day,  if  the  tube  have  been  introduced 
quite  to  the  bottom  of  the  cavity,  it  will  be  found  to  project  from 
the  wound,  and  the  projecting  portion  must  be  cut  off*.  It  is  well 
not  to  remove  the  tube  at  all  for  at  least  three  or  four  days,  and 
this  is  more  especially  the  case  if  the  abscess  have  been  opened  by 
Hilton's  method.  If  the  tube  be  taken  out  too  early,  considerable 
difficulty  may  be  found  in  re-introducing  it.  As  a  rule,  in  an  abscess 
of  moderate  size  the  tube  may  be  left  out  altogether  at  the  end  of 
about  a  week,  and  the  sinus  thus  left  will  genemlly  heal  in  a  further 
eight  or  ten  days.  After  the  first  pus  has  \yeen  evacuated  (provided 
the  operation  has  been  done  thoroughly  asepticallj),  no  further  pus 
is  formed,  the  discharge  from  the  wound  consists  of  thin,  fairly 
clear  serum,  and  as  regards  the  local  and  general  symptoms,  imme- 
diate relief  is  experienced,  the  redness  passes  ofl*,  the  skin  loses  its 
tense  shiny  appearance  and  becomes  wrinkled,  the  fever  subsides, 
and  the  patient  rapidly  recovers. 

So  far  I  have  described  the  treatment  of  an  acute  abscess  as  it 
occurs,  say,  in  the  cellular  tissue.  The  treatment  must  of  course  vary 
in  many  cases  with  the  region  which  is  tiio  seat  of  the  suppuration. 
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In  a  case,  for  example,  of  acute  abscess  connected  with  inflammation 
of  the  periosteum  and  bone,  the  treatment  may  consist  of  opening 
the  abscess,  and,  in  addition,  of  the  removal  of  portions  of  the  inflamed 
bone.  Similarly,  in  abscesses  in  serous  cavities,  such  as  the  pleura, 
means  may  be  taken  to  favour  the  expansion  of  the  lung  ;  but  these 
different  points  in  connection  with  the  treatment  of  acute  abscesses 
will  be  referred  to  in  articles  dealing  with  the  diseases  of  the  various 
tissues  and  organs,  and  need  not  therefore  be  touched  on  here. 

Acute  suppuration  flpom  open  wounds.— In  acute  suppu- 
ration from  open  wounds  the  coui-se  of  events  is  very  much  the 

same  as  regards 
the  pathologi- 
cal changes, 
but,  the  pus 
being  able  to 
escape  freely, 
the  local  and 
constitutional 
symptoms 
which  are  pre- 
sent in  an  un- 
opened abscess 
are  naturally 
less  marked.  In 
fact,  after  the 
wound  has  be- 
come  com- 
pletely covered 
with  granula- 
tions, and  free 
suppuration  is 
established,  the 
local  and  gene- 
ral symptoms  of  inflammation  subside  and  almost  entirely  disappear, 
unless,  indeed,  some  septic  complication  has  come  into  play.  The 
question  of  suppurating  wounds  will  be  referred  to  again  in  speaking 
of  the  healing  and  treatment  of  wounds  (Art.  X.  page  209). 

Acute  suppuration  from  a  mucous  surface.— Where  sup- 
puration occurs  from  a  mucous  surface,  such  as  the  urethra,  the 
inflammatory  changes  take  place  in  the  first  instance  in  the  sub- 
mucous tissue,  which  becomes  loaded  with  leucocytes  and  young  cells  ; 
these  pus  cells  pass  out  l>etween  the  epithelial  cells,  and  escape  on  the 
free  surface,  along  with  fluid  derived  partly  fiom  the  blood-vessels, 
and  partly  from  hypei-secretion  of  the  mucous  glands,  whilst  the 
epithelium  itself  is  partly  shed  and  partly  undergoes  multiplication,  so 
that  epithelial  cells  are  found,  which  contain  in  their  interior  several 
smaller  protoplasmic  masses  (Fig.  16).  It  is  true  that  some  authors 
state  that  these  contained  cells  are  not  formed  by  multiplication  of 
the  original  epithelial  cells,  but  that  they  ai-e  in  reality  leuc 


Fig.  16.— Section  of  the  Urethra,  from  a  case  of  G^norrhcea  of  ten 
days'  standiuir,  showing  the  submucous  cellular  infiltration  and 
the  sheddiug  of  the  epithelial  ctlU,  some  of  the  prgectionn  being 
completely  denuded. 
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which  have  penetrated  into  the  cells,  and  they  deny  the  occun'ence 
of  proliferation  in  the  epithelium.  This  view,  however,  I  do  not 
think  is  correct,  more  especially  when  we  bear  in  mind  the  facts 
with  regard  to  proliferation  of  tissue  cells  in  inflammatory  conditions, 
such  as  the  pi-oliferation  of  the  endothelium  of  the  peritoneal  cavity. 
After  a  time,  if  the  inflammation  go  on,  the  mucous  membrane 
becomes,  in  parts,  more  or  le.ss  completely  deprived  of  its  epithelial 
covering,  *and  ulceration  takes  place,  so  that  when  recovery  occurs  a 
scar  is  left  on  the  surface  of  the  mucous  membrane.  Where  this 
inflammatory  condition  surrounds  the  canal  and  lasts  for  a  long  time, 
the  new-formed  connective  tissue  is  very  apt  to  constrict  the  calibre 
of  the  canal  and  produce  a  stricture. 

II.  DIFFUSE   CELLULITIS. 

At  the  beginning  of  this  article  I  mentioned  that  there  were  two 
forms  of  suppuration  in  the  tissues  :  namely,  the  circumscribed  acute 
a1)scess  and  diffuse  cellulitis,  and  we  must  now  shortly  consider  the 
latter  condition.  \Sce  also  page  167.)  This  condition  is  usually,  and 
probably  always,  due  to  the  Streptococcus  pyogenes  (page  27).  The 
inflammatory  proce.ss  is  not  limited  to  one  part^  but  spreads  rapidly 
along  the  cellular  tissue,  the  organisms  apparently  growing  along  the 
lymph  spaces  and  lymph  channels.  The  result  is  that  the  tissues 
become  swollen  from  the  ])resence  of  the  exuded  fluid  and  of 
numerous  cells,  but  there  is  not  in  the  early  stage  any  regular 
formation  of  a  cavity  containing  pus.  If  an  incision  be  made  into  a 
part  aflfected  with  diffuse  cellulitis,  turbid  semi-purulent  fluid,  or 
even  well-formed  pus,  can  be  pressed  out  from  the  interstices  of  the 
tissue,  while  it  is  also  found  that  poHions  of  the  fat,  and  fascia,  and 
other  structures  in  the  affected  area  have  died  and  form  sloughs. 
Thus,  the  characteristic  change  in  difluse  cellulitis  is  the  infiltration 
of  the  tissues  with  pus  and  the  sloughing  of  shreds  of  the  tissues 
affected.  This  condition  is  a  very  grave  one,  because  the  patient  is 
apt  to  die  of  septic  poisoning  from  absorption  of  chemical  products 
from  the  seat  of  disease,  or  the  organisms  themselves  are  very  apt  to 
get  into  the  circulation  either  directly,  or  after  having  led  to 
phlebitis  and  thrombosis,  and  thus  set  up  the  condition  of  pyaemia. 
(See  also  Art.  VIII.) 

Symptoms  of  diffuse  Cellalitis. — As  regards  local  appearances^ 
the  disease  generally  starts  from  a  scratch  or  a  puncture,  and 
begins  with  uneasiness  in  the  affected  part.  Around  the  seat  of  the 
puncture  redness  of  the  skin  appears,  and  spreads  pretty  rapidly, 
and  as  a  rule  red  lines  are  very  soon  found  running  along  the 
course  of  the  lymphatic  vessels  to  the  nearest  lymphatic  glands. 
Locally,  the  skin  becomes  much  swollen  and  brawny,  and  tender, 
but  as  time  goes  on  and  as  suppuration  appears  the  part  becomes 
boggy,  pitting  on  pressure  and  giving  an  imperfect  sensation  of 
fluctuation.  In  the  course  of  the  inflammation  definite  localised 
ollevticniR  of  pus  may  be  found  at  a  later  period,  but  at  the  early 
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stage  this  is  seldom  the  case,  the  tissues  l)eing,  as  I  have  just  said, 
infiltrated  with  the  pus  over  an  extensive  area.  Fresh  patches  of 
cellulitis  also  not  uncommonly  appear  along  the  course  of  the 
lymphatic  vessels,  probably  because  the  organisms  have  blocked 
the  lymphatic  vessel  in  some  part  of  its  course,  and  spread  into  the 
tissues  around,  and  set  up  the  disease  afresh.  If  the  case  be  left  to 
itself  and  the  patient  lives,  openings  by-and-by  form  in  various 
parts  over  the  inflamed  area,  from  which  pus  and  shreds  of  tissue, 
portions  of  muscles,  tendons,  etc.,  ultimately  escape. 

At  the  same  time,  the  patient  suffers  from  very  severe  canstitur 
ti(ynul  symptoina.  At  the  early  stage  the  disease  generally  begins 
with  a  rigor  and  high  temj^erature,  and  the  tempei'ature  in  this 
stage  often  runs  up  very  rapidly  to  104^  or  105^  Fahr.  Very  soon, 
as  the  disease  advances,  the  patient  passes  into  the  asthenic  or 
typhoid  condition  previously  described ;  his  pulse  becomes  very 
rapid  and  weak,  and  often  irregular,  his  temperature  remains  high 
and  oscillating,  his  tongue  becomes  brown  and  dry,  his  face  flushed, 
and  he  has  delirium  of  a  low  muttering  character  (page  65).  In 
most  cases,  if  the  disease  cannot  be  checked,  the  condition  ends 
in  death  in  a  very  short  time,  or  is  veiy  apt  to  lead  to  pysemia 
(Art.  VIII.).  The  symptoms  are  gravest  where  the  organisms  have, 
in  the  first  instance,  gained  admission  to  serous  spaces,  such  as 
tendon  sheaths,  bursse,  etc.,  and  in  most  cases  this  does  actually 
occur,  because  as  a  rule  this  affection  commences  with  scratches  or 
cuts  about  the  arm  or  fingers. 

Apart  from  the  immediate  gi*avity  of  the  condition,  even  if  the 
patient  recover,  this  affection  generally  leaves  very  serious  results 
behind,  more  especially  in  the  case  of  the  arm :  results  such  as  the 
matting  together  of  muscles,  the  loss  of  tendons,  adhesions  between 
tendons  and  their  sheaths,  etc.,  which  lead  to  loss  of  movement  of 
the  fingers  and  hand. 

Treatment  of  diffuse  cellulitis. — The  treatment  of  diflfuse 
cellulitis  must  be  from  the  very  first  of  the  most  vigorous  nature ; 
and  as  regards  the  constitutional  treatment,  it  consists  in  sup- 
porting the  strength  of  the  patient,  free  administration  of  stimu- 
lants, the  use  of  quinine  in  large  doses,  and  also  of  antipyretics 
with  a  view  of  keeping  the  temperature  down,  etc.  Locally,  the 
proi)er  treatment  at  the  very  earliest  period  is  to  make  free  in- 
cisions into  the  inflamed  area,  with  the  view  of  i)roinoting  the 
escape  of  the  fluids  and  sloughs,  so  that  there  shall  be  less  absorption 
of  the  poison.  These  incisions  must  be  extremely  free,  and,  in  fact^ 
the  whole  brawny  tissue  should  be  thoroughly  laid  open  from  end  to 
end,  and  any  recesses  from  which  pus  can  be  squeezed  should  be 
opened  up.  The  incisions  in  these  cases  cannot  be  too  free,  for  if  any 
recesses  escape  inspection  and  free  opening,  the  disease  is  certain  to 
spread  from  them.  After  having  thoroughly  laid  open  the  whole 
area  of  the  disease,  it  is  well,  I  think,  in  the  first  instance,  to  remove 
the  pus  and  blood  as  completely  as  possible,  and  then  to  sponge  the 
wliole   suiface    with    undiluted   carbolic   acid.      I   have  in  several 
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instances  brought  the  process  to  a  standstill — even  in  very  grave 
conditions  of  the  patient — by  free  treatment  of  this  kind.  Where 
the  condition  is  a  very  serious  one,  and  where  there  is  con- 
siderable destruction  of  the  tissue,  I  think  it  is  well,  after  having 
sponged  the  exposed  parts  with  undiluted  carbolic  acid,  to  pack  them 
with  lint  which  has  been  squeezed  out  of  the  pure  acid.  Where  one 
does  not  wish  to  increase  the  destruction  of  the  tissue  which  naturally 
follows  thb  method,  or  where  the  result  of  the  packing  is  the  cessa- 
tion of  the  process,  the  best  subsequent  treatment  is,  I  think,  to  stuff 
the  wound  and  all  its  recesses  with  cyanide  gauze  sprinkled  with 
iodoform.  After  a  few  days  the  whole  surface  will  be  covered  with 
granulations,  and  then  the  ordinary  applications  suitable  for  healing 
granulating  wounds,  and  which  will  be  referred  to  in  discussing  the 
treatment  of  wounds,  should  be  substituted  (Art.  X.).  In  some 
cases  great  benefit  is  derived  fix)m  continuous  irrigation  after  free 
incision  or  from  the  use  of  a  continuous  water  bath,  the  fluid  in  both 
instances  containing  some  antiseptic  (such  as  permanganate  of  potash, 
or  sanitas),  which  does  not  coagulate  albumen. 

When  the  inflammatory  symptoms  have  come  to  an  end,  one 
must  bear  in  mind  the  great  risk  in  the  hand  of  adhesions  between 
the  muscles  or  tendons,  and  the  consequent  chance  of  permanent 
disablement  of  the  hand  ;  and  therefore,  as  soon  as  possible,  passive 
and  active  motion  of  the  fingers  and  hand  should  be  freely  earned 
out  It  generally  suffices  if  the  passive  motions  be  carried  out  once 
or  twice  a  day  in  the  first  instance,  the  patient  being  encouraged  to 
move  the  fingers  at  any  time.  As  soon  as  the  wound  has  healed, 
the  part  should  be  thoroughly  massaged,  and  the  muscles  kneaded, 
with  the  view  of  breaking  up  and  getting  rid  of  the  inflammatory 
efliision. 

SUBACUTE  ABSCESS. 

Apart  from  acute  abscesses,  we  also  speak  of  subacute  and 
chronic  abscesses.  By  subacute  abscesses  we  mean  those  which  are 
slower  in  their  course  than  those  which  I  have  already  described,  and 
in  which  the  local  and  constitutional  symptoms  are  correspondingly 
milder.  As  a  rule,  the  course  of  a  subacute  abscess  will  be  from 
two  to  three  weeks,  instead  of  less  than  half  that  time,  as  is  the 
case  in  acute  abscess.  These  subacute  abscesses  are  for  the  most 
part  due  also  to  the  pyogenic  organisms,  but  usually  to  the  rarer 
forms,  which  are  less  virulent.  The  treatment  of  these  abscesses 
is  essentially  the  same  as  that  of  the  more  typical  acute  abscesses. 
The  so-called  chronic  abscess,  however,  differs  absolutely  from  the 
acute  abscess  and  subacute  abscess  both  in  its  pathology  and  in  its 
treatment,  and  with  very  few  exceptions,  if  any,  it  is  a  tubercular 
affection. 

CHRONIC  ABSCESS. 

By  a  chronic  abscess  we  mean  an  abscess  which  inci-eases  in  size 
very  slowly,  and  which  produces  little  or  no  local  or  constitutional 
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disturbance  till  it  is  opened.  These  abscesses  may  originate  in 
the  soft  parts  ;  but  perhaps  most  of  them  originate  as  the  result 
of  tuberculous  disease  in  glands,  joints,  or  bones  (Fig.  17).  The 
chronic  abscess  is,  in  fact,  a  tuberculous  tumour  with  a  softened 
centre,  and  when  it  begins — for  example,  in  the  subcutaneous  tissues 
— it  appears  in  the  first  instance  as  a  hard  nodule,  which  consists  of 
tubercles    witli    some    inflammatory   thickening   around.      As  this 

nodule  enlarges,  the  older  tubercles  in 
the  centre  undergo  caseation  and  break 
down,  and  lead  to  the  formation  of  a 
fluid  (the  so-called  pus),  which  is  sur- 
rounded by  a  wall  containing  numerous 
tul:)ercles  (Fig.  18).  The  abscess  so 
formed  will,  in  most  cases,  gradually 
extend,  sometimes,  however,  taking 
several  months  before  reaching  any 
large  size.  The  tuberculous  new  growth 
steadily  invading  the  surrounding  tis- 
sues and  breaking  down  at  the  centre, 
the  abscess  by-and-by  reaches  the  skin, 
which  becomes  thin,  and  ultimately 
gives  way,  and  the  contents  are 
evacuated. 

Symptoms  of  chronic  abscess. 

— So  long  as  the  abscess  is  unopened 
it  seldom  gives  rise  to  any  noticeable 
constitutional  symptoms  beyond,  pos- 
sibly, slight  elevation  of  temperature, 
but  after  an  opening  forms,  septic 
organisms  enter  ;  and  where  the  cavity 
is  large,  as  in  the  case  of  psoas  ab- 
scess, it  is  not  uncommon  for  more  or 
less  violent  suppuration,  with  all  its 
local  and  constitutional  symptoms,  to 
ensue.  In  some  cases,  indeed,  the  im- 
mediate effect  of  opening  a  psoas  abscess  without  any  precautions 
against  the  admission  of  micro-organisms  is  violent  febrile  disturbance, 
quickly  followed  by  a  condition  of  collapse,  and  the  death  of  the 
patient  within  two  or  three  days.  In  this  case  the  cause  of  the 
trouble  is  septic  intoxication,  from  rapid  decomposition  of  the 
contents  of  the  abscess,  as  the  result  of  the  growth  in  them  of 
saprophytic  organisms  (page  40).  Most  usually,  however,  the  eflfect 
of  sepsis  in  a  large  chronic  abscess  is,  as  I  have  just  said,  the  occur- 
rence of  suppuration  and  acute  local  and  general  inflammatory  dis- 
turbance. Til  is  may  be  followed  by  acute  septiciemia  or  pyaemia 
(Art  VIII.),  hut  most  commonly  the  acuteness  of  the  symptoms 
subsides,  and  a  profusely  suppurating  sinus  is  left.  This  suppurn- 
tion  from  the  sinus  goes  on  indefinitely,  and  very  often,  it  tl^ 
exit  of  pus  be  imperfect,  fresh  accumulations  form,  with 
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of  the  acute  attacks,  or    abscesses  may  arise  on  the  opposite  side 
or  in  the  loin. 

As  the  result  of  this  continuetl  suppuration,  the  patient  rapidly 
loses  ground,  becomes  emaciated,  and  suffers  from  hectic  fever. 
Hectic  /eveVy  in  fact,  is  nothing  more  or  less  than  chronic  septicaemia, 
and  it  only  occurs  in  cases  where  sepsis  is  present  Its  symptoms 
consist  in  the  first  place  in  certain  peculiarities  of  the  temperature, 
the  evening  temperatui*e  being  two  or  three  degrees  higher  than  the 
morning,  which  is  very  often  normal  :  at  the  same  time  the  patient 
wastes,  his  face  is  flushed — especially  over  the  malar  bones — there 
are  profuse  night  sweats,  and  the  appetite  becomes  impaired. 

After  this  condition  of  hectic  fever  or  chronic  septiciemia  has 
lasted  for  some  time,  a  condition  which  is  termed  amyloid  degenera- 
tion occurs  in  various  parts,  more 
especially  in  the  liver,  spleen,  kid- 
neys, and  intestines.  This  amyloid 
degeneration  begins  in  the  walls  of 
the  smaller  arteries,  which  lose  their 
definite  cellular  structure  and  be- 
come converted  into  a  peculiar 
structureless  substance  which  pre- 
sents certain  definite  reactions  to 
staining  reagents.  Thus,  with 
iodine,  the  \y&Yts  which  are  in  a  state 
of  d^eneration  become  dark  brown 
as  compared  with  the  yellow  stain- 
ing of  the  i*est  of  the  tissues.  Or 
again,  on  staining  with  ordinary 
commercial  gentian  violet,  the  parts 
which  are  the  seat  of  amyloid  de- 
generation come  out  a  pink  colour 
as  compared  with  the  bluish  violet 
stain  of  the  rest  of  the  tissues. 

Amyloid  degeneration,  though  beginning  in  the  walls  of  the 
vessels,  seems  after  a  time  to  extend  into  and  affect  the  tissues 
around.  The  result  of  this  condition  is  marked  enlargement  of  the 
organs  which  are  the  seat  of  the  degeneration,  the  liver  more 
especially  becoming  very  much  increased  in  size  and  also  in  weight ; 
the  spleen  becoming  also  enlarged,  and  on  section  presenting  the 
appearance  of  what  is  termed  the  "sago"  spleen,  small,  hardish, 
sago-like  granules  being  scattered  throughout  the  substance  of 
the  organ.  In  the  kidneys,  the  vessels  first  affected  are  chiefly 
those  in  the  glomeruli  ;  and  in  the  intestine,  the  vessels  in  the 
viUi. 

The  cause  of  this  degeneration  has  been  variously  explained,  the 
majority  of  pathologists  up  till  recently  attributing  it  to  changes  in 
the  constitution  of  the  blood  from  the  continued  loss  of  pus,  more 
especiiilly   loss   of   the  alkaline  and  potassium   constituents    of  the 
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inflamed  part  and  cellular  tissue  (h). 
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blood.  My  own  opinion,  however,  is  that  it  is  a  direct  eflfect  on  the 
vessels  of  the  circulation  through  them  of  the  products  of  the  bacteria 
which  are  kee[)ing  up  the  septic  condition.  This  form  of  degeneration 
practically  only  occurs  where  there  are  suppumting  wounds,  and  it 
is  most  usually  found  in  cases  of  tubercle  where  the  suppurating 
wounds  remain  a  long  time  open ;  and  further,  the  fact  that  the 
disease  in  the  first  instance  affects  the  wall  of  the  small  arteries 
seems  to  bring  the  pathology  into  relation  with  changes  in  the  con- 
dition of  the  blood  circulating  through  the  arteries,  just  as  we  have 
the  condition  of  endarteritis  set  up  in  various  other  circumstances 
where  irritating  materials,  such  as  alcohol,  acetone,  etc.,  are  circulat- 
ing in  the  blood.  The  result  of  this  condition  of  the  arteries  is, 
more  especially  with  regard  to  the  kidneys  and  the  intestines,  that 
they  be<M>me  leaky,  resulting  in  increased  secretion  (which  is  albu- 
minous) by  the  kidneys  and  in  diarrhoea,  which  ultimately  assumes  the 
form  known  as  colliquative  diarrhoea,  and  cannot  then  be  arrested  by 
any  known  means,  and  which  leads  in  the  course  of  a  few  days  to 
the  death  of  the  patient. 

Treatment  of  chronic  abscess. — As  the  above  mentioned 
results  only  appear  after  a  chronic  abscess  is  opened,  it  is  evident 
from  our  present  knowledge  that  they  are  directly  due  to  septic 
decomposition  taking  place  in  the  wound ;  hence,  in  tuberculous 
abscesses  we  must  be  particularly  careful  to  employ  all  the  best 
measures  for  preventing  the  entrance  of  bacteria — in  other  words, 
the  abscess  must  be  treated  rigidly  aseptically.  K  this  be  done, 
none  of  these  troubles,  namely,  profuse  suppuration,  septic  diseases, 
hectic  fever,  amyloid  degeneration,  occur.  Ample  evidence  of 
this  has  been  afforded  by  the  results  of  rigid  ase]>sis  in  the  treat- 
ment of  spinal  abscess,  and  I  have  elsewhere  published  statistics 
showing  that  a  large  proportion — something  over  70  per  cent — of 
cases  of  spinal  abscess  treated  by  aseptic  drainage  recover  completely 
without  having  passed  through  any  stage  of  illness  after  the  abscess 
was  opened.  (For  an  account  of  Spinal  Abscess,  see  Art.  XXXIX., 
Diseases  op  the  Spine,  Vol.  II.)  With  regard  to  the  treatment  of 
these  abscesses  by  drainage,  it  must  be  borne  in  mind  that  the  wall 
is  the  essential  part  of  the  disease,  and  while  treatment  adopted  simply 
with  the  view  of  evacuating  the  contents  may,  after  a  long  time  and 
with  proper  care,  lead  to  recovery,  yet  by  this  plan  the  destruction 
of  the  disease  is  left  to  nature,  and  the  result  remains  doubtful. 
Besides  which,  an  open  wound  must  continue  for  some  months,  into 
which,  as  the  result  of  some  error  on  the  part  of  the  surgeon,  septic 
bacteria  may  one  day  enter  and  set  up  all  the  troubles  which  have 
been  already  alluded  to.  Hence,  with  few  exceptions,  simple 
drainage  (of  course  under  antiseptic  precautions)  of  these  abscesses 
is  now  abandoned  in  favour  of  more  vigorous  measures,  in  which 
attempts  are  made  to  get  rid  of  the  wall  more  or  less  completely  ; 
and  the  treatment  of  chronic  abscesses  may  now  be  considered 
under  the  following  three  heads  : — 

1 .  The  ideal   treatment  of  chronic  abscess  is  to  dissect  < 
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abscess  as  one  would  dissect  out  a  cyst  without  opening  it.  If  this 
can  be  done,  a  clean  cut  wound  is  left,  which  is  not  infected  with 
tubercle  bacilli,  or  other  bacteria,  and  we  have  healing  by  first 
intention.  This  method  of  treating  chi-onic  abscesses  may  be  carried 
out  in  a  very  considerable  number  of  cases ;  for  example,  in  the 
subcutaneous  abscesses  of  children  {gomme  acrofideuse  of  the  Fi'ench) 
cure  is  at  once  effected  by  dissecting  them  out,  while  months  may 
elapse  before  healing  is  obtained  by  the  other  plans  of  treatment. 
Hence,  whenever  the  abscess  is  not  too  large  (and  after  all,  a  long 
skin  incision  is  not  a  matter  of  the  slightest  consequence,  except  in 
exposed  parts  of  the  body)  and  wherever  the  connections  of  the  abscess 
are  not  such  as  to  render  it  anatomically  impossible  to  remove  it,  this 
is  the  treatment  which  should  be  adopted.  This  method  need  not 
be  confined  to  abscesses  originating  in  the  soft  tissues,  or  in  glands — 
where  the  abscess  and  the  gland  together  are  excised — but  can  also 
be  carried  out  in  a  considerable  number  of  cases  of  abscesses 
connected  with  bones,  more  especially  abscesses  associated  with 
superficial  bones,  such  as  the  ribs  or  clavicle.  In  the  case  of 
abscess  connected  with  carious  ribs,  unless  it  be  very  large  indeed,  a 
free  incision  should  be  made  over  the  centre  of  the  abscess,  extending 
well  beyond  it  on  each  side,  and  in  the  direction  of  the  muscular  fibres 
which  overlie  it.  The  wall  of  the  abscess  should  be  exposed  and 
freed,  care  being  taken  that  the  cuts  are  made  in  the  healthy  fat 
around,  and  that  portions  of  the  wall  of  the  abscess  are  not  left 
behind.  The  abscess  wall  having  been  thoroughly  exposed — super- 
ficial to  the  rib — but  not  yet  opened,  the  point  at  which  it  joins 
the  periosteum  should  be  defined,  and  the  rib  cut  through  on  each 
side  behind  that  point  The  enclosed  portion  of  rib  belonging 
to  the  abscess  is  then  removed,  along  with  the  abscess  wall.  It  will 
be  found  in  most  cases,  however,  that  the  pus  has  accumulated,  not 
only  superficially  to  the  rib,  but  also  on  its  deeper  surface  between  it 
and  the  pleura,  and  this  deeper  portion  of  the  abscess,  which  is 
generally  quite  small,  cannot  usually  be.  removed  without  running 
the  risk  of  opening  the  pleural  cavity.  Hence,  with  regard  to  this 
part  of  the  abscess,  thorough  scraping  with  a  sharp  spoon  must  be 
employed.  As  a  rule,  the  whole  abscess  can  in  this  way  be  removed, 
and  the  wound  is  then  closed  and  heals  by  first  intention.  In  cases 
where  the  abscess  is  connected  with  disease  in  the  long  bones,  more 
especially  with  the  enlarged  epiphysial  ends 'of  the  bones,  the  abscess 
should  be  freed  in  a  similar  manner,  and  then,  by  means  of  a  chisel 
and  mallet,  the  piece  of  bone  should  be  chipped  away  underneath 
the  point  of  attachment  of  the  abscess  ;  if  it  be  then  found  that 
there  is  a  tuberculous  deposit  in  the  interior  of  the  bone,  this 
deposit  must  be  thoroughly  cleared  out  by  gouging  or  sci'aping.  {See 
Art.  XXX.) 

2.  Where  it  is  not  possible  on  account  of  the  size  and  anatomical 
connections  of  the  abscess  to  dissect  it  out  completely,  the  surgeon 
must  be  content  with  some  less  efficient  measure.  In  such  a  case  a  free 
inoiBion  should  be  made  over  the  abscess,  laying  it  open,  if  possible, 
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completely,  and  then,  wherever  it  can  be  managed,  the  wall  should 
be  cat  or  clipped  away.  In  tlie  parts  where  t^is  is  not  advisable 
or  possible  the  sharp  spoon  must  be  employed  thoroughly,  with 
the  view  of  excising  any  i*emaining  portions  of  the  wall.  Bone 
deposits,  or  diseased  portions  of  bone,  must  of  course  be  removed  as 
completely  as  possible.  Where  the  wall  has  in  this  way  been 
thoroughly  exposed  and  pretty  completely  removed,  one  may  stitch 
up  the  wound  again,  and  obtain  healing  by  fii-st  intention,  and  in  most 
cases  no  recurrence  takes  place ;  in  fact,  in  most  cases  the  tuberculous 
material  has  been  completely  taken  away.  One  may,  before  closing 
the  wound  in  such  cases,  inject  a  small  quantity  of  a  10  per  cent, 
emulsion  of  iodoform  and  glycerine,  and  leave  it  in.  Where  consider- 
able portions  of  the  abscess  wall  are  left  behind  in  the  depth  of  the 
wound,  it  is  best  not  to  close  it  in  the  first  instance,  but  to  pack  it 
with  cyanide  gauze,  which  has  been  thoroughly  sprinkled  over  with 
iodoform.  This  packing  will  not  require  renewal  for  several  days — 
possibly  five  or  six,  and  then  subsequently  it  should  be  changed  every 
day  or  two,  according  to  circumstances.  After  a  time  it  will  be 
found  that  the  wound  (even  in  the  parts  where  tuberculous  material 
was  left  behind)  has  become  covered  with  healthy  granulations,  and 
when  that  is  the  case,  the  stuffing  may  be  left  out,  the  edges  of  the 
wound  stitched,  and  healing  by  first  intention  permitted.  It  has 
been  supposed  by  Krause  that  while  iodoform  has  no  real  antibacteric 
action  in  ordinary  circumstances,  it  may  interfei-e  with  the  vitality 
of  the  tubercle  bacilli  when  oxygen  is  absent,  and  in  plugging  a 
deep  cavity  firmly  with  gauze  and  iodoform,  the  oxygen  is  more  or 
less  completely  excluded,  and  in  addition  the  surface  of  the  wound 
is  irritated  and  made  to  granulate  more  i-apidly  by  the  mechanical 
action  of  the  gauze  itself. 

3.  In  cases  where  it  is  impossible  to  carry  out  the  firat  or  second 
plan  of  treatment,  and  where  one  can  only  make  a  limited  opening 
into  the  abscess  cavity,  and  cannot  reach  the  whole  of  its  wall 
efficiently,  as  in  the  case  of  psoas  abscess,  the  next  best  plan  is  to 
make  an  incision  sufficiently  large  to  admit  the  entrance  of  the 
finger.  The  contents  of  the  abscess  are  then  allowed  to  escape,  and 
a  sharp  spoon  is  introduced,  preferably  one  of  Barker's  Hashing 
spoons,  where  the  handle  is  hollow,  and  a  stream  of  fluid  can  be 
made  to  flow  constantly  through  the  wound  at  the  same  time  that  it 
is  sci-aped.  By  means  of  the  spoon,  the  wall  of  the  abscess  cavity 
is  everywhere  scraped  as  thoroughly  as  possible,  care  of  course  being 
taken,  on  the  side  towards  the  veins  or  the  peritoneum,  not  to  open 
them.  Having  thoroughly  scraped  the  whole  of  the  soft  and  as 
much  of  the  hard  tissue  of  the  wall  as  possible,  the  material  so 
detached  is  thoroughly  washed  out  (where  Barker's  spoon  is  used 
this  washing-out  goes  on  simultaneously  with  the  scraping)  by  a 
stream  of  weak  warm  antiseptic  solution,  such  as  1  to  6,000 
bichloiide  of  mercury,  and  afterwards  it  is  well  to  dry  the  cavity|. 
and  in  addition  to  remove  any  adherent  portions  of  tuberculous  mate- 
rial by  introducing  a  rough  sponge  into  it  and  thoroughly  sorubbiiig 


GHRONIO    ABS0ES8.  99 

the  wall  in  all  directions.  Subsequent  to  this  treatment,  one  or  two 
ounces  of  a  10  per  cent,  emulsion  of  iodoform  and  glycerine  are 
injected  and  left  in  the  cavity,  the  skin  wound  and  also  that 
through  the  muscles  being  stitched  up  and  an  antiseptic  dressing 
applied. 

As  a  result,  the  incision  through  the  skin  usually  heals  by  first 
intention,  and  in  a  certain  proportion  of  cases  there  is  no  reaccumu- 
lation  of  fluid  in  the  cavity,  the  ti*ouble  being  at  once  cured  by  a 
single  operation.  In  other  cases,  however,  while  the  skin  wound 
heals,  a  certain  amount  of  reaccumulation  takes  place  in  the  cavity 
of  the  abscess,  although  it  does  not  attain  the  same  size  as  it  was 
previously.  This  accumulation  may  with  rest  become  again  ab- 
sorbed, but  in  most  cases  it  is  best  to  re-open  the  wound,  evacuate 
the  fluid  (which  is  usually  a  glairy,  clear,  dark  brown  material  con- 
tainiug  a  quantity  of  iodine),  scrape  out  the  cavity  again,  and,  either 
after  injection  of  a  fresh  quantity  of  iodoform  and  glycerine,  or  with- 
out such  injection,  stitch  up  the  woimd.  In  the  great  majority  of 
cases  permanent  cure  is  obtained,  either  after  the  single  operation  or 
after  repetition  on  two  or  three  occasions. 

In  a  small  number,  however,  not  only  does  the  fluid  reaccumulate, 
but  the  line  of  incision  which  had  healed  by  first  intention  breaks 
down  and  a  sinus  forms.  These  are  generally  cases  in  which  either 
the  recesses  of  the  cavity  have  not  been  reached  in  the  scraping  and 
washing  process,  or  where  a  bony  sequestrum  is  present,  or  where 
the  patients  are  unhealthy  and  have  a  great  tendency  to  tuberculous 
disease.  In  such  cases  I  have  sevei*al  times  succeeded  in  getting  a 
permanent  cure  by  dissecting  away  the  orifice  of  the  sinus  and  its 
wall  as  it  passed  through  the  muscles,  thoroughly  scraping  out 
the  cavity  in  the  manner  previously  described,  and  stitching  up  the 
wound  once  more.  In  some  cases,  however,  in  spite  of  repetition  of 
this  process,  I  have  ultimately  had  to  resort  to  the  old  plan  of  aseptic 
drainage. 

As  regards  tfie  treatment  of  tlie  septic  complications  which  occur 
whei-e  these  abscesses  are  not  opened  with  aseptic  precautions,  I  need 
say  very  little  at  present,  because  this  matter  is  referred  to  in  the 
ai-ticle  on  Wounds  (page  222).  Where,  immediately  following  an  in- 
cision into  a  psoas  abscess,  symptoms  of  septic  intoxication  occur,  the 
clear  indication  is  to  make  the  external  opening  as  free  as  possible, 
and  wash  out  the  decomposing  fluid  which  is  present  in  the  cavity. 
This  fluid  should  be  washed  out  with  some  non- irritating  antiseptic 
solution  such  as  boracic  acid,  permanganate  of  potash,  or  very  weak 
sublimate  solution,  because  the  stronger  antiseptic  solutions  will  not 
in  any  way  disinfect  the  cavity,  but  will  injure  the  cells  at  the 
surface,  and  thus  possibly  provide  an  entrance  for  bacteria  into  the 
system.  After  opening  up  such  a  cavity,  a  large  drainage-tube  should 
be  introduced,  and  in  some  cases  where  the  patient  is  very  ill,  it 
might  be  of  advantage  to  arrange  for  some  hours  of  constant  irriga- 
tion through  these  tubes  with  one  of  the  fluids  previously  mentioned 
kept  at  the  body  temperature. 
H  2 
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In  cases  where  the  septic  change  occurs  somewhat  later,  and  is 
due  to  the  pyogenic  organisms — that  is  to  say,  in  cases  where  there 
is  free  suppuration  from  the  cavity — all  that  can  be  done  locally  is 
to  provide  for  veiy  free  drainage,  while,  at  the  same  time,  the 
strength  of  the  patient  is  supported,  and  quinine  and  febrifuges  are 
administered  if  necessary.  Attempts  may  be  made  to  diminish  the 
sepsis  and  the  amount  of  poisonous  products  by  injecting  iodoform 
and  glycerine  into  the  cavity  from  time  to  time,  but  the  effect  is 
really  extremely  slight. 

As  regards  the  treatment  of  Jhectic  fever ^  the  fii*st  essential  is  as 
far  as  possible  to  diminish  or  remove  the  septic  condition  of  the 
wound,  and  in  cases  where  the  suppuration  has  become  more  chronic 
and  these  hectic  symptoms  have  set  in,  I  think  it  is  worth  while 
opening  up  the  wound,  scraping  the  wall  of  the  cavity  as  thoroughly 
as  possible,  and,  after  the  bleeding  has  been  arrested,  sponging  the 
wall  with  undiluted  carbolic  acid,  and  powdering  the  surface  with 
iodoform.  Where  we  have  to  do  with  such  a  cavity  as  a  psoas 
abscess,  one  must  then  introduce  large  drainage-tubes  and  see  that 
the  discharge  escapes  freely  ;  but  where  the  incision  into  the  cavity 
is  freer  and  one  can  reach  its  recesses,  it  is  best  to  stuff  it  with 
cyanide  gauze  sprinkled  with  iodoform,  the  stuffing  being  renewed 
whenever  it  is  necessary  till  the  wound  has  completely  granulated. 
In  a  certain  proportion  of  cases  the  parts  will  be  rendered  aseptic 
by  this  treatment,  and  the  hectic  fever  will  subside.  If  the  result  be 
not  perfect,  or  if  the  hectic  fever  and  suppuration  recur,  and  if  the 
patient  be  strong  enough,  the  process  may  be  repeated,  and  I  have 
succeeded  in  more  than  one  instance  in  the  case  of  psoas  abscess  in 
checking  the  septic  condition  and  obtaining  healing  of  the  wound 
by  persevering  in  this  line  of  treatment. 

I  have  described  this  treatment  in  connection  with  the  more 
prolonged  and  less  severe  suppuration  and  the  condition  of  hectic 
fever.  Cases  where  the  suppuration  is  profuse,  that  is  to  say,  where 
active  septic  processes  are  going  on  in  the  wall  of  the  abscess,  are 
not  adapted  for  such  treatment,  unless,  indeed,  one  can  obtain  free 
access  to  every  portion  of  the  cavity.  If  one  cannot  do  this,  but 
have  to  work  in  the  dark,  as  in  cases  of  psoas  abscess,  the  attempt  to 
scrape  and  disinfect  the  cavity  will  certainly  be  unsuccessful,  and 
fresh  paths  are  apt  to  be  opened  for  the  spread  of  the  septic 
organisms  left  behind  into  the  body  generally. 

As  regards  the  general  treatment  of  hectic  fever,  that  must  be 
carried  out  on  the  lines  of  the  treatment  of  the  various  symptoms 
that  arise.  Antipyrine  and  other  antipyretics  should  be  employed  if 
the  evening  temperature  goes  high,  being  administei'ed  an  hour  or  so 
before  the  temperature  reaches  its  highest  point.  Quinine  in  all 
cases  is  of  value,  as  also  is  iron.  The  night  sweats  are  particularly 
exhausting,  and  may  be  checked  either  by  the  £td ministration  of 
belladonna  internally,  or  by  sponging  the  skin  with  a  weak  solution 
of  acetic  acid  or  sulphuric  acid.  Stimulants  should  be  freely  admi- 
nistered, and  as  nourishing  a  diet  as  can  be  assimilated  should  be  given. 
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In  certain  cases  where  abscesses  have  been  opened,  the  wound  is 
a  long  time  in  healing,  or  refuses  to  close  altogether,  a  small  open- 
ing l^ing  left  which  leads  into  the  deeper  tissues.  Where  this 
opening  ends  in  the  depths  of  the  tissues,  it  is  spoken  of  as  a  ainvs; 
or  where,  being  in  the  skin,  it  leads  to  an  opening  in  a  mucous 


Fig.  19.— Tabercnlar  Sinuses  and  Uloen  in  connectioD  with  DiBOOM  of  the  Hip  and  Wrist 

Joints. 

The  (lotted  line,  extending  fn>m  the  probe,  indicate!  the  extent  to  which  the  skin  is  tisflermined 
around  the  opening  of  the  sinas. 

membrane,  it  is  spoken  of  as  a  fistula.  Sinus  and  fistula  may  also 
occur  in  operation  wounds,  but  as  I  have  said,  they  are  much  more 
commonly  the  result  of  a  previous  abscess. 

OaiUieB  of  sinus. — There  are  various  reasons  why  these  sinuses 
may  not  heal.  One  of  the  common  causes  of  non-healing  is 
the  presence  at  the  bottom  of  the  sinus  of  a  foreign  body,  more 
especially  of  a  piece  of  dead  bone.  In  such  a  case,  suppui*ation 
is  kept  up  around  the  foreign  body,  and  the  pus  must  find  a 
channel  for  escape,  and  therefore  keeps  the  sinus  open.  Indeed, 
if  the  orifice  of  the  sinus  be  not  sufliciently  large,  pus  accumulates 
in  the  deeper  parts,  and  presently  finds  its  way  to  the  surface  else- 
where, leading  to  the  formation  of  a  fresh  abscess,  and  subsequently 
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of  another  sinus.  The  most  common  cause  of  sinus  is,  however, 
the  presence  of  tuberculous  disease  in  the  wall,  more  especially 
where  pyogenic  organisms  have  entered  the  abscess  cavity  at  the 
time  of  opening  or  subsequently.  {See  Fig.  19.)  These  tuberculous 
sinuses  are  extremely  common  after  chronic  abscesses  have  been 
opened,  and  if  the  wall  of  the  sinus  be  examined,  it  is  found  to  be 
lined  by  tubercles,  just  as  the  wall  of  a  chronic  abscess  itself  is. 
In  such  cases,  although  there  may  be  no  foreign  body,  the  sinus  may 
persist  indefinitely,  especially  if  pyogenic  organisms  be  present,  the 
tubercle  having  but  little  tendency  to  di8api>ear.  Where  the  entrance 
of  pyogenic  organisms  is  prevented,  in  most  coses  the  tissues  ulti- 
mately overcome  the  tubercular  process,  and  the  sinus  heals.  Other 
causes  of  sinuses  are  movement  in  the  jmi't,  as  where  the  abscess  is 
formed  between  planes  of  muscles  which  are  kept  in  constant  move- 
ment, and  imperfect  exit  for  discharge,  quite  apart  fix>ni  the  presence 
of  a  foreign  body  or  of  tuberculous  disease.  Where  the  opening  is 
incomplete  the  septic  pus  does  not  escape  freely,  and  thus  a  condition 
of  inflammation  is  kept  up,  and  the  deeper  portions  of  the  wound 
are  kept  apart  by  the  presence  of  the  pus. 

Treatment  of  sinus. — The  treatment  of  a  sinus  consists  essen- 
tially in  the  removal  of  the  cause  of  the  persistence  of  the  opening ; 
hence,  in  all  cases  the  sinus  must  be  opened  up  freely  so  that  there 
shall  be  no  ditticulty  in  the  escape  of  pus  from  the  deeper  pai-ts,  and 
if  a  foreign  body,  such  as  a  piece  of  dead  bone,  be  present,  this  must 
be  removed.  Where  the  cause  of  the  sinus  is  muscular  action,  the 
part  should  be  placed  on  a  splint,  or  by  other  means  be  kept  at 
rest;  where  it  is  impei*fect  escape  of  discharge,  the  opening  must 
be  enlarged  and  large  drainage-tubes  inserted,  counter-openings 
being  made  if  necessary.  Where  we  have  to  do  with  a  tuberculous 
sinus,  the  best  treatment  is  to  enlarge  the  wound  and  dissect  away 
the  walls  of  the  sinus  and  any  disease  which  may  be  present  at  the 
bottom.  Where,  from  the  situation  of  the  sinus,  this  treatment  is 
impracticable,  the  orifice  should  be  opened  up  and  the  lining  mem- 
brane thoroughly  scraped  away.  In  cases  where  the  sinus  leads  to 
dead  bone,  which  is  comparatively  easily  accessible,  it  is  well  to  make 
a  ver^free  incision  along  the  track,  and  after  having  scraped  away 
and  removed  as  much  of  the  disease  as  possible,  stuff  the  wound 
with  gauze  sprinkled  with  iodoform,  and  make  it  heal  from  the 
bottom. 

Varieties  and  causes  of  fistula. — Fistula  is  a  condition 
where  there  is  an  oi>ening  in  the  skin  and  an  opening  in  the 
mucous  membrane,  with  a  canal  between  them.  It  occurs  in  various 
parts  of  the  body,  especially  around  the  orifices  of  tlie  mucous  canala. 
Thus  there  are  salivary  listulie,  where  there  is  an  external  opening 
leading  into  a  salivary  duct,  the  salivary  duct  again  leading  into  the 
Qiouth.  {See  Art.  XLIV.,  on  Affections  of  the  Mouth,  Vol.  IL) 
There  are  various  congenital  fistulse,  more  especially  in  the  neck,  which 
are  remains  of  branchial  clefts  (Art.  XLII.,  on  Injuries  and  Diseases 
OF  THE  Neck,  Vol.  II.).    We  have  intestinal  fistula;,  where  an  opening 
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communicates  between  the  intestinal  canal  and  the  surface  of  the  skin, 
this  resulting  most  usually  as  the  consequence  of  disease  or  injury, 
such  as  after  strangulated  hernia  with  gangrene  of  the  bowel,  after 
operations  in  the  abdomen  where  the  bowel  has  been  opened,  after 
the  operation  of  colotomj,  6tc.  ;  or  it  may  be  congenital  where  the 
intestine  communicates  with  the  sui*face,  this  being  generally  situated 
at  the  umbilicus.  {See  Art.  XLVIL,  on  Injuries  and  Diseases  op 
THE  Abdomen,  Vol  II.)  The  most  common  Rstulse  are  the  anal 
iistulse,  following  abscess  under  the  mucous  membrane  of  the  bowel, 
the  pus  afterwards  making  its  way  into  the  ischio-rectal  fossa,  and 
opening  both  internally  into  the  rectum  and  externally  through  the 
skin.     {See  Art  XLIX.,  on  Diseases  op  the  Rectum,  VoL  IL) 

The  chief  reason  why  these  fistulse  do  not  heal  is  the  constant 
passage  through  tbem  of  substances  from  the  mucous  canal.  For 
example,  in  the  case  of  salivary  fistula  there  is  constant  discharge 
of  saliva,  which  prevents  the  healing  of  the  wound ;  in  the  case  of 
intestinal  fistula  there  is  constant  passage  of  the  bowel  contents,  and 
similarly  in  the  case  of  the  anal  iistulse.  In  the  case  of  the  con- 
genital fistulte,  especially  in  the  neck,  the  cause  of  the  non-closure  is 
due  to  the  fact  that  the  whole  track  of  the  canal  is  lined  with 
epithelium,  and  consequently  no  healing  is  possible. 

Treatment  of  fistula.— The  treatme^t  of  the  various  iistulse 
is  considered  in  the  accounts  of  the  surgery  of  the  various  regions, 
and  I  need  not  therefore  go  into  it  in  detail.  It  essentially 
consists  either  in  laying  the  canal  between  the  skin  and  the 
mucous  membrane  completely  open,  and  causing  healing  to  occur 
from  the  bottom,  or  in  diverting  the  fluid  which  is  passing  over 
the  canal  and  preventing  the  healing  of  the  fistula,  or  in  remov- 
ing the  epithelial  lining  of  the  canal.  Thus,  in  the  case  of  the 
salivary  fistula,  operations  are  carried  out  by  which  the  saliva 
shall  find  a  direct  opening  into  the  mouth ;  and  when  that  is 
done,  the  opening  in  the  skin  may  be  refreshed  and  stitched 
-  up.  Similarly,  in  the  case  of  intestinal  fistulse,  means  are  taken 
to  make  it  more  easy  for  the  fiscal  matter  to  pass  along  the 
intestinal  tract,  than  to  make  its  way  out  through  the  fistulous 
opening.  Thus,  where  the  faecal  fistula  has  resulted  from  gangrene 
after  strangulated  hernia,  the  contents  of  the  bowel  cannot  find 
their  way  into  the  lower  part  of  the  bowel,  on  account  of  a  spur 
of  mucous  membrane  which  acts  as  a  valve  over  the  orifice  and 
the  lower  part  of  the  canal ;  and  steps  must  be  taken  to  remove 
this  spur  of  mucous  membrane,  either  as  was  formerly  done  by  the 
use  of  Dupuytren's  enterotome  or,  if  necessary,  by  freeing  the  two 
ends  of  the  bowel  and  subsequently  uniting  them.  In  the  case  of 
anal  fistula  the  only  satisfactory  treatment  is  to  lay  it  freely  open,, 
scrape  away,  or  even  cut  away  the  wall  of  the  fistula,  especially  if  it 
be  in  a  tuberculous  condition  ;  and  then  stuff  the  wound  tor  some  days, 
and  make  it  heal  from  the  bottom.  In  the  case  of  perineal  fistui^^ 
which  are  almost  always  due  to  the  presence  of  strictuie,  the  firiit 
in  the  treatment  must  oongjit  ia  the  removal  of  that  stricture^ 
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by  idilatation  or  by  urethrotomy,  or  in  some  other  maimer.  (See 
Art.  LI.,  on  Injuries  and  Diseases  of  the  Urinary  Organs,  Vol.  II.) 
In  cases  where  we  have  to  do  with  congenital  fistulie,  nothing  short 
of  complete  removal  of  the  whole  track  by  dissection  will  effectually 
cure  the  trouble.  Attempts  at  destroying  the  mucous  lining  of  the 
track  by  scraping,  or  by  means  of  caustics,  almost  invariably  fail, 
probably  from  the  fact  that  islets  of  epithelium  escape  the  action 
of  the  remedies. 
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IV.     ULCERATION.  ^, 

By  W.  WATSON  CHEYNE,  F.R.S.,  F.R.C.S., 
Surffeon  to  King*»  CoHege  ffoapital ;  Profetsor  of  Surgery  at  Kmg*8  Cdltge. 


It  has  already  been  pointed  out  (Art.  II.  page  60)  that  inflamma- 
tion, when  it  has  reached  the  stage  of  the  formation  of  granulation 
tissue,  and  is  affecting  a  free  surface,  may  terminate  in  ulceration. 
Instead  of  the  healing  process  taking  place  there  ensues  a  gradual 
extension  of  the  sore,  either  with  or  witliout  suppuration,  owing  to 
breaking-down  of  the  tissue  which  forms  its  surface,  the  result  either 
of  degenerative  changes  from  imperfect  nutrition,  or  of  actual  gan- 
grene of  microscopic  portions  of  the  tissue. 

True  ulceration  is  an  inflammatory  process,  and  no  breach  of 
surface  can  be  called  an  ulcer  in  which  the  inflammatory  changes 
have  not  already  gone  on  to  the  stage  of  granulation.  This  defini- 
tion distinguishes  true  ulceration  from  a  recently  made  wound  on 
the  one  hand,  or  from  the  bi'eaking-down  of  a  tumour  on  the  other. 

Classification  of  ulcers. — ^There  are  three  kinds  of  sores 
which  are  included  under  the  head  of  ulcers. 

1.  In  the  first  place  we  have  those  which  are  not  due  to  any 
specific  virus,  but  which  are  caused  by  various  local  disturbances 
which  interfere  with  the  vitality  of  the  part,  more  especially  disturb- 
ances in  the  circulation  or  in  the  innervation  of  the  tissue.  These 
are  generally  8])oken  of  as  chronic  non-infective  ulcers^  the  chronic 
character  varying  considerably  in  certain  circumstances,  some, 
indeed,  almost  deserving  the  title  of  acute  ulcers. 

2.  The  second  group  is  composed  of  ulcera  which  result  from 
the  develbpment  in  the  part  of  a  definite  specific  virus,  more  espe- 
cially of  the  virus  of  tuberculosis  or  of  syphilis;  they  are  termed 
chronic  infective  ulcers.  In  these  specific  ulcerations  there  is  a 
tendency  to  degeneration  of  the  surface  of  the  sore  as  the  result  of 
the  action  of  the  specific  virus,  quite  apart  from  disturbances  in  the 
circulation  or  in  the  nervous  supply  of  the  part. 

3.  The  third  group  consists  of  tumours  of  various  kinds,  more 
especially  malignant  tumours  which  have  invaded  the  skin  or  led 
to  aloughing  of  the  skin  over  them,  and  the   surface  of  which   is 

king  down ;   these  are  either  cancerous  or  sarcomatous  ulcers. 
P'rom  what  lias  been  already  said  it  is  evident  that  these  sores  do 
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not  conform  to  the  definition  of  true  nicer ;  they  most,  however,  be 
referred  to  in  describing  ulcerative  processes.  They  may  be  classed 
under  the  heading  of  tJ^rcUing  tumours, 

I.  THE  CHRONIC  NONINFECTIVE  ULCER. 

Oanses.— The  causes  which  lead  to  the  development  of  these 
ulcers  are  partly  and,  indeed,  mainly  loccUf  partly  also  general. 

Local  causes*— The  chief  local  causes  that  lead  to  ulceration 
are  those  which  intei*fere  with  the  circulation  of  blood  in  the  part. 

1.  Anything  which  prevents  the  venous  return,  or  which  dimin- 
ishes the  arterial  supply,  interferes  with  the  nutrition  of  the  part, 
and  if  the  part  so  atiected  be  already  the  seat  of  a  sore,  that  sore 
is  very  apt  to  break  down  and  ulcerate  instead  of  healing.  The 
most  common  obstacle  to  venous  return  leading  to  the  formation  of 
an  ulcer  is  the  presence  of  varicose  veins.  Where  the  veins  are 
nmch  dilated,  the  valves  become  incompetent,  and  when  the  patient 
walks  about,  the  weight  of  the  column  of  blood  interferes  with  the 
onward  flow  of  blood  from  the  part.  Varicose  veins  are  more  especi- 
ally likely  to  lead  to  the  formation  of  an  ulcer  if  the  small  veins  in 
the  skin  be  affected.  Persons  may  walk  about  for  a  long  time  with 
enormously  enlarged  varicose  veins,  so  long  as  the  cutaneous  veins 
ai*e  healthy,  without  developing  a  varicose  ulcer. 

2.  Then,  again,  the  presence  of  an  atJheromatous  condition,  of  the 
arteries  will  act  similarly,  in  that  a  smaller  quantity  of  blood  b 
brought  to  the  pai-t  and  the  nutrition  of  the  part  is  thus  impaired  ; 
and  if  we  have  the  combination  of  atheromatous  arteries  with  vari- 
cose veins,  the  probability  is  very  great  that  ulceration  will  take 
place,  more  especially  if  a  sore  be  actually  present  Indeed,  where 
the  circulation  is  feeble  or  imperfect,  the  mere  dependent  position 
of  the  limb  is  sufficient  to  keep  up  or  lead  to  the  ulcerative  process, 
quite  apart  from  the  presence  of  varicosity  of  the  vfeins. 

3.  Apart  from  the  presence  of  atheromatous  vessels,  anything 
which  tends  to  press  on  tJie  vessels  from  without  will  also  tend  to  lead 
to  ulceration.  If,  for  example,  a  sore  have  foi*med,  say  as  the  result 
of  an  accident,  in  skin  over  loose  connective  tissue,  and  the  part  be 
allowed  to  hang  down,  or  a  more  or  less  acute  attack  of  inflammation 
supervene,  the  exudation  which  is  poured  out  intp  the  loose  con- 
nective tissue  presses  on  the  vessels  and  interferes  to  such  an  extent 
with  the  circulation  in  the  part  as  to  lead  to  the  formation  of  an 
ulcer,  and,  as  we  shall  see  presently,  this  is  the  chief  cause  of  exten- 
sion of  the  ulceration  and  the  chief  obstacle  to  healing  in  callous 
ulcers. 

4.  Further,  a  naturally  iveak  condition  of  the  tissues  also 
favours  the  occurrence  of  ulceration,  and  hence  it  is  that  ulcers 
are  much  more  frequent  in  old  people  than  in  young. 

5.  A  similar  condition  is  brought  about  by  exposure  to  cold,  espe- 
cially in  persons  whose  nutrition  is  imperfect,  more  particularly  as 
the  result  of  bad  food  and  bad  hygienic  conditions.      One  of  the 
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first  effects  of  cold  is  to  produce  the  <K>ndition  known  as  chilblain  ; 
and  partly  as  the  result  of  local  irritation  of  the  chilblain,  such  as 
rubbing,  and  partly  as  the  result  of  further  exposure  to  cold,  ulcera- 
tion is  apt  to  occur  pretty  rapidly. 

6.  Another  local  cause  which  leads  .to  ulceration  is  movement  of 
the  part.  For  example,  where  a  sore  is  situated  over  a  muscle,  or  over 
a  fascia  which  is  in  frequent  movement,  and  more  especially  if  the 
sore  be  of  an  oval  shape  and  transverse  to  the  long  axis  of  the  fascia, 
healing  may  not  occur,  and  indeed  ulceration  may  take  pkce. 

7.  A  very  important  cause  of  want  of  healing  in  a  sore  and  of  the 
occurrence  of  ulcerative  changes  is  interference  with  its  contraction. 
As  will  be  seen  later,  in  speaking  of  the  healing  process  (page  205), 
one  of  the  necessary  occurrences  in  the  healing  of  an  open  wound  is 
contraction  of  the  newly-formed  granulation  tissue  as  soon  as  the  irri- 
tation has  so  far  subsided  as  to  permit  it  to  develop  into  new  fibrous 
tissue,  and  if  this  contraction  be  impossible,  healing  may  come  to  a 
standstill ;  and,  indeed,  in  the  case  of  large  sores,  after  coming  to  a 
standstill  ulceration  may  actually  take  place  and  the  sore  again  en- 
large. Thus  where  a  sore  is  situated  over  and  adherent  to  a  bone, 
and  where  therefore  contraction  cannot  occur,  ulceration  is  very  apt 
to  take  place,  and  in  any  case  the  scar  formed  in  such  a  situation  is  a 
weak  (me,  and  is  very  liable  to  .break  down  on  the  slightest  provo- 
cation ;  and  similarly,  where  there  was  in  the  first  instance  a  very 
large  sore  or  an  extensive  bum  on  the  trunk,  the  time  may  come 
when  contraction  during  the  healing  process  will  be  no  longer  poasi*. 
ble,  and  when  that  is  the  case,  the  sore  which  up  to  that  time  had 
been  healing  readily,  ceases  to  heal,  or  actually  extends  again.  No 
doubt,  in  this  case,  we  have  in  addition  to  the  simple  impossibility 
of  contraction  of  the  sore,  another  condition  or  factor  to  bear'  in 
mind,  namely,  that  as  the  result  of  the  contraction  which  has  already 
taken  place  the  blood  supply  to  the  centre  of  the  sore  is  very  much 
interfei*ed  with,  and  thus  we  have  a  combination  of  want  of  con-  . 
traction  with  deficient  blood  supply  to  explain  the  occurrence  of  the 
ulcerative  procesa 

8.  Further,  irritation  of  a  acre  from  whatever  cause,  if  long 
continued  and  of  sufficient  seventy,  may  interfere  with  the  heal- 
ing process,  and  ultimately  lead  to  the  occurrence  of  ulceration. 
Thus  application  of  injudicious  lotions,  such  as  carbolic  lotion,  to  a 
granulating  wound  is  very  apt  to  interfere  with  the  healing  of  the 
wound,  and  by  setting  up  a  considerable  amount  of  irritation  to  lead 
to  exudation  into  the  deeper  tissues,  which  presses  on  the  vessels 
running  to  the  part,  and  thus,  partly  as  the  result  of  the  irritation  of 
the  lotion,  and  partly  as  the  result  of  this  interference  with  the  cir- 
culation, the  sore  which  in  other  circumstances  would  have  healed 
i*eadily  enough  ceases  to  heal  and  becomes  an  ulcer.  The  same  holds 
good  with  regard  to  mechanical  injury,  such  as  the  rubbing  of  dress- 
ings over  the  part,  too  great  pressure,  and  so  forth. 

9.  Perhaps  one  of  the  most  frequent  locally  irritating  causes 
which  leads  to  the  foimation  of  an  ulcer  is  the  septic  condition  of 
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not  conform  to  the  definition  of  tnie  nicer ;  they  must,  however,  be 
referred  to  in  describing  ulcerative  processes.  They  may  be  classed 
under  the  heading  of  tJcercUing  tumours, 

I.  THE  CHRONIC  NON-INFECTIVE  ULCER. 

Causes. — The  causes  which  lead  to  the  development  of  these 
ulcers  are  partly  and,  indeed,  mainly  local,  partly  also  general. 

Local  causes*— The  chief  local  causes  that  lead  to  ulceration 
are  those  which  intei*fere  with  the  circulation  of  blood  in  the  part 

1.  Anything  which  prevents  the  venous  return,  or  which  dimin- 
ishes the  arterial  supply,  interferes  with  the  nutrition  of  the  part, 
and  if  the  part  so  affected  be  already  the  seat  of  a  sore,  that  sore 
is  very  apt  to  break  down  and  ulcerate  instead  of  healing.  The 
most  common  obstacle  to  venous  return  leading  to  the  formation  of 
an  ulcer  is  the  presence  of  varicose  veins.  Where  the  veins  are 
much  dilated,  the  valves  become  incompetent,  and  when  the  patient 
walks  about,  the  weight  of  the  column  of  blood  interferes  with  the 
onward  flow  of  blood  from  the  part.  Varicose  veins  are  more  especi- 
ally likely  to  lead  to  the  formation  of  an  ulcer  if  the  small  veins  in 
the  skin  be  affected.  Persons  may  walk  about  for  a  long  time  with 
enormously  enlarged  varicose  veins,  so  long  as  the  cutaneous  veins 
are  healthy,  without  developing  a  varicose  ulcer. 

2.  Then,  again,  the  presence  of  an  atheromatous  condition  of  the 
arteries  will  act  similarly,  in  that  a  smaller  quantity  of  blood  is 
brought  to  the  part  and  the  nutrition  of  the  part  is  thus  impaired  ; 
and  if  we  have  the  combination  of  atheromatous  arteries  with  vari- 
cose veins,  the  probability  is  very  great  that  ulceration  will  take 
place,  more  especially  if  a  sore  be  actually  present  Indeed,  where 
the  circulation  iis  feeble  or  imperfect,  the  mere  dependent  position 
of  the  limb  is  suflScient  to  keep  up  or  lead  to  the  ulcerative  process, 
quite  apart  from  the  presence  of  varicosity  of  the  v6ina 

3.  Apart  from  the  presence  of  atheromatous  vessels,  anything 
which  tends  to  press  on  tlie  vessels  from  without  will  also  tend  to  lead 
to  ulceration.  If,  for  example,  a  sore  have  formed,  say  as  the  result 
of  an  accident,  in  skin  over  loose  connective  tissue,  and  the  part  be 
allowed  to  hang  down,  or  a  more  or  less  acute  attack  of  inflammation 
supervene,  the  exudation  which  is  poured  out  intp  the  loose  con- 
nective tissue  presses  on  the  vessels  and  interferes  to  such  an  extent 
with  the  circulation  in  the  part  as  to  lead  to  the  formation  of  an 
ulcer,  and,  as  we  shall  see  presently,  this  is  the  chief  cause  of  exten- 
sion of  the  ulceration  and  the  chief  obstacle  to  healing  in  callous 
ulcers. 

4.  Further,  a  naturally  u^eak  condition  of  tJie  tissues  also 
favours  the  occurrence  of  ulcei*ation,  and  hence  it  is  that  nlcers 
ai-e  much  more  frequent  in  old  people  than  in  young. 

f).  A  similar  condition  is  brought  about  by  exposure  to  cold^  espe- 
cially in  persons  whose  nutrition  is  imperfect,  more  particularly  as 
the  result  of  bad  food  and  bad  hygienic  conditions.      One  of  the 


NON-INFECTIVE    ULGEB.  107 

first  effects  of  cold  is  to  produce  the  <K>ndition  known  aa  chilblain  ; 
and  partly  as  the  result  of  local  irritation  of  the  chilblain,  such  as 
rubbing,  and  partly  as  the  result  of  further  exposure  to  cold,  ulcera- 
tion is  apt  to  occur  pretty  rapidly. 

6.  Another  local  cause  which  leads  .to  ulceration  is  movement  of 
the  part  For  example,  where  a  sore  is  situated  over  a  muscle,  or  over 
a  fiascia  which  is  in  frequent  movement,  and  more  especially  if  the 
sore  be  of  an  oval  sha^ie  and  transverse  to  the  long  axis  of  the  fascia, 
healing  may  not  occur,  and  indeed  ulceration  may  take  pkce. 

7.  A  very  important  cause  of  want  of  healing  in  a  sore  and  of  the 
occurrence  of  ulcerative  changes  is  interference  with  its  corUractian, 
As  will  be  seen  later,  in  speaking  of  the  healing  process  (page  205), 
one  of  the  necessary  occurrences  in  the  healing  of  an  open  wound  is 
contraction  of  the  newly^formed  granulation  tissue  as  soon  as  the  irri- 
tation has  so  far  subsided  as  to  permit  it  to  develop  into  new  fibrous 
tissue,  and  if  this  contraction  be  impossible,  healing  may  come  to  a 
standstill ;  and,  indeed,  in  the  case  of  large  sores,  after  coming  to  a 
standstill  ulceration  may  actually  take  place  and  the  sore  again  en- 
large. Thus  where  a  sore  is  situated  over  and  adherent  to  a  bone, 
and  where  therefore  contraction  cannot  occur,  ulceration  is  very  apt 
to  take  place,  and  in  any  case  the  scar  formed  in  such  a  situation  is  a 
weak  one,  and  is  very  liable  to  .break  down  on  the  slightest  provo- 
cation ;  and  similarly,  where  there  was  in  the  first  instance  a  very 
large  sore  or  an  extensive  bum  on  the  trunk,  the  time  may  come 
when  contraction  during  the  healing  process  will  be  no  longer  possi*- 
ble,  and  when  that  is  the  case,  the  sore  which  up  to  that  time  had 
been  healing  readily,  ceases  to  heal,  or  actually  extends  again.  No 
doubt,  in  this  case,  we  have  in  addition  to  the  simple  impossibility 
of  contraction  of  the  sore,  another  condition  or  factor  to  bear  in 
mind,  namely,  that  as  the  result  of  the  contraction  which  has  already 
taken  place  the  blood  supply  to  the  centre  of  the  sore  is  very  much 
interfei*ed  with,  and  thus  we  have  a  combination  of  want  of  con-  . 
traction  with  deficient  blood  supply  to  explain  the  occurrence  of  the 
ulcerative  process. 

8.  Further,  irritation  of  a  sore  from  whatever  cause,  if  long 
continued  and  of  sufficient  severity,  may  interfere  with  the  heal- 
ing process,  and  ultimately  lead  to  the  occurrence  of  ulceration. 
Thus  application  of  injudicious  lotions,  such  as  carbolic  lotion,  to  a 
granulating  wound  is  very  apt  to  interfei*e  with  the  healing  of  the 
wound,  and  by  setting  up  a  considerable  amount  of  irritation  to  lead 
to  exudation  into  the  deeper  tissues,  which  presses  on  the  vessels 
running  to  the  part,  and  thus,  partly  as  the  result  of  the  irritation  of 
the  lotion,  and  partly  as  the  result  of  this  interference  with  the  cir- 
culation, the  sore  which  in  other  circumstances  would  have  healed 
readily  enough  ceases  to  heal  and  becomes. an  ulcer.  The  same  holds 
good  with  regard  to  mechanical  injury,  such  as  the  rubbing  of  dress- 
ings over  the  part,  too  great  pressure,  and  so  forth. 

9.  Perhaps  one  of  the  most  frequent  locally  irritating  causes 
which  leads  to  the  foimation  of  an  ulcer  is  the  septic  condition  of 


108  ULCERATION. 

t/ie  discharge  which  comes  from  the  wound.  These  decomposing 
discharges  are  often  highly  irritating,  and  if  any  tiling  interfei-e 
with  the  rapid  escape  of  this  discharge  from  the  surface  of  the 
wound,  the  seci*etions  accumulating  on  the  part  act  in  the  same  way 
as  other  irritating  chemical  substances,  such  as  carbolic  acid,  and  lead 
to  ulceration.  Thus,  one  of  the  most  important  points  to  attend  to 
in  the  treatment  of  a  soi*e  in  which  there  is  marked  sepsis  is  that 
crusts  shall  not  be  allowed  to  form  on  the  surface  of  the  wound,  for 
if  they  do,  the  decomposing  seci-etions  accumulate  beneath  these 
crusts,  and  almost  to  a  certainty  when  they  are  picked  oii'  it  will  be 
found  that  the  healing  process  has  come  to  a  stop  underneath  them, 
and  that,  in  fact,  ulceration  is  taking  place. 

10.  Then  again,  the  ulcerative  process  may  be  set  up  by  some 
accidental  infection  of  the  wound  either  leading  to  a  very  acute 
attack  of  inflammation,  in  which  case  the  sore  rapidly  breaks  down 
— what  is  known  as  the  inflamed  ulcer — or,  where  some  specific 
organism,  such  as  that  of  diphtheria  or  phagedsena,  has  entered  and 
grows  on  the  surface  of  the  granulations,  leads  to  a  semi-gan- 
gi*enou8  process.  In  the  latter  cases  the  surface  of  the  wound 
becomes  converted  into  a  pulpy  mass,  which  consists  of  numerous 
cells  and  bacteria,  and  the  parts  which  have  already  healed,  and 
subsequently  the  skin  ai-ound,  become  rapidly  destroyed,  as  the  result 
of  the  spread  of  these  organisms  into  them. 

11.  Lastly,  we  have  ulcers  occurring  as  the  result  of  deficient 
innervation  of  the  part  For  example,  in  cases  of  paralysis,  or  in 
cases  where  there  is  as  yet  no  actual  paralysis,  the  occurrence  of 
mpid  ulceration  in  the  paralysed  part  is  no  doubt  to  some  extent 
explained  by  the  fact  that,  owing  to  the  loss  of  sensation,  the  patient 
is  apt  to  press  on  the  part  too  long  and  too  heavily.  Tliis,  however, 
does  not  altogether  account  for  paralytic  ulcers,  for  it  is  found  in 
cases  of  hemiplegia,  where  the  patient  is  lying  absolutely  motionless, 
that  ulceration  in  the  form  of  bed  sores  wUl  occur  much  more  rapidly 
and  extensively  on  the  pai*alysed  side  than  on  the  other,  although 
the  amount  of  pressure  on  the  two  sides  has  been  the  same,  and 
also  in  infantile  paiulysis,  where  sensation  is  not  aflected,  these 
paralytic  ulcers  are  very  apt  to  occur.  Of  the  various  ulcers  which 
are  attributed  to  deficient  innervation,  the  most  peculiar  and  the 
one  most  deserving  of  notice  is  that  which  is  known  as  the  per- 
/orating  ulcer  o/tJie/oot.     (See  Art.  XXVII.) 

Constitutional  causes.— Of  constitutional  conditions  which 
lead  to  the  formation  of  ulcers,  perhaps  the  most  important  is  the 
existence  of  diabetes.  In  such  circumstances,  ulceration  and 
also  gangrene  are  very  apt  to  occur,  more  especially  in  the  lower 
extremities,  after  very  slight  injury,  partly,  no  doubt,  because  the 
tissues  of  a  diabetic  individual  are  particularly  prone  to  become 
infected  with  micro-organisms,  partly  also  because  the  arteries  are 
very  apt  to  become  aflected  by  endaiteritis,  and  possibly  in  part 
also  owing  to  intei-ference  with  the  proper  innervation  of  the 
body.     However  that  may  be,  there  is  no  doubt  that  in  cases  of 
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diabetes,  ulceration  occurs  with  marked  rapidity,  and  is  very  apt 
to  pass  into  gangrene.  In  scurvy,  again,  ulceration  is  not  unlikely 
to  take  place  over 'parts  where  haemorrhage  has  occurred  subcutan- 
eously,  more  particularly  towards  the  upper  part  of  the  leg,  these 
ulcers  being  especially  liable  to  bleed.  Neurotic  women  are  also  apt 
to  become  affected  with  ulceration,  one  form  of  which  is  known  under 
the  name  of  the  irritable  ulcer,  and  this  is  chiefly  associated  with 
disorder  of  ilie  uterine  functions. 

Results  following  the  non-infective  ulcer.  — It  is  very 

important  to  recognise  the  cause  of  the  ulcerative  process,  and  to 
carry  out  proper  treatment  for  its  arrest,  because,  if  it  be  allowed 
to  go  on,  it  may  lead  to  very  serious  local  disturbance.  For 
example,  whei-e  an  ulcer  occurs  over  muscles,  inflammation  of 
the  muscle  ben^th  takes  place,  resulting  in  exudation  among  the 
muscular  fibres  and  permanent  interference  with  its  proper  action. 
This  is  equally  the  case  where  the  ulcer  is  situated  over  tendons, 
where  the  inflammation  spreads  to  the  tendon  sheaths,  leading  to 
adhesion  of  the  tendons  to  their  sheaths  and  imperfect  movement  of 
the  parts.  Another  disadvantage  of  the  continuance  of  ulceration 
is  that  the  circulation  in  the  part  below  is  interfered  with,  and  in 
this  way  the  foot,  for  example,  may  be  rendered  useless.  This  is 
most  marked  where  the  ulcer  surrounds  the  leg  more  or  less  com- 
pletely, in  which  case  the  contraction  of  the  soi'e  tends  to  constrict 
the  leg  and  to  press  on  the  blood-vessels,  and  thus  leads  to  imperfect 
venous  and  lymphatic  return  and  imperfect  supply  of  blood  to  the 
part,  and  hence  to  permanent  loss  of  function  of  the  foot ;  and 
this  contraction  is  also  objectionable,  even  when  the  ulcer  can  heal 
fairly  readily,  if  the  soi-e  be  situated  over  a  joint,  it  which  case 
marked  contraction  of  the  joint  may  take  place ;  or  if  it  be 
situated,  say,  in  the  neck,  where  the  features  may  become  dis- 
toi-ted,  from  the  skin  being  pulled  on  during  the  healing  process; 
or  about  the  axilla,  where  the  arm  may  become  bound  to  the  sida 
(SeeYig,  41.)  f»-  ^3o. 

Apart  from  these  objectionable  local  results,  the  presence  of  an 
ulcer  implies  a  certain  amount  of  danger  to  the  patient.  Thus,  the 
veins  in  the  vicinity  of  the  ulcer  may  become  inflamed,  and  extensive 
phlebitis  and  thrombosis  result,  and,  of  course,  if  this  inflammation 
l>e  of  a  septic  character,  very  serious  or  even  fatal  consequences  may 
ensue.  In  addition,  the  presence  of  an  open  sore  presents  a  point  of 
entrance  for  various  infective  diseases,  more  especially  for  the 
erysipelas  virus ;  and  lastly,  I  may  mention  that  in  certain  cases 
where  sores  have  existed  for  a  long  time,  epithelioma  may  develop  at 
their  margins,  and  may  lead  to  the  death  of  the  patient  as  the  result 
of  this  cancerous  growth. 

Varieties  of  the  non-infective  ulcer. — Chronic  non-infective 

ulcers  are  divided  into  several  classes,  according  to  their  appearance 
and  tendencies.     The  following  are  the  chief  groups. 

1.  Simple  nicer*— The  simple  ulcer  is  a  sore  which  does  not 
heal  on  account  of  various  local  troubles,  such  as  pressure,  friction  of 
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dressings,  irritating  applications,  movement  of  muscles  ondemeatli, 
inability  to  contract,  etc.  In  these  simple  ulcers  the  surface  of  the 
sore  is  nearly  on  a  level  with  the  surrounding  skin,  and  it  is  fairly 
well  covered  with  granulations,  which  are  of  a  yellowish  or  brownish 
red  appearance.  The  margins  of  the  sore  are  sharp,  and  the  sur- 
rounding parts  are  (edematous  and  firm.  These  sores  are  generally 
situated  about  the  middle  of  the  lower  third  of  the  leg,  and  where 
no  pro|)er  care  is  taken  they  may  extend  fairly  raj)idly.  These 
ulcers  may  in  certain  cases  become  the  seat  of  an  acute  infiammation, 
■as  the  result  of  septic  infection,  and  we  have  : — 

2.  The  form  which  is  known  as  the  inflamed  ulcer.  The 
inflamed  ulcer  is  a  sore  which  has  become  the  seat  of  acute  inflam- 
mation as  the  result  of  some  mechanical  or  chemical  irritation,  or  bad 
methods  of  treatment,  or,  more  especially,  of  some  s^itic  infection  of 
the  surface.  In  these  cases  the  surface  of  the  ulcer  becomes  intensely 
red,  bleeds  readily,  secretes  large  quantities  of  pus,  extends  witii 
great  i-apidity,  and  is  not  infrequently  covered  with  small  pieces  of 
actual  gangrenous  tissue ;  the  skin  around  is  also  bright  red  and 
<edematous,  the  margins  are  irregular  and  eaten  away,  and  we  not 
uncommonly  find  fresh  ulcers  forming  around  the  margins  of  the 
onginal  soi*e,  and  mei-ely  sepaiuted  from  it  by  bridges  of  inflamed 
skin.     These  ulcers  are  acutely  painful. 

3.  irritable  ulcer.— This  form  of  ulcer  is  especially  met  with 
in  neurotic  women.  It  is  usually  situated  above  the  external  malleolus. 
The  base  of  the  ulcer  is  somewhat  elevated,  not  unlike  a  boil,  the 
apex  of  which  has  been  cut  ofl*,  and  it  is  intensely  tender  to  the 
slightest  touch,  and  in  some  cases  bleeds  i^adily.  It  is  generally 
associated  with  menstrual  disorders. 

4.  Weak  ulcer.— Simple  ulcers,  or  even  healing  sores,  are 
very  apt  to  become  weak  as  the  result  of  defective  blood-supply, 
either  from  too  small  a  quantity  being  sent  to  the  part,  as  in  cases 
where  the  vessels  are  diseased,  or  where  there  is  some  obstruction  to 
the  return  of  the  blood,  or  from  deficient  quality  of  the  blood,  for 
example,  where  some  constitutional  disease  is  going  on.  In  this 
form  of  ulcer  the  granulations  become  smooth  and  yellowish,  the 
secretions  thin  and  small  in  amount,  and  very  apt  to  dry  up  and 
form  scabs.  The  edges  are  pale  and  flat.  In  other  cases  the  edges 
and  granulations  become  oedematous,  and  this  more  especially  takes 
place  where  there  is  some  general  cause  of  oedema,  such  as  BrigUt's 
disease,  or  valvular  disease  of  the  heart,  or  some  local  interference 
with  the  circulation,  such  as  the  presence  of  varicose  veins,  com- 
pression of  the  veins  from  the  contraction  of  the  sore,  etc.  A  tliird 
form  of  weak  ulcer  is  one  in  which  the  granulations  show  oxcesaive 
growth ;  it  chiefly  occurs  where  there  is  interference  with  the  con- 
traction of  the  sore.  In  such  cases  the  granulations  become  pro- 
minent, vascular  soft,  and  bleed  readily,  and  there  is  then  the  con- 
dition which  is  popularly  spoken  of  as  **  proud  flesh. '^ 

5.  Varicose  ulcer.— The  varicose  ulcer  is  a  form  of  ulceration 
which  depends  on  varicosity  of  the  veins,  more  especially  of  the 
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smaller  veins  in  the  skin,  and  it  chiefly  occurs  in  oldish  people  and 
those  who  stand  much.  As  the  result  of  the  varicose  condition  of 
the  veins,  the  nutrition  of  the  skin  becomes  imperfect,  and  eczema- 
tous  inflammation  is  very  apt  to  occur  in  these  circumstances.  The 
skin  is  very  itchy,  the  patient  scratches  it  and  produces  a  wound, 
which  then  gradually  enlarges  and  takes  the  form  of  an  ulcer.  In 
certain  cases,  however,  the  varicose  ulcer  commences  by  the  form- 
ation of  a  small  abscess  around  an  inflamed  vein,  which  bursts 
through  the  skin,  and  then  leads  to  extending  ulceration.  These 
are  the  cases  in  which  bleeding  is  very  apt  to  occur  from  the  forma- 
tion of  an  opening  into  the  vein  itself.  However  produced,  these 
varicose  ulcers  are  usually  in  the  first  instance 
small  and  superficial  ulcers,  resembling  in  their 
general  appearance  simple  ulcers  with  oedema 
of  the  tissues  around,  and  they  often  have 
prominent,  soft,  or  (Edematous  granulations,  not 
uncommonly  surrounded  by  a  patch  of  eczema. 
If  the  patient  continue  to  walk  about,  the  con- 
gestion of  the  part  is  kept  up,  and  the  tissues 
around  become  thicker  and  thicker,  ultimately 
leading  to  the  condition  of  a  callous  ulcer. 

6.  Callous  ulcer.— Any  ulcer  of  the  leg 
may  become  a  callous  ulcer  under 
certain  conditions,  more  especially 
those  which  interfere  with  the 
venous  return.  Hence,  a  callous 
ulcer  is  most  commonly  associated 
with  varicose  veins,  and  is  the  fur- 
ther development  of  the  varicose 
ulcer  as  the  result  of  the  continued  ^.^  2o._c^i^„.  xjicer.  completely  sur. 
interference  with  the  venous  return.         rounding  the  Leg.   The  figure  shows 

Til    Mich    CAAAA     fmm    fh*»   r1pnAnrl<»nf  ***®  thickening    of    the   surrounding 

in  bucn  cases,  irom  tne  aepenaent        tissues,  the  apparent  depth  of  the 

position  of  the   limb,  oedema  of   the  sore,  and  the  absence  of  any  attempt 

j_    A    \  1  11*  11  ctt  healing.     This  case  was  cured  by 

part  takes  place,  lymph  is  exuded        sUn  grafting. 
into  the  meshes  of  the  cellular  tissue 

and  coagulates,  and  may  even  become  organised,  with  the  result  that 
the  parts  surrounding  the  sore  become  hard  and  the  arterioles  are 
pressed  upon,  and  the  nutrition  of  the  part  is  much  interfered  with. 
Hence  the  skin  and  tissues  around  a  colons  ulcer  are  much  thick- 
ened and  hard,  and  do  not  pit  on  pressure.  The  base  of  the  ulcer  is 
depressed  considerably  below  the  surface  of  the  skin  owing  to  this 
great  thickening  of  the  parts  around.  The  base  is  also  fixed  and 
contraction  is  impossible.  The  surface  of  the  sore  is  pale  and  has 
only  few  and  very  imperfect  granulations,  and  secretes  a  small 
quantity  of  thin  fluid.  The  margins  of  the  sore  are  elevated, 
thickened,  and  white  (Fig.  20). 

7.  In  certain  cases  there  is  developed  what  is  known  as  the 
haemorriiaglc  ulcer,  which  occurs  more  especially  in  patients  who 
are  soflfering  from  scurvy.     In  these  cases  the  surface  of  the  soi'e  is 
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swollen,  red,  and  bleeds  very  readily,  blood  sometimes  coagulating  on, 
and  adhering  to,  the  suiface,  forming  projecting  clots. 

8.  Diabetic  ulcer.— In  patients  who  are  affected  with  diabetes 
it  is  not  uncommon  for  wounds  resulting  from  scratches  or  cuts  to 
extend  rapidly,  and  lead  to  the  formation  of  an  ulcer,  the  result 
partly  of  the  condition  of  endarteritis  present  in  this  disease,  and 
partly  of  the  great  proneness  of  the  tissues  to  septic  infection.  These 
ulcemtions  spread  rapidly,  the  skin  around  is  inflamed  and  red.  and 
most  commonly,  in  addition  to  the  ulceration,  there  are  also  visible 
sloughs  of  the  skin  or  subcutaneous  tissues. 

9.  Ulcers  tiie  result  of  pressure.-— Pressure  ulcers  especially 
occur  on  the  sole  of  the  foot,  and  result  from  long-continued  but  not 
necessarily  severe  pressure.  The  firat  effect  of  the  pressure  is  to  lead 
to  thickening  of  the  epithelium,  and  the  formation  of  a  callosity.  If 
the  pressure  be  continued,  inflammation  and  suppuration  occur  beneath 
this  callosity ;  and  when  the  thickened  epidermis  is  removed,  an  ulcer 
is  seen,  which  heals  with  the  greatest  difficulty,  and  which  extends  if 
the  pressure  be  kept  up.  The  great  cliaractenstic  of  these  sores  is  the 
marked  thickening  of  the  epidei*mis  surrounding  them,  the  sore  itself 
being  considerably  below  the  level  of  the  skin,  very  vascular,  and  with 
a  tendency  to  exuberant  granulations.  The  "  bed  sore  "  is  considered 
in  tlie  article  on  Gangrene  (i>age  134). 

10.  Ulcers  due  to  deficient  inuervation.— In  limbs  which 
are  paralysed  it  is  not  uncommon  to  find  atonic  ulcers,  whieh  develop 
with  considerable  rapidity,  are  painless,  sometimes  multiple,  and 
often  covered  with  imperfect  granulations.  These  ulcers  chiefly  occur 
about  the  phalanges  of  the  Angers  and  toes,  and  also  on  the  sole  of 
the  foot,  and  are  no  doubt  in  many  cases  the  result  of  long-continued 
pressure,  and  are  usually  described  as  pressure  ulcers.  In  connection 
with  these  ulcers  we  may  describe  especially  the  variety  which 
follows. 

11.  Perforatiuir  ulcer  of  tlie  foot.— This  occurs  in  parts  of 
the  foot  which  are  subject  to  pressure,  more  particularly  under  the 
heads  of  the  metatarsal  bones,  chiefly  that  of  the  great  toe.  In  the 
first  instance  these  ulcers  present  the  appearance  of  ordinary  pressure 
ulcers,  beginning  as  a  callosity,  followed  by  suppuration  underneath, 
but  differing  from  the  ordinary  pressure  ulcers  in  the  rapidity  with 
which  they  extend  into  the  substance  of  the  tissues.  These  ulcers 
generally  attack  men  over  forty  years  of  age,  and  are  not  necessarily 
associated  with  any  paralytic  condition  of  the  limb,  being  usually 
associat-ed  with  tabes,  or  possibly  in  some  cases  with  commencing 
|>eripherul  neuritis.  The  ulcer  may  extend  in  depth  till  it  reaches 
the  bone,  and  then  the  bone  becomes  the  seat  of  a  rarefying 
osteitis,  and  ultimately  may  completely  disappear,  the  metatarso- 
phalangeal joints  also  being  opened.  The  ulcer  thus  presents  a 
funnel-shaped  appearance,  its  base  being  generally  covered  with 
reddish,  warty  granulations,  and  the  secretion  being  of  a  very  foul 
character.  The  epithelium  spreads  down  the  sides  of  the  funnel, 
and  there  is  great  proliferation  of  the  epidermis,  so  that  the  cavity  of 
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the  ulcer  becomes  tilled  with  masses  of  decomposing  epidermis. 
These  ulcers  are  supposed  by  some  to  be  essentially  pressui^e  ulcers, 
starting  in  the  first  instance  like  the  ordinary  pressure  ulcer,  with 
the  formation  of  a  callosity.  The  pressure  is  kept  up  by  the  growth 
of  the  epidermis  down  the  sides  of  the  ulcer,  thus  leading  to  the 
formation  of  a  hard  circle,  which  presses  on  the  deeper  parts.  These 
ulcers  are  very  chronic,  and  will  not  heal  under  i-est  or  the  ordinary 
methods  of  treatment,  the  reason  being  the  presence  of  this  epidermic 
growth  down  the  sides  of  the  ulcer,  preventing  the  adhesion  of  the 
two  sides  to  each  other.     (See  also  Art.  XXVII.) 

12  Phayedaenic  ulceration. -Any  of  these  ulcers,  more 
especially  the  ones  earlier  described,  may  become  attacked  by  some 
specific  infection,  such  as  the  diphtheritic  or  phagedienic  poison,  with 
the  result  that  there  follows  the  development  of  what  is  known  as  a 
diphtheritic  or  phagedenic  ulceration.  1  shall  speak  of  phagedena 
more  especially  in  connection  with  gangrene ;  and  it  is  not  necessary, 
therefore,  to  do  more  here  than  simply  to  mention  the  existence  of 
this  class  of  ulcers.     {See  page  149.) 

Treatment  of  the  chronic  non-infective  ulcer.— The  con- 
ditions which  are  necessary  for  the  healing  of  an  ulcer  are  that  the 
surface  of  the  sore  must  become  level  with  the  surrounding  parts, 
that  the  margins  of  the  sore  must  be  movable  and  contraction 
must  be  possible,  and  that  the  granulations  on  the  surface  must  be 
healthy.  -The  principles  of  treatment  are  therefore  in  the  first  place 
to  get  rid  of  the  various  causes  which  are  keeping  up  the  ulcer- 
ation, and  in  the  second  place  to  improve  the  condition  of  the 
surface  and  the  margins  of  the  ulcer.  These  principles  may  be 
arranged  under  four  heads — 

(1)  The  first  essential  in  the  treatment  of  all  ulcers  is  rest.  As  I 
have  already  said,  any  movement  of  the  part  will  tend  to  keep  up 
the  ulceration ;  and  therefore  all  movement  of  the  affected  area  must 
be  completely  abolished.  Hence  in  most  cases  the  limb  should  be 
fixed  on  a  splint,  so  arranged  as  to  prevent  the  movement  of  the 
joints  above  and  below.  Further,  it  is  of  essential  impoitauce  in  the 
treatment  of  ulcers  to  place  the  circulation  of  the  blood  through 
them  under  as  favourable  conditions  as  possible.  Hence  the  depen- 
dent position  of  the  part,  hindeiing  as  it  does  the  venous  return,  must 
be  abolished,  and  consequently,  for  the  most  rapid  healing  of  ulcere, 
rest  in  bed  is  advisable ;  and  not  only  rest  in  bed,  but  elevation  of 
tlie  limb,  so  that  the  sore  is  at  a  higher  level  than  the  heart. 
The  improvement  which  follows  absolute  rest  and  elevation  of  the 
limb  is  extremely  marked  in  many  instances,  more  especially  in 
cases  of  callous  ulcer,  where,  without  any  other  special  treatment, 
the  thickened  condition  of  the  tissues  around  will  rapidly  subside, 
and  the  surface  of  the  sore  become  healthy  and  on  a  level  with  the 
surrounding  skin.  The  rotum  of  the  blood  from  the  part  may  also 
be  favoured  by  nuissage,  which  should  be  combined  with  rest  m  the 
elevated  position.  In  employing  massage  in  the  case  of  caltoim  ulcer, 
the  area  operated  on  should  in  the  first  instance  be  the  ujiper  part 
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above  the  ulcer,  this  area  being  extended  downwards  as  the  tissues 
around  become  softer,  and  the  lymphatic  circulation  becomes  more 
fully  re-established.  With  the  view  of  getting  rid  of  this  (Bdematous 
condition,  and  of  improving  the  circulation,  presmre  is  also  a  good 
deal  employed,  especially  by  means  of  indiarubber  bandages  ;  but 
this  does  not  materially  hasten  matters,  as  compared  with  the  effects 
of  rest  and  the  elevated  position. 

(2)  Another  very  essential  point  in  the  treatment  of  all  ulcers  is 
to  get  rid  of  all  the  causes  of  irritation  of  the  surface  of  the  sore, 
that  is  to  say,  to  get  rid  of  irritation  from  movement  of  dressings, 
and  to  avoid  the  presence  of  any  irritating  fluid  in  contact  with  the 
surface  of  the  sore.  If  antiseptic  lotions  be  employed  with  the 
view  of  cleansing  the  sore,  they  should  be  of  a  weak  and  unirritating 
character,  such  as  boracic  acid  solution  (saturated),  or  weak  subli- 
mate solutions  (1  to  4,000  and  1  to  6,000).  The  employment  of 
irritating  solutions  such  as  carbolic  acid,  especially  if  strong,  will 
interfere  very  greatly  with  the  healing  process. 

The  most  important  irritating  substances  which  have  to  do  with 
the  extension  of  the  ulcerative  process  are  the  products  of  sepsis  in 
the  discharges  from  the  sore,  and  it  is,  therefore,  one  of  the  most 
essential  points  at  the  commencement  of  the  treatment  of  an  ulcer 
to  reviedy,  as  far  as  possible,  tite  aejytic  condition.  In  order  to  do 
this,  the  following  is  the  best  method  of  procedure,  and  it  should  be 
carried  out  in  all  cases  at  the  commencement  of  the  treatment  of  an 
ulcer,  and  more  especially  at  the  commencement  of  the  treatment  of 
a  case  of  callous  ulcer.  In  the  first  place,  the  skin  around  the  ulcer 
for  a  considerable  area  should  be  thoroughly  disinfected,  because  to 
disinfect  the  surface  of  the  ulcer  alone  and  leave  the  infected  skin  in 
the  neighbourhood  would  mean  reproduction  of  the  sepsis  in  a  very 
short  time.  In  the  first  instance,  the  skin  around  is  thoroughly 
washed  with  soap  and  water,  and  all  hairs  are  shaved  off.  It  should 
then  be  saturated  with  turpentine  in  order  to  dissolve  off  the  fat. 
and  then  the  skin  is  very  thoroughly  scrubbed  with  soap  and  5  per  cent 
carbolic  acid  solution,  or,  better  still,  with  that  lotion  containing  a 
500th  part  of  sublimate  in  solution,  a  nail  brush  being  employed 
with  the  view  of  removing  all  the  loose  epithelium  on  the  surface. 
The  disinfection  of  the  skin  around  a  septic  ulcer  is  a  matter  of 
considerable  difficulty,  and  it  is  well  to  repeat  the  process  on  one  or 
two  days  in  succession.  The  disinfection  of  the  surface  of  the  ulcer 
itself  is  also  by  no  means  an  easy  matter.  The  first  method  employed 
by  Sir  Joseph  Lister  was  to  apply  a  solution  of  chloride  of  zinc,  40 
grains  to  the  ounce,  to  the  surface  of  the  ulcer,  but  I  think  that  in 
ordinary  circumstances  the  most  satisfactory  results  are  obtained  by 
the  use  of  undiluted  carbolic  acid.  The  pain  caused  by  this  application 
is,  even  at  the  moment,  not  greater  than  that  caused  by  the  chloride  of 
zinc,  while  it  very  quickly  passes  off,  as  the  result  of  the  aniesthetic 
action  of  the  carbolic  acid.  In  cases  where  there  are  prominent  granu- 
lations or  actual  small  sloughs  on  the  surface,  it  is  well  before  applying 
the  carbolic  acid  to  scrape  the  surface  with  a  sharp  spoon  (in  soch  a 
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case,  of  course,  the  patient  being  placed  under  an  anaesthetic),  the 
sore  and  the  skin  around  being  at  the  same  time  disinfected. 
Cyanide  gauze  soaked  in  1  to  2,000  sublimate  solution  should  be 
applied  daily  for  two  or  three  days.  This  no  doubt  injures  the 
surface  of  the  sore,  but  a  delay  of  two  or  three  days  before  the 
commencement  of  the  healing  process  is  immaterial,  while  it  greatly 
adds  to  the  certainty  of  disinfection.  Disinfection  of  a  foul  sore 
may  also  be  obtained  by  the  use  of  strong  carbolic  oil  1  to  5,  lint 
dipped  in  this  oil  being  carefully  packed  into  all  the  recesses  of  the 
ulcer  and  the  dressing  changed  every  day  ;  it  will  usually  be  found 
in  the  course  of  a  few  days  that  the  sepsis  has  been  completely  got 
rid  of.  Iodoform  is  much  used  by  some  surgeons  as  a  means  of 
disinfecting  ulcers,  but  as  I  shall  mention,  when  I  come  to  speak  of 
the  treatment  of  wounds,  its  antiseptic  action  is  very  slight,  and  it 
is  really  of  very  little  value  for  this  purpose.     (See  page  225.) 

(3)  Having  got  rid  of  the  septic  condition  of  the  sore,  one  must 
then  cease  the  employment  of  irritating  applications,  otherwise  one 
would  interfere  with  the  healing  process,  and  among  the  best  methods 
of  treating  an  tdcer  suhseqtisntly  to  its  purification  is  the  use  of  boracic 
acid  in  the  form  of  a  lotion  (saturated  solution)  and  boracic  lint 
which  has  been  wrung  out  of  this  same  solution,  the  mechanical 
irritation  of  the  lint  on  the  sore  being  prevented  by  the  interposition 
of  a  piece  of  Lister's  protective  oiled  silk,  which  is  first  dipped  in 
1  to  20  carbolic  lotion  to  disinfect  the  surface,  and  afterwards  in  the 
boracic  lotion  to  wash  away  the  irritating  carbolic  acid.  This 
dressing  is  changed  daily  for  some  time.  In  cases  where  there  is 
much  discharge,  it  is  well  to  cut  a  few  holes  in  the  protective, 
so  as  to  allow  the  discharge  to  escape  into  the  lint,  and  in  any 
case  the  protective  should  not  be  larger  than  the  sore  itself,  and 
should  be  well  overlapped  in  all  directions  by  the  antiseptic  lint 
outside. 

Where  there  is  a  tendency  for  the  granulations  to  become  oedema- 
tous,  this  dressing  is  unsuitable,  because  the  fluids  are  confined  beneath 
the  protective  and  the  (edematous  condition  is  increased.  In  such  cases 
the  (Edematous  granulations  should  be  destroyed  by  the  application  of 
nitrate  of  silver,  and  then  either  some  dry  dressing  or  some  of  the 
antiseptic  ointments  should  be  used  The  objection  to  the  dry 
dressing  is,  in  the  first  place,  its  mechanical  irritation,  and  in  the 
se<x)nd  pla<^,  that  when  it  is  removed,  one  is  very  apt  to  peel  ofiT  the 
delicate  layer  of  epithelium  which  has  been  forming  around  the  edge. 
Of  the  antiseptic  ointments,  perhaps  the  best  is  boracic  ointment, 
but  it  must  not  be  used  of  the  full  pharmacopoeial  strength,  because 
in  most  cases  this  does  not  permit  satisfactory  healing.  As  a  rule, 
it  is  well  to  dilute  it  with  vaseline  or  with  the  ointment  basis  to 
about  a  quarter  of  its  original  strength.  This  ointment  should  be 
spread  on  cambric  or  thin  butter-cloth ;  it  should  not  be  i^pread  on 
Imt,  as  is  the  usual  custom,  because  when  the  lint  is  stretch e^iJ  crnckfr 
form  in  the  ointment,  and  thus  a  complete  antiseptic  layer  is  m 
applied  to  the  surface  of  the  sore.  Outside  the  butter-<^oth,  bos 
I  2 
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lint  or  other  antiseptic  dressing  is  applied,  and  the  whole  fixed  on 
with  a  bandage. 

Where  the  ulcers  are  very  painful,  or  where  there  are  sloughs  on 
the  surface,  or  where  there  is  any  acute  inflammatory  action,  it  is 
well  to  employ  the  boracic  lint  in  the  form  of  a  fomentation,  that 
is  to  say,  the  boracic  lint  is  applied  wet,  the  lotion  being  only  very 
impei*fectly  squeezed  out  of  it,  and  outside  the  lint  a  piece  of 
mackintosh  cloth  is  placed,  overlapping  the  lint  in  all  directions. 
This  should  be  changed  twice  daily,  but  should  not  lie  continued  after 
the  irritable  condition  of  the  soi'e  has  ceased,  or  after  the  sloughs 
have  separated,  otherwise  the  granulations  are  very  apt  to  become 
cedematous,  and  one  form  of  weak  ulcer  may  be  produced. 

(4)  A  fourth  object  in  the  treatment  of  ulcers  common  to  all  of 
them  is  that  attempts  should  be  made  to  get  rapid  JheaJiiiig  with  as 
little  contraction  as  possible,  and  further,  to  obtain  a  scar  which  will 
Hubsequently  be  Hound.  In  the  case  of  ulcers  affecting  the  lower 
extremities,  especially  in  oldish  people,  the  scar  obtained  where  an 
ulcer  is  allowed  to  heal  of  itself  is  usually  weak,  and  commonly 
breaks  down  again  if  the  patient  stands  or  walks  much,  and  this  is 
more  especially  the  case  where  imperfect  contraction  of  the  sore  has 
taken  place,  as,  for  example,  where  the  base  of  the  sore  is  adherent 
to  the  bone.  Whei-e  a  really  sound  scar  is  desired — and  it  is  desired 
in  all  cases  of  ulcer  of  the  leg — the  best  method  is  to  employ  skin 
grafting,  preferably  by  the  plan  introduced  by  Thiersch. 

Skin  grafting.— The  earliest  method  of  skin  grafting  is  that 
known  as  ReverdhCs  method,  which  is,  however,  really  epidermis 
grafting  rather  than  true  skin  grafting.  In  his  plan,  minute  portions 
of  the  8U|>erticial  layer  of  the  epidermis  were  shaved  off  and  applied 
at  numerous  places  over  the  surface  of  the  sore,  at  a  distance  froui 
each  other  of  about  a  quarter  to  half  an  inch.  These  grafts  were 
left  undisturbed,  care  being  taken  not  to  wash  them  off,  and  in  the 
drst  instance  not  to  change  the  dressuig  for  some  days,  and  for  the 
best  success  in  this  plan  it  is  necessary  that  the  sore  should  be 
aseptic.  These  minute  grafts  of  epidermis  adhere  to  the  surface  of 
the  granulations,  and  very  soon  we  find  spreading  around  each  graft 
a  narrow  line  of  young  epidermis,  so  that  instead  of  the  sore  having 
to  heal  altogether  from  the  edge,  the  epidermis  sprouts  over  it  from 
numerous  |)oints  on  the  surface.  The  result  is  that  much  more  rapid 
healing  is  obtained  than  by  the  ordinary  treatment  of  the  sore,  and 
consequently  less  granulation  tissue  is  formed  and  the  resulting  con- 
traction is  correspondingly  less.  It  is  necessary  to  place  these  grafts 
pretty  close  together,  because  it  is  found  that  the  epidermic  formation 
around  each  graft  only  extends  to  an  area  of  about  the  size  of  a 
sixpence,  and  then  seems  to  come  to  a  standstill.  While  the  sores 
80  treated  heal  rapidly,  and  the  resulting  contraction  is  less,  there  is, 
nevertheless,  a  large  amount  of  contraction,  while  the  resulting  acar 
is  not  materially  stronger  than  that  which  follows  healing  withoot 
this  method  of  epi<lermic  grafting. 

With  the  view  of  obtaining  a  sounder  scar  and  of  avoiding  the 
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contraction,  it  is  necessary  to  employ  much  larger  and  thicker  por- 
tions of  the  skin,  and  to  leave  no  interval  at  all  between  the  grafts. 
In  ThierscKs  plan  about  half  the  thickness  of  the  skin  is  used,  and 
the  result  of  his  method  is  extremely  satisfactory.  In  describing  it 
we  have  to  consider :  first,  the  preparation  of  the  sore,  and,  secondly, 
the  preparation  and  application  of  the  grafts.  As  regards  the  pre- 
paration of  the  sore,  it  is  in  the  6rst  instance  necessary  to  get  rid  of 
all  existing  sepsis,  and  this  can  be  done  by  the  method  of  disinfection 
which  I  have  described.  The  wound  must  then  be  treated  till  the 
surface  of  the  sore  has  become  quite  healthy,  as  indicated  by  the 
presence  of  healthy  granulations  and  of  commencing  healing  around 
the  edges.  Some  surgeons  allow  this  healing  process  to  go  on  for 
several  weeks,  and  repeatedly  rub  the  gi^anulations  with  nitrate  of 
silver  with  the  view  of  obtaining  a  firmer  and  better  surface.  For 
my  own  part,  I  do  not  think  that  it  is  necessary  to  wait  or  to 
prepare  the  surface  in  this  way.  All  that  is  requisite  for  the 
success  of  the  application  is  that  the  sore  shall  be  healthy  (as  indi- 
cated by  the  appearance  just  described)  and  aseptic.  Having  obtained 
a  healthy  sore,  the  soft  layer  of  granulations  on  the  surface  should  be 
scraped  away,  the  deeper  newly-formed  fibrous  tissue,  which  is  highly 
vascular,  being,  however,  left  V)ehind.  By  scraping  away  the  surface 
of  the  granulations,  a  mass  of  tissue  is  removed  which  would  organise 
into  fibrous  tissue  and  subsequently  contract,  while,  at  the  same 
time,  a  smooth,  firm  base  is  obtained  on  which  to  lay  the  grafts.  In 
my  opinion,  not  only  should  the  granulations  be  scraped  away,  but  it 
is  well  also  to  remove  the  line  of  cicatrisation  which  has  already 
formed.  I  have  found  that  where  this  is  not  done,  although  the  area 
covered  with  skin  grafts  remains  quite  sound  after  the  patient  walks 
about,  a  line  of  ulceration  is  very  apt  to  occur  around,  corresponding 
with  the  line  of  cicatrisation  which  had  formed  as  the  result  of  the 
natural  healing  process,  and  I  therefore  deliberately  cut  away  the 
new  epithelial  layer  so  as  to  remove  all  the  parts  that  have  healed 
naturally.  The  surface  of  the  sore  having  been  prepared  in  this  way, 
steps  must  be  taken  to  arrest  the  hsemorrhage  completely  before  the 
grafts  are  applied,  and  this  is  best  done  by  taking  a  piece  of  protec- 
tive which  has  been  disinfected  in  carbolic  lotion  and  subsequently 
in  some  weak  antiseptic  such  as  weak  sublimate  solution,  and  placing 
it  next  the  sore,  and  then,  by  means  of  sponges,  either  held  firmly 
over  the  part  by  the  assistant  or  bound  down  by  means  of  a  l^andage, 
the  pressure  is  kept  up  till  the  bleeding  has  stopped.  The  object  of 
interposing  the  protective  between  the  sponges  and  the  sore  is  in 
order  that  the  bleeding  shall  not  be  started  again  when  the  pressure 
is  removed,  and  this  is  very  apt  to  occur  whei-e  no  protective  is  used, 
because  the  sponges  stick  to  the  surface. 

While  the  bleeding  is  In^jiig  arrets t^U  In  this  way,  tlie  cutting  of 
the  grafts  may  be  proceeded  with.  In  Che  fh-st  iiiHtiuicf^,  tho  skin 
which  is  to  be  removed  for  the  pur[ioge  of  Akij|iM|iitt^^ould  Itt^ 
thoroughly  disinfected  in  tlit^  miirm^r  ju^t  de» 
the  treatment  of  the  nloei,  and  it  should  al^ 
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because  the  presence  of  hairs  is  very  apt  to  interfere  with  the  proper 
healing  of  the  graft  Tlie  skin  is  most  conveniently  taken  fi'om  the 
front  or  sides  of  the  thigh,  but  of  course  it  may  be  t^ken  from 
any  part  of  the  body  which  is  healthy  and  suitable.  The  skin 
of  the  part  is  put  on  the  stretch  vertically  by  the  assistant,  and 
transversely  by  the  surgeon  grasping  the  limb,  and  the  surface 
should  be  made  as  flat  as  possible.  A  broad  razor  is  then  taken, 
which  is  always  kept  wet  with  boracic  lotion,  otherwise  the  graft  is 
very  apt  to  tear,  and  strips  composed  of  half  the  thickness  of  the 
skin,  as  broad  and  as  long  as  possible,  are  cut.  While  the  various 
strips  are  l>eing  prepared,  those  already  cut  should  be  left  on  the 
part  bathed  in  the  blood  which  exudes  from  the  cut  surface.  As 
soon  as  the  bleeding  from  the  ulcer  has  stopped,  these  strips  are 
transferred  to  the  sui-face  of  the  sore,  and  are  very  readily  spread 
out  by  means  of  a  couple  of  probes,  care  being,  of  course,  ta^en  that 
the  deeper  surface  of  the  graft  is  placed  next  to  the  surface  of  the  sore. 
These  grafts  should  be  applied  close  together;  in  fact,  their  edges 
should  overlap,  and  they  should  also  overlap  the  edge  of  the  slun, 
and  in  this  way  the  whole  surface  of  the  ulcer  is  entirely  co\-ered 
with  grafts.  When  this  is  completed,  narrow  strips  of  protective 
disinfected  in  the  first  instance  in  carbolic  lotion,  and  subsequently 
washed  in  weak  sublimate  or  boracic  lotion,  should  be  pressed  firmly 
over  the  surface  of  the  grafts,  so  as  to  expel  any  air  or  blood  whi<Ji 
may  have  collected  beneath  during  the  process  of  skin-gi*afting ;  and 
the  whole  surface  is  then  covered  with  a  layer  of  protective,  outside 
which  a  mass  of  cyanide  gausse  or  other  antiseptic  dressing  is  applied. 
In  the  first  instance,  this  dressing  should  be  left  on  for  at  least  five 
days,  by  which  time  the  grafts  will  have  sufficiently  adhered  to  with- 
stand the  washing  with  the  lotion.  Subsequent  dressings  must  be 
carried  out  at  necessary  intervals,  and  after  a  week  or  ten  days,  when 
the  grafts  have  firmly  adhered,  I  generally  give  up  the  moist  dressing 
for  some  antiseptic  ointment,  such  as  weak  boracic  ointment.  As 
regards  the  part  from  which  the  grafts  have  been  taken,  it  may  be 
dressed  at  once  with  weak  boracic  ointment  and  boracic  lint  outside, 
or  the  protective  and  boracic  lint  dressing  just  described  may  be 
employed.  These  parts  generally  heal  without  any  difficulty  what- 
ever and  with  great  rapidity,  and  it  is  possible  after  a  time  to  utilise 
the  same  place  for  subsequent  skin  grafts. 

The  third  method  of  skin  grafting  consists  in  the  employment 
of  the  wh^U  thickne88  of  the  skinj  but  the  results  obtained  by  this 
method  are  not  nearly  so  satisfactory  as  those  got  by  Thiersch's  plan. 
In  the  first  place  a  very  large  amount  of  skin  is  requisite  to  cover  a 
comparatively  small  sore ;  on  account  of  the  contraction  of  the  skin, 
it  is  also  necessary  to  cut  the  original  stri)>  into  small  pieces,  and 
even  then  one  is  very  apt  to  find  that  the  central  portion  of  the  graft 
sloughs,  no  doubt  because  the  skin  curls  up  and  this  central  part  is 
not  kept  in  contact  with  the  raw  surface. 

Whichever  method  of  gi-afting  is  employed,  the  patient  should 
be  kept  in  the  recumbent  (xwition  for  a  long  time.     In  the  case  of 
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Thiersch's  grafts  it  has  been  found  that  several  months  elapse  before 
absolutely  complete  union — more  especially  union  by  elastic  tissue 
— has  taken  place  between  the  skin  and  the  part  beneath,  and  if  the 
patient  be  allowed  to  walk  too  soon,  hsemorrhage  or  oedema  is  very 
apt  to  occur  beneath  the  surfsu^  of  the  graft  and  lead  to  its  ultimate 
detachment.  From  three  to  six  months  is  genei'ally  the  time  that 
should  be  specified  as  necessary  for  the  patient  to  lie  in  bed,  or  at 
any  rate  to  keep  up  the  leg,  after  the  commencement  of  the  treat- 
ment. 

Treatment  of  special  forms  of  tlie  chronic  non- 
infective  ulcer.— It  may  be  well  to  indicate  one  or  two  points 
with  regard  to  the  treatment  of  some  of  the  special  forms  of  ulcer 
which  have  been  referred  to. 

In  the  case  of  the  hifiamed  ulcer,  it  is  necessary  to  take  active 
measures  with  the  view  of  combating  the  inflammation,  and,  per- 
haps, the  most  successful  is  the  employment  of  free  incisions  into 
the  margins  of  the  ulcer,  which  act  by  locally  de))leting  the  ]mrt  and 
also  by  permitting  the  escape  of  exudation.  Where  bridges  of  skin 
are  present,  it  is  of  especial  value  to  cut  them  across.  These  bridges 
would  very  quickly  give  way  if  they  were  left  alone,  whereas  by 
cutting  them  across  the  poHions  of  skin  may  be  saved.  As  regards 
local  applications  in  these  cases,  it  is  best  to  employ  the  boracic 
fomentations  in  the  manner  already  described,  and,  of  course,  all  the 
other  principles  of  treatment  come  into  play. 

In  the  case  of  the  irritable  ulcer,  it  is  well  to  destroy  thoroughly 
the  surface  of  the  sore  by  rubbing  it  with  nitrate  of  silver,  and  to 
attend  more  especially  to  the  menstrual  functions. 

In  dealing  with  the  weak  ulcer ^  the  cause  which  leads  to  this  con- 
dition should  be  sought  for  and  removed,  more  especially  adhesion 
of  the  ulcer  to  the  bone  beneath,  or  any  other  cause  of  difficulty  m 
contraction.  In  some  cases,  healing  of  these  ulcers  has  been  obtained 
where  all  other  means  have  failed  by  resecting  a  portion  of  the  bone 
or  a  joint,  and  thus  permitting  contraction  of  the  sore.  Thus, 
in  sores  about  the  elbow  joint,  excision  of  that  joint  has  led  not 
only  to  the  healing  of  the  sore,  but  also  to  a  useful  arm ;  and  even 
in  the  case  of  ulcers  of  the  leg,  satisfactory  results  have  been  obtained 
by  removing  one  or  two  inches  of  the  tibia  and  fibula,  shortening  the 
leg,  and  at  the  same  time  permitting  a  sound  healing. 

The  varicose  ulcer  must  be  treated  on  the  lines  already  laid 
down,  and  as  soon  as  the  sore  has  healed,  either  of  itself  or  pre- 
ferably by  skin  grafting,  the  cure  of  the  varicose  veins  themselves  by 
operation  must  be  carried  out.  {See  Art  XXIV.)  This  opera- 
tion must  be  delayed  till  the  sore  has  healed,  otherwise,  if  there  be 
any  sepsis,  the  wounds  might  become  infected,  and  very  serious 
results  might  follow. 

In  the  case  of  the  callous  ulcer,  the  chief  obstacle  to  healing  la 
the  callous  condition  of  the  surrounding  parts,  and  the  sur;rfiH:»ii's  lirst 
efforts  must  be  directed  to  getting  rid  of  this  condition.  As  a  iimtt^^r'  of 
fact,  if  the  part  be  put  at  rest,  the  leg  elevated  and  the  sore  rcndcitMl 
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aseptioy  this  callous  condition  will  quickly  subside,  so  that  in  the 
course  of  two  or  three  weeks  the  sore  will  present  a  healthy  appear- 
ance, and  healing  will  commence.  Where  it  is  desirable  to  expedite 
matters,  or  where  the  thickening  of  the  tissues  does  not  yield  to 
these  measures,  perhaps  the  best  method  is  to  apply  one  or  more 
blisters.  These  blisters  should  be  applied  over  the  calloua  area 
around  the  sore,  but  it  is  not  advisable  to  place  them  over  the  actual 
surface  of  the  sore,  otherwise  t|;ie  cantharides  is  very  apt  to  become 
absorbed  and  produce  congestion  of  the  kidneys,  and  as  in  these 
cases  it  is  not  uncommon  to  find  that  Bright's  disease  is  present, 
this  congestion  might  lead  to  very  serious  results.  The  effect  of  the 
blister  is  to  set  up  inflammatiou  of  the  skin,  and  consequently  more 
rapid  circulation  through  the  part  and  more  rapid  absorption  by  the 
lymphatics,  and  in  a  few  days  after  the  application  of  a  blister  it 
is  usually  found  that  the  thickening  has  very  markedly  diminished 
or  even  disappeared. 

Another  method  which  is  employed  to  get  rid  of  the  callous 
condition  is  the  use  of  pressure,  either  in  the  form  of  strapping — the 
strips  of  strapping  beginning  behind  the  leg,  and  the  ends  oroasing 
over  the  surface  of  the  ulcer,  a  hole  being  cut  in  the  strapping  to 
permit  of  the  escape  of  discharge — or  in  the  form  of  Martin  s  elastic 
bandage,  which  is  of  considerable  advantage.  Massage,  also,  is  a 
rapid  method  of  getting  rid  of  the  effused  material,  the  parts  first 
subjected  to  the  treatment  being  those  above  the  ulcer,  and  sub- 
sequently the  parts  below.  The  callous  condition  having  been  got 
rid  of,  and  the  sore  having  become  healthy,  skin  grafting  should 
be  employed,  and  if,  when  the  wound  has  healed,  varicose  veins  are 
found,  they  should  be  treated  by  operation. 

Callous  ulcers  occur  more  especially  in  the  very  poor,  who  are 
unable  to  give  the  necessat7  time  for  the  thorough  and  sound  healing 
of  the  sore,  and  who  must  therefore  often  be  treated  as  out-padents. 
In  that  case  one  hardly  hopes  for  a  cure,  but  nither  for  alleviation 
of  the  pain  and  discomfort,  and  arrest  of  the  ulcerative  process.  If 
the  patient  is  to  be  allowed  to  walk  about  with  a  callous  ulcer,  the 
first  essential,  after  having  rendered  the  sore  aseptic,  is  to  give  the 
part  adequate  support,  so  as  to  aid  the  return  circulation ;  and  for 
this  pur|>ose  the  use  of  Mai*tin's  bandage  is  the  plan  which  has  met 
with  the  greatest  favour.  Originally  it  was  applied  to  the  1^, 
beginning  at  the  foot,  and  passing  upwaixls  without  any  dressing 
l)eing  placed  between  it  and  the  sore  ;  and  it  was  taken  off  at  night, 
washed,  and  thoroughly  dried,  no  bandage  being  employed  while  the 
patient  was  in  bed.  The  objection  to  this  is,  however,  that  the  l)andage 
becomes  very  foul,  and  thus  great  irritation  of  the  sore  is  produced  ; 
and  further,  as  the  pei-spiration  is  confined  beneath  the  bandage,  an 
eczematous  condition  is  very  apt  to  form.  With  the  view  of  avoid- 
ing the  latter  objection,  ]Martin*8  bandages  are  now  for  the  most  part 
perforated  with  holes,  so  as  to  allow  the  evajioration  of  the  sweat ; 
but  I  believe  it  is  also  advisable  in  all  cases  to  apply  a  suitable  anti- 
septic dressing  to  the  soi*e  before  putting  on  a  Martin's  bandaga  So  long 


TUEATUENT. 


121 


no  givmmj  apijU<^tion  is  employed,  which  would  destroy  the  indiii* 
mbber,  there  is  really  no  objection  to  proper  and  eflicieiit  di^eflsing  of 
the  aora  beneath  the  bandage.  In  applying  the  Martin's  Imndage^ 
It  abooU  be  put  on  before  the  patient  gets  out  of  bed,  and  it  should 
i  te  pliiOtd  on  the  limb  quite  loosely  and  smoothly ,  the  bandage  l>eirig 
laynply  unrolled  around  the  limb,  revei-sesi  of  ooui-se,  lieing  made 
TTPV«*r  neeessziry.  If  the  bandage  lie  put  on  tightly,  the  accumu- 
lative action  of  the  turns  lead8  to  the  upper  part  becoming  too  tight 
when  the  patient  has  walked  about  for  a  nhoi't  time. 

l*nna  has  introdoced,  in  preference  to  the  Martin's  bandage,  an 
umingement  by  which  the  ordinary  l*andages  are  stiffened,  fw>  that 
they  maintain  their  position  and  keep  up  the  support.  In  the  first 
pittce  he  tlioroughly  disinfects  the  skin,  washing  it  with  soap  and 
waier«  and  subsequently  with  antiiM>ptic  lotions,  and  then  powders 
it  and  the  sore  with  iodofonu.  He  then  takes  n  double- headed 
bandage  and  applies  it  to  the  limb,  coinniencing  from  the  middle  of 
ikm  Mre»  This  Ixindage  is  porous^  and  over  it  he  rub«i  a  tnixture  of 
gi^atinii  and  glycerine — 10  parts  of  gelatine,  40  parts  of  water, 
10  pArts  of  glycerine —with  some  oxide  of  zinc.  This  is  melted  and 
ntbbed  into  the  bandage,  and  l»€ifoi*e  it  is  set  another  bandage  is 
dipped  ill  hot  water  and  applied.  The  dressing  solidities,  and  forms 
a  firm  support  to  the  leg  ;  while  it  does  not  have  the  weight  of 
piMtor  of  Piiris,  and  the  press ui^  is  mon^  evenly  distributed  than 
wilb  Martin's  bandage.  This  dressing  is  renewetl,  according  to  the 
aBMMtnt  of  discharge,  usually  at  fii-st  every  other  day,  but  as  the 
fHgrtMiTyn  diminishes,  at  less  frequent  intervals.  It  Lh  readily 
r«toOTed  by  putting  tlie  patient's  leg  in  a  |iail  of  warm  water,  which 
tnelii  tlie  gelatine,  and  allows  one  to  unwind  the  bandage  quite 
•-amir.  When  an  ulcer  has  healed,  whether  by  skin  grafting  or 
oatu rally,  it  is  well  in  all  cases  to  supjxirt  t!ie  part  for  some  time 
with  a  light  bandage,  and,  best  of  all^  ^ith  Unna's  bandage. 

In  the  case  of  paralytic  ulcers  stimulant  applications  should  be 
tiled,  in  addition  to  the  ordinary  methods  of  ti-eatment^  moi-e  espe- 
cially the  application  of  spirits  of  wine  to  the  parts  around.  As  a 
dreasing,  balsam  of  Peru  sometimes  acts  very  well. 

In  dealing  with  jyerfi^raiing  ub^^r  of  the  foot  very  nulieal  meiv- 
mf9m  are  necessary  in  order  to  obtain  healing.  One  may  place 
fttoh  m  aore  at  rest^  and  in  an  elevated  position,  for  a  long  periwl  of 
dno  viUKnit  the  slightest  attempt  at  healing  taking  place,  because, 
at  I  bave  already  pointed  out,  the  epithelium  has  spread  down  the 
mArm  of  the  funnel.  Hence,  in  orrler  to  obtain  healing,  it  Ls  necessary 
to  <mt  away  the  edges  and  sides  of  the  ulcer,  and  this  must  lie  done 
%-ijr\  fmely.  The  liottom  of  the  ulcer  should  then  be  scm|>ed,  and 
%km  whole  cavity  stutfed  with  cyanide  gatize,  sprinkled  wnth  iodo- 
brm,  tint  patient,  of  course,  l>eing  kept  in  l)ed. 

In  tlie  case  of  the  pressure  ulcer,  also,  it  is  necessary  to  i-eraove 
iba  caUoiity  on  each  side  of  the  ulcer. 

Tbe  pka^editiiic  ulcer  requires  energetic  deetruction  of  the  gnu* 
fpmuonm  tii^A,  and  this  is  best  carried  out  by  means  of  the  iietual 
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cautery,  the  phagedseuic  material  being  sci*aped  away  in  the  first 
instance,  and  the  part  left  being  then  very  thoroughly  cauteiised. 
Some  surgeons  have  advocated  the  use  of  caustic  i)ota8h  or  nitric 
acid  in  preference  to  the  actual  cautery,  })ut  nitric  acid  especially 
seems  to  be  inefficient,  in  that  it  leads  to  coagulation  of  the 
albumen,  which  stops  the  penetration  of  the  acid.  Subsequent  to 
the  application  of  the  destructive  agent,  a  dressing  of  strong  carbolic 
oil  (1  to  5)  is  perhaps  the  best. 

II.    THE  CHRONIC  INFECTIVE  ULCER 

The  chief  ulcera  which  belong  to  this  group  are  those  which  are 
due  to  tuberculosis  and  syphilis.  These  will  be  described  in  detail 
in  the  proper  articles,  and  I  need  only  refer  in  one  or  two  words  to 
the  chief  points,     (^ee  Arts.  XVI.  and  XX.) 

As  regards  the  ulcerations  of  the  skin  due  to  tubercle,  we 
have  the  condition  known  as  ordinary  tuberculous  ulcer,  which 
is  characterised  more  especially  by  undermining  of  the  skin  for  a 
considerable  distance  aT*ound  the  edges  of  the  ulcer,  this  undermined 
skin  Ijeing  extremely  tender  if  a  probe  be  pushed  in  under  it,  and  being 
of  a  reddish  colour  (Fig.  19).  The  surface  of  the  ulcer  is  generally  pale, 
without  proper  granulations,  and  with  caseating  material  here  and 
there.  These  tubercular  ulcerations  of  the  skin  usually  follow  the 
formation  and  bursting  of  an  abscess,  either  in  the  subcutaneous 
tissue,  in  a  gland,  or  in  some  deeper  part ;  and  the  great  difficulty  in 
healing,  apart  from  the  presence  of  the  specific  tuberculous  disease, 
is  the  presence  of  this  very  thin  undermined  skin,  which  has  no 
tendency  whatever  to  adhere  to  the  deeper  parts.  This  difficulty  is 
partly  due  to  the  extreme  thinness  and  want  of  nutrition  of  the 
skin ;  in  some  cases,  also,  to  the  fact  that  epithelium  has  already 
spread  over  the  deeper  surface,  starting  sometimes  from  the  bottom 
of  a  hair  follicle  which  has  been  opened  into,  and  thus  we  have  an 
epithelial-covered  surface  opposed  to  the  granulating  surface.  Where 
healing  does  occur,  portions  of  this  undermined  skin  usually  slough, 
while  the  rest  shrinks  and  forms  a  lumpy,  unsightly  scar.  {See 
Art.  XVI.  page  361.) 

The  other  typical  ulceration  of  the  skin  is  the  result  of  the 
ulcerating  form  of  lupus,  the  character  of  this  being  a  8oft|  pale 
base,  with  imperfect  granulations,  and  around  the  edge  of  the  uloer 
the  presence  of  numerous  nodules,  often  presenting  the  typical 
apple-jelly  appearance,  which  again  break  down  and  thus  lead  to  the 
extension  of  the  sore  (Fig.  21).  There  are  various  forms  of  lupoid 
ulceration  of  the  skin,  but  the  great  characteristic  of  them  all  18 
what  I  have  described,  namely,  the  rough,  imperfectly  grannlafcing 
base,  and  the  presence  of  these  nodules  around,  sometimes  forming  a 
very  marked,  thickened  edge.     (See  Art.  XXVIII.) 

Syphilitic  ulcers,  again,  are  most  usually  the  result  of  thye 
ulceration  of  gummata,  which  have  formed  in  the  skin  or  tha 
subcutaneous  tissues.     These  gummata,  when  they  reach  the  mutmsm 
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and  burst,  lead  to  loss  of  the  skin  over  a  considerable  portion  of 
their  extent,  so  that  in  the  early  period  they  present  a  circular, 
punched-out  appearance.  After  a  time  the  ulceration  tends  to 
assume  a  more  or  less  serpiginous  form,  healing  often  taking  place 
at  one  side,  while  ulceration  occurs  at  the  other.     {See  Art.  'KK.) 

In  the  matter  of  dlairnosls,  the  chief  feature  in  the  typical 
tuberculous  ulcer  is  the  thin  undermined  skin  around  the  edge,  and 


Fig.  21.— Case  of  Lupus. 

in  lupoid  ulceration  the  pi*esence  of  minute  nodules  at  the  margin  of 
the  ulcer  and  around  it,  often  nemi-transparent,  and  presenting  the 
typical  apple-jelly  appearance.  The  syphilitic  ulceration  assumes  the 
serpiginous  form,  tending  to  heal  at  oue  side  while  it  progresses  at  the 
other;  or  it  assumes  a  tube  re  u  I  tir  toiin — the  soLalled  ssyphilitu::  InjmH 
— progressing  with  much  gre-ftler  ii]i|ndity  than  ordinaiy  lupus  with 
much  larger  nodules,  and  destroying  Im^ih^h  ua  wtill  tv^  tin-  n^rft  m---  r  - 

As  regarils  the  treatnwnt  of  the  tuiwitjular  form  uf  ukvu^    I  •    : 
measures  are  of  the  greatt^^t  iin[>orULrjee,  thi^  eHHeiitial  priiiido||LiwHi| 
to  remove  the  disease  as  ooiiii>letely  as^  [itHnible.     Tlitb  (aiilHP'^^* 
in  various  ways,  either  by  Htim|>iijg,   l>y  thf  uppltniti.' 
caustics,  or  by  excision.     I  nt-ed  oiily  hVru  rxT>u^«s.   n. 
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for  excision,  followed,  if  required,  by  skin  grafting  wherever  it  can 
be  carried  out. 

The  treatment  of  syphilitic  ulcers  will  be  fully  discussed  else- 
where, and  need  not  occupy  us  now. 

Til.     ULCERATING  TUMOURS. 

These  belong  almost  entirely  to  the  class  of  malignant  tumours. 
Ulceration  only  occurs  in  connection  with  simple  tumours  as  the 
result  of  pressure,  there  being  no  inherent  tendency  whatever  to 
destruction  of  the  parts  around. 

In  the  case  of  malignant  tumours,  however,  especially  in  the  carci- 
nomata,  the  disease  tends  to  invade  the  surrounding  parts,  converting 
them  into  cancerous  material,  and  so,  when  it  reaches  the  surface 
of  the  skin,  destix)ying  it,  and  leading  to  the  formation  of  an  ulcer. 
The  ulcerations,  which  result  from  the  growth  of  sai^comata  beneath 
the  skin,  are  due  mainly  to  pressure.  Tlius,  the  character  of  a 
sarcomatous  ulcer  originating  in  this  way  is  that  of  a  fungat- 
ing  tumour  protruding  through  a  hole  in  the  skin,  the  sides  of  which 
are  inflamed  but  do  not  present  the  characteristic  clinical  appearances 
of  sarcomatous  disease.  Cancerous  ulcers,  on  the  other  hand, 
present  an  ulceration,  which  is  generally  below  the  level  of  the  skin, 
the  base  of  which  is  haixi,  or  warty  in  the  case  of  epitheliomata,  and 
the  edges  of  which  are  also  hard,  elevated,  and  sometimes  warty. 

Epithelioma  is  of  interest  in  connection  with  ulcers,  because 
it  is  not  uncommon  for  a  simple  ulcer  which  has  lasted  many  years 
to  become  the  seat  of  the  development  of  an  epithelioma,  which  may 
either  assume  the  ordinary  rapidly-growing  tuberous  form,  or  may 
progress  more  slowly,  and  be  of  the  flat  variety.  (See  Art.  XXIL) 
It  is  not  at  all  uncommon  for  this  variety  of  epithelioma  to 
attack  an  old-standing  lupus ;  and  when  it  does  so,  the  disease 
progresses  with  much  greater  rapidity.  Indeed,  it  is  not  impro- 
bable that  many  of  the  cases  described  as  lujyua  vorax  are  really 
cases  of  epithelioma  grafted  on  a  lupus. 

Rodent  ulcer. — The  only  malignant  ulcer  to  which  we  need 
refer  in  this  place  is  that  known  as  rodent  ulcer,  because  for  a  long 
time  rodent  ulcer  was  not  recognised  as  a  malignant  disease,  but 
was  included  among  the  peculiar  forms  of  inflanmiatory  ulcerations. 
We  now  know  that  rodent  ulcer  is  simply  a  form  of  superficial 
epithelioma,  and  belongs  to  what  is  spoken  of  in  Germany  as  the 
flat  variety  of  that  disease.  It  commences,  in  the  first  instance, 
quite  insidiously  and  very  often  on  some  pre-existing  lesion,  such  as 
a  wart  or  a  mole.  By-and-by  an  ulcer  is  formed  which  has  a  red 
base,  depressed  below  the  surface  of  the  skin  without  any  granula- 
tions on  it,  and  somewhat  indurated ;  the  edge  of  the  ulcer  is  also 
hard,  sharply-cut,  and  may  in  some  cases  be  prominent,  or  even 
warty,  resembling  the  more  rapid  forms  of  epithelioma.  The  margin 
of.  induration  compared  wi^h  that  met  with  in  the  epitheliomatous 
ulcer  is  comparatively  slight  (Fig.  22). 
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The  disease  spreads  extremely  slowly,  and  may  go  on  for  many 
years,  gradually  destroying  the  parts  in  which  it  is  situated,  both 
in  superficial  extent  and  in  depth.  It  is  not  uncommon,  also,  to 
find  that  the  centre,  or  indeed  the  gi*eater  part  of  the  sore,  may 
become  apparently  cicatrised,  but  the  cicatrix  very  soon  breaks 
down  again,  and  the  ulceration  proceeds. 

The  disease   is,   in   the   great   majority   of   case^,   only   locally 


Fig.  22.— Ala  of  Nose  deitroyed  by  a  Rodent  Uloer. 

malignant,  and  it  is  seldom  that  there  is  any  glandular  enlargement 
in  connection  with  it,  but  this  does  occasionally  occur. 

It  generally  attacks  oldish  people,  chiefly  men  from  fifty  years 
of  age  and  upwards. 

It  most  usually  begins  in  the  face,  more  es[)ecially  about  the  root 
of  the  nose  and  the  region  of  the  eyelids,  and  it  goes  on  destroying 
the  various  structures  which  it  meets  with,  eating  into  the  nasal 
bones  and  the  superior  maxilla,  or  the  frontal  bones  ;  and  it  may 
ultimately  cause  death  either  from  haemorrhage  or,  after  ha^dng 
destroyed  the  bones  of  the  skull,  from  septic  meningitis.  It  may, 
however,  be  found  in  any  part  of  the  body,  perhaps  the  next  mo8t 
frequent  seat  to  the  face  being  the  back  of  the  hand,  just  as  is  the 
case  with  lupus  ;  and  this  may  very  possibly  be  explained  by  direct 
infection  from  rubbing  the  face  with  the  hand. 

On  making  microscopical  sections  of  the  wall  or  base  of  the  ulcer^ 
one  finds  a  typical  cancerous  structure,  namely,  epithelial  cells 
penetrating  into  the  tissues  in  the  form  of  tubes,  and  giving  rise  to  tht* 
alveolar  arrangement  found  in  ei>itlieliomata  (Fig.  23).    The  epithelial 
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cells  present  in  rodent  ulcer  are  smaller  than  the  ordinary  squanioiis 
epithelium,  and  the  nuclei  are  spindle-shaped ;  and  it  has  been 
supposed  by  some  that  the  rodent  ulcer  originates  in  the  sweat 
jj^lands,  and  by  others  that  it  originates  in  the  sebaceous  glands. 
It  is  apparently  clear  that  it  does  not  originate  in  the  surface  epithe- 
lium. The  amount  of  cancerous  material  present  at  the  edge  or  the 
base  of  the  ulcer  is  quite  small  in  most  cases,  and  may  indeed  be  in 
parts  entirely  wanting,  the  fact  being  that  the  new  growth  ulcerates 
almost  as  fast  as  it  forms,  and  hence  it  was  that  formerly,  in  spite  of 
microscopical  examinations,  the  cancerous  nature  of  the  disease  was 
not  recognised. 

The  treatment  of  rodent  ulcer  consists   in  free   and   complete 

removal  of  the  dis- 
ease ;  and  where 
the  ulcer  is  still 
limited  to  the  skin 
and  subcutaneous 
tissue,  and  has  not 
penetrated  into 
the  sinuses  in  the 
various  bones 

about  the  face,  if 
the  removal  be 
sufficiently  free, 
the  disease  will  be 
cured.  The  cases 
which  recur  so 
obstinately  after 
removal  are  cases 
where  the  disease 
has  passed  deeper, 
and  where  por- 
tions are  left  be- 
hind in  some  small  cavity  in  the  bone.  Some  surgeons  prefer  the 
employment  of  caustics,  with  the  view  of  destroying  the  disease ; 
and  in  cases  where  a  bone  is  affected — such  as  the  frontal  bone — 
this  is  probably  the.  best  method  of  treatment.  The  caustics  which 
are  found  to  be  most  efficient  are  sulphuric  acid,  Vienna  paste,  or 
potassa  fusa.  In  applying  any  of  these  caustics  the  patient  should 
be  either  ansBsthetised  in  the  first  instance  or,  if  it  is  to  be  a  pro- 
longed application,  kept  fully  under  the  influence  of  morphia, 
cocaine  having  been  applied  to  the  sore,  and  injected  beneath  it,  so 
as  to  diminish  the  pain.  In  using  sulphuric  acid,  the  commercial 
acid  is  mixed  up  with  sawdust  to  form  a  paste,  which  is  applied,  and 
left  on  until  the  action  is  complete.  Probably,  in  the  case  of  a  rodent 
ulcer,  from  half  an  hour  to  an  hour  will  suffice.  Where  potassa  fusa 
is  used  the  action  is  very  much  more  rapid,  and  must  be  carefully 
watched  ;  and  as  soon  as  it  is  considei*ed  that  sufficient  has  been 
done,  an  application*  of  vinegar  will  an*est  the  action  of  the  caustic. 


FifiT.  23.— Section  of  a  Rodent  Uloer»  showing  the  Tubes  of 
Epithelium  spreading  iu  the  subcutaneous  Tissue.  The 
Hurface  epithelium  is  also  shown  on  the  left  side,  and  the 
lurger  size  of  these  cells  is  evident. 
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Differential  diagnosis. — The  distinctions  appertaining  to  the 
syphilitic,  tuberculous,  epitheliomatous,  and  rodent  ulcers  are  placed 
in  comparison  with  one  another  in  the  following  table : —  >^^- 


TEBTIAHY  8TPHIUTIC. 


I.  Present  at  any  ajje. 
Previoiw  hiHtory  of 
►i^-philiP, 


Edjfes  sharply  cut, 
not  thickened; often 
healinjir  at  one  side, 
nnd  spreading  at 
the  other. 


Lupus  begins  in  child-  In 

hood    or    voungi 

adult  life.  Tubers! 

culoUH  ulcer  se-' 

condary  to  abcea8  I 

in  glands,  etc..  at  i 

any  age.  I  i 

In   true  tuberculous lEdgeH  raised,  hard.;  Edges  hard,  but  not 

ulcer  edges  thin.j       warty  ;    no  ten-;       usually  markedly 
dency  to  heaL 


X  Surface  smooth ;  not 
covered  with 
healthy  granula- 
tions 


4.  May  be  sin^e  ori 
multiple,  and  there  I 
may  be  gummatal 
around.  No  gland  | 
infection.  Eztendsj 
fairly  rapidly. 


TUBKBCULOrs. 


EPITBBLIOMATOU8. 


advanced  life.  Usually  old  age. 
Very  seldom  be-  Seldom  before 
fore  thirty.  !       fifty. 


undermined,  pur- ; 

Slish :  no  ten- 
ency  to  heaL  In 
lupus  soft  break- 
ing-down nodules 
at  margin  and  no- 
dules around. 
Surface  soft,  pale  r  Surface  hard 
may  be  promi-l 
nent.  Unhealthy', 
granulations.        | 


raised ;     sharply 
cut. 


I 


and  i 
warty ,  sometimes 
slougny ;  and  on 
I  drying  and 
squeezing  the 
I  mass  numerous! 
small  white! 
points  may  be 
seen.  j 

Often    enlarged  Single.  Usually ;  Single  usually  ;  very 

glands  in  vicinitv:.  neighbouring  slow  in  its  pro- 
not  necessarily  I  glands  enlarged 
secondary  to  the!  after  three  to  six 
ulceration  and  months.  Varies 
other  tuberculous  in  rapidity;  the, 
disease  else-  worst  forms  ex-: 
where.  Course  tending  quickly,  j 
sluggish. 


Surface  hard,  de- 
pressed, smooth ; 
sometimes  tem- . 
porary  patches  of 
epithelium  over 
it. 


gre8&  Glands 
not  enlarged,  or 
only  very  late. 


J 


V.     GANGEENE. 

By  W.  WATSON  CHEYNE,  F.R.S.,  F.R.C.S., 
Surgeon  to  King's  Colltge  Botpital ;  Profuwr  of  Surgery  at  King's  Oolltge. 

GENERAL  CONSIDERATIONS. 
Inflammation  and  ganjnrene. — In  dealing  with  the  final  results 

of  acute  inflammation  at  the  stage  of  stasis  and  exudation,  it  is 
mentioned  that  i-esoluticm  might  take  place,  that  it  might  go  on 
to  granulation,  or  that  it  might  end  in  gangrene  (page  60).  In 
discussing  the  subject  of  gangrene,  however,  we  shaU  find  that 
only  a  very  few  cases  result  in  this  way,  and  that  there  are 
many  other  causes  which  lead  to  the  occurrence  of  death  in  a 
part  Nevertheless,  it  is  convenient  to  discuss  the  whole  subject 
here,  because  inflammation  has  Uy  do  with  gangrene  in  a  variety  of 
ways.  In  the  6rst  place^  as  I  have  said,  it  may  be  the  direct  factor 
in  its  pntduction  as  the  result  of  extensive  stasis  in  the  blood-vessels. 
In  the  second  place,  inflammation  may  be  concerned  in  the  extension 
of  the  gangrene,  more  especially  in  the  fonn  of  gangrene  occurring 
in  old  people  and  known  as  senile  gangrene,  where  the  inflammation 
that  occurs  at  the  margin  of  the  gangrenous  part  may  of  it«elf 
lead  to  further  extension  of  the  process ;  and  in  the  third  place 
inflammation  is  associated  with  gangi-ene,  and  it  is  by  means  of  the 
inflammatory  process  that  separation  of  tlie  dead  part  takes  place. 

Definition. — By  gangrene  is  meant  death  of  visible  portions  of 
the  tissue,  and  this  may  i-esult  from  many  causes.  TTie  term  is 
generally  only  employed  where  the  death  of  the  tissue  is  extensive, 
more  especially  wliere  it  affiKcts  part  or  the  whole  of  an  extremity. 
When;  the  death  of  the  tissue  is  limited  to  a  small  portion,  say  of 
the  skin,  the  process  is  spoken  of  jw  slwiyhing,  and  the  dead  piece 
as  a  dotujh. 

In  considering  the  subject  of  gangrene,  we  have  in  the  first 
place,  and  as  the  most  important  point,  to  discuss  its  mode  of  pi"o- 
<lucti(m  and  the  various  causes  which  lead  to  it.  In  the  second  place 
we  have  to  speak  of  the  mode  in  which  the  gangrene  extends  ;  and 
in  the  third  phice  of  the  mode  in  which  the  dead  part  is  separated. 

Classification. — The  various  forms  of  gangrene  may  he  classified 
either  accoixling  to  their  clinical  characters  or  according  to  their 
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aetiology.     Clinically,  we  speak  of  two  forms  of  gangrene,  namely, 
moist  gangrene  and  dry  gangrene, 

JEtiologically,  we  speak  of  three  forms  of  gangrene,  namely,  (1) 
direct  gangrene,  where  the  part  which  dies  is  the  one  which  has 
been  immediately  acted  on  by  the  noxious  agent ;  (2)  indirect  gan- 
grene, where  the  death  of  the  tissue  takes  place  at  some  distance 
from  the  cause  which  leads  to  it;  and  (3)  specific  forms  of  gangrem/e^ 
which  are  due  to  special  micro-organisms. 

Of  these  two  classifications,  by  far  the  most  important  from  a 
practical  point  of  view,  especially  from  the  point  of  view  of  treat- 
ment, is  the  {etiological,  and  I  shall  therefore  base  my  description 
on  it.  It  will^  however,  save  a  good  deal  of  repetition  and  make 
the  matter  clearer  if,  in  the  first  place,  I  describe  the  clinical 
classification  into  moist  and  dry  gangrene,  and  mention  the  chief 
characteristics  of  these  two  forms.  The  terms  "  dry  "  and  "  moist " 
express  the  essential  clinical  feature  of  the  two  types.  In  dry 
gangrene  the  part  which  dies  dries  up,  without  any  marked  putre- 
factive changes.  In  moist  gangrene,  on  the  other  hand,  death  of 
the  tissue  has  occiured  before  the  evaporation  of  fluid  has  gone 
on  to  any  considerable  extent,  and  the  result  is  that  the  essential 
features  of  moist  gangrene  are  the  putrefactive  changes  in  the  dead 
part  as  the  result  of  the  growth  in  it  of  various  micro-organisms. 

Dry  (gangrene. — This  form  is  also  spoken  of  as  senile  gan- 
grene because  it  occurs  more  especially  in  old  persons,  seldom  before 
forty  years  of  age.  In  this 
form  the  dead  part  dries 
up  and  becomes  hard,  the 
fat  becomes  liberated  from 
the  cells  and  infiltrates  the 
tissue,  so  that  the  surface 
of  the  dead  part  becomes 
greasy,  while,  as  the  result 
of  the  fat  soaking  into  the 
skin,  it  becomes  more  or 
less  transparent,  and  ten- 
dons and  other  structures 
may  be  seen  through  it. 
Dry  gangrene  spreads  very 
slowly,  otherwise,  of  course, 
the  part  would  not  be  dry, 
and  it  is  generally  due  to 
a  somewhat  gradual  dimi- 
nution in  the  calibre  of  tlie 
vessels  leading  to  the  djring  part.  As  the  ordinary  putrefactive 
changes  do  not  take  place,  the  odour  from  the  part  is  comparatively 
slight,  though  there  is  generally  a  distinctly  musty  smell.  This 
form  of  gangrene  usually  begins  in  the  lower  extremity,  especially 
in  the  toes,  and  may  appear  spontaneously  after  some  slight  scratch. 
It  goes  on  very  slowly.  Sometimes  months  may  elapse  before  a 
J 


Fig.  24.~Ca8e  of  Dry  Qangrene  (senile).    The  i 
c«88  had  gone  on  for  about  eight  weeks  bexore 
the  photograph  was  taken. 
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toe  is  completely  dead  (Fig,  24).  During  that  time  the  patient 
complains  much  of  pain,  not  only  in  the  parts  which  are  living,  but 
also  in  the  parts  which  are  apparently  dead,  the  cause  of  this  being 
in  the  main  that  the  nerves,  especially  the  axis  cylinders,  are  the 
last  structures  to  die.  This  pain  leads  to  loss  of  sleep  and  the 
gradual  exhaustion  of  the  patient.  In  the  early  stage  the  general 
condition  of  the  patient  is  usually  good,  but  the  pain  keeps  him 
awake,  so  that  he  soon  becomes  pulled  down,  his  pulse  becomes 
feeble,  and  he  often  dies  of  exhaustion. 

Moist  ffangrene,  on  the  other  hand,  progresses  much  more 
rapidly,  and  there  is  not  time  for  the  liquids  in  the  part  which  dies 
to  evaporate.  The  consequence  is  that  putrefaction  takes  place  in 
the  dead  tissue,  and  the  chief  symptoms  are  dependent  qn  this 
putrefactive  process.  Bullae  form  early  on  the  surface,  and  contain 
a  dark  fluid  which  has  a  very  foul  smell.  By-and-by  the  epidemus 
peels  ofi*,  a;id  a  moist,  foul-sraelling  surface  is  left  behind.  The  part 
is  first  reddish,  and  then  passes  through  the  various  stages  of  green 
to  black.  It  also  becomes  very  much  swollen,  due  to  the  presence 
in  the  tissues  of  gases  produced  as  the  result  of  this  putrefactive 
process.  On  placing  the  hand  over  the  gangrenous  part  and  press- 
ing on  it,  one  very  often  gets  the  sensation  of  crepitation  from  the 
g^Lses  contained  in  the  interstices  of  the  tissue  bubbling  through  tiie 
fluid,  and  the  soft  parts  soon  become  liquid  and  separate  from  the 
bone  as  a  slimy,  foul-smelling,  dark  mass.  Accompanying  these 
local  appearances,  the  patient  suffers  from  absorption  of  the  poison- 
ous products,  and  has  fever,  sometimes  very  acute,  and  of  the  asthenic 
type,  and  he  may  die  of  the  septic  absorption  or  of  exhaustion  from 
the  continuance  of  the  process. 

The  line  of  separation. — In  both  cases  when  the  gangrenous 
process  has  come  to  an  end,  the  part  which  is  dead  becomes  separated 
from  that  which  is  alive.  This  takes  place  as  the  result  of  inflam- 
mation occurring  in  the  living  tissues  at  the  point  where  the  dead 
and  living  parts  join.  The  dead  part  acts  as  an  irritant  on  the 
living  tissues  in  the  vicinity,  and  leads  to  the  occurrence  of  inflam- 
mation, which  goes  on  to  the  stage  of  granulation  and  ultimately  of 
suppuration,  so  that  the  dead  tissues,  which  in  the  first  instance 
were  directly  continuous  with  the  living,  become  separated  from  it 
by  a  layer  of  granulation  tissue,  and  subsequently  become  quite  loose 
from  the  formation  in  this  granulation  tissue  of  pus.  Hence  there 
is  at  the  point  of  junction  of  the  living  and  dead  tissue  an  area  of 
redness  over  the  living  tissues,  which  become  swollen  and  present 
the  various  signs  of  acute  inflammation — of  varying  degree  according 
to  circumstances — and  very  soon  a  furrow  forms  between  the  dead 
and  living  parts  which  contains  pus. 

In  the  case  of  dry  gangrene  it  is  not  at  all  uncommon  for  this 
line  of  separation  to  commence  at  a  comparatively  early  period,  and 
then  the  tissues  which  were  previously  alive  on  the  proximal  side 
of  the  furrow  begin  to  die,  and  a  fresh  line  of  separation  again 
forms  higher  up.     This  process  may  be  repeated  several  times,  ao 
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Ukut  ifiODths  may  elapse  before  the  final  line  of  separation  appears. 
Tlie  csUMe  of  tills  occurrence  in  the  ca.se  of  dry  gangrene  varias.  In 
tLe  fifBt  place,  the  indamnmtion  in  connection  with  the  separation 
of  the  deswi  piece  may  V)e  excewsive  and  may  lejid  to  th*.^  dejith  of 
tins  tissues  and  further  spread  of  the  gangrene.  In  the  second 
place,  the  inflammation  may  not  Ije  excessive,  but  the  vitality  of 
the  Unoea  inay  l)e  extremely  low,  so  tliut  they  die  a.s  the  renult  of 
«V)efl  %  very  moderate  attack  of  inflammation.  In  the  tltird  place, 
while  the  line  of  separation  in  being  formed,  the  cause  which  led 
U>  the  original  gangrene  has  extended,  ho  that  parts  which  were 
fcknnerly  sufficiently  supplied  with  blood  are  no  longer  ho.  This 
tsi  Toar^  eaftpecially  the  ca^e  where  the  gangi'ene  lias  originated  from 
ilnnmboaifi  of  an  artery  which  was  previously  diseased,  and  w  hertj 
iy»  time  goes  on  the  thromboHi^  extends,  ho  that  brancheji  arising 
luglier  up,  which  in  tlie  first  instance  kept  up  the  liupply  of  blood 
to  tJbm  part«  in  the  inonnediate  vicinity  of  the  dying  tisnues,  become 
dosed,  njid  then  the  circulation  in  this  part  i.s  arrested.  And  in 
Um  iouilh  place,  the  extenHion  of  the  gangi-ene,  lioth  in  the  dry  and 
tlifi  moist  forms,  may  l>e  due  to  certain  sfjeciflc  organisms  which 
1|A¥«  «*Jit**n^l  und  which  coniplicat-e  the  process. 

Xre&tment  of  gangrene. — The  gieat  principle  in  the  local  treat- 
ment in  cttaes  of  gangrene  is,  in  the  first  place^  to  prevent  the  occur- 
mice  of  sepsia,  if  possible,  and,  in  the  second  place,  to  permit  and,  in 
imct^  promote  evaporation  of  the  fluids  contained  in  the  dead  partn. 
In  order  to  prevent  the  occurrence  of  sepsin  in  the  part — which 
laulft,  Mi  Uie  one  hand,  to  ^ptic  poisoning  and  general  disturlmnce 
«tf  %km  iifttient,  and,  on  the  other,  to  too  violent  an  inflammation  at  the 
line  of  iiDfMkmtion,  and  to  the  coni^equent  extension  of  tfie  procet^ — • 
ste|M  •boold  be  taken  to  clisinfect  thoroughly  the  area  which  is  about 
la  die*  Tbi«  ir  done  in  the  usual  way,  which  is  describc^d  fully  in 
tbe  Article  on  Wounds  (page  214)  ;  and  in  this  ease  special  care 
miuil  be  taken  thoroughly  to  disinfect  the  folds  of  the  nails  and  the 
|)ftfte  ttndemeath  their  points  When  the  part  has  lieen  thoroughly 
4iidnl(ietedy  it  should  l>e  wrapped  up  in  antineptic  dres«ing^,  more 
#i|M!i<iiAlly  in  the  cyanide  gauze,  u.sed  in  the  manner  described 
wftwhene  (page  219),  outside  which  is  placed  a  layer  of  salicylic 
wooL  Thin  dressing  not  only  tends  to  pi^event  the  occurrence 
of  fepBUS   btat  also   permits  the   evaporation  of  the   fluids   in    the 


In  botli  moist  and  dry  gangrene  the  question  of  amputation 

be  ccHlsidered  from  the  very  commencement,  and  the  answer 

%rill  diepend  on  th«  cause  of  the  gangrene,  on  the  symptoms  which 

are  pf^sKsnt,  and  on  the  general  condition  of  the  patient.     The  quc^. 

tioii  of  amputation  or  otherwise  will  be  considered  in  speaking  of  the 

tMioim  foniM  of  gangrene  accoi*ding  to  their  etiology. 

Am  regards  the  general   treatment,  it  must  consist  in  suitable 
noQiiii^iEieiit  and  the  use  of  stimulants  as  the  patient  is  in  a  weak 
OQodition,  the  employment  of  various  drugs  to  relieve  the  pain,  mort» 
especially  llio  use  of  opium,  and  attention  to  the  excretions. 
s  3 
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We  may  now  pass  on  to  the  consideration  of  the  different  classes 
of  gangrene,  as  founded  on  the  aBtiology. 


THE  VARIETIES  OF  GANGRENE. 

L  Direct  gangrene. — Under  this  head  will  be  described  (a) 
gangrene  due  to  crushing ;  (6)  gangrene  due  to  pressure ;  (c)  gan- 
gi'ene  due  to  acute  inflammation ;  and  (cf)  gangrene  due  to  heat  or 
cold. 

(a)  Gangrene  due  to  crushing. — The  most  common  cause 
of  direct  gangrene  is  a  severe  contusion  or  crush  of  the  part,  as,  for 
example,  where  a  limb  has  been  run  over.  In  such  a  case  the  parts 
which  are  directly  subjected  to  the  injury  may  be  deprived  of  their 
vitality  at  once,  the  vessels  which  supply  them  with  blood  being 
entirely  ruptured,  and  the  whole  tissue  killed ;  in  such  a  case  death 
of  this  tissue  is  immediate.  Injuries  of  this  kind  may,  however,  not 
only  lead  to  direct  gangi-ene  of  the  part  which  is  subjected  to  the 
injury,  but  may  also  lead  to  indirect  gangrene  of  more  distant  parts. 
For  example,  where  the  wheel  of  a  heavy  cart  passes  over  a  1^  it  may 
not  only  destroy  the  tissues  over  which  it  passes,  but  may  rupture 
the  blood-vessels  leading  to  the  lower  part  of  the  limb,  with  the 
result  that  there  is,  in  addition  to  the  direct  gangrene,  death  of  the 
foot  and  other  parts.  This  form  of  direct  gangrene  is  moist,  because 
the  death  of  the  part  is  immediate,  taking  place  before  evaporation 
has  occurred;  but  the  constitutional  symptoms  and  local  appearances 
after  the  death  of  the  part  will  depend  on  whether  one  has  been 
able  to  render  it  aseptic  or  not  inmiediately  after  the  injury.  If 
one  has  failed  to  render  it  aseptic,  or  has  not  seen  the  case  till 
some  time  after  the  injury,  there  supervene  the  typical  appearances 
of  moist  gangrene  already  described.  The  part  becomes  black, 
foul-smelling,  with  bullie  on  the  surface  and  peeling  of  the  epidermis, 
while,  at  the  same  time,  the  patient  is  suffering  from  constitutional 
disturbance,  due  to  the  al>sorption  of  the  poisons  which  are  being 
formed  there.  If,  on  the  other  hand,  the  case  be  seen  at  once, 
and  efficient  measures  be  taken  to  render  it  aseptic,  the  typical 
local  and  constitutional  signs  of  moist  gangrene  do  not  occur. 
Although  a  considerable  portion  of  the  tissues  may  have  died,  no 
putrefaction  takes  place  in  them,  and  consequently  we  have  no 
bullse,  no  foul  smell,  no  liquefaction  of  the  dead  part,  no  crepitation, 
no  inflammation  around,  and  no  constitutional  symptoms.  The  dead 
part  remains  as  a  non-irritating  body,  and  does  not  give  rise  to  the 
formation  of  a  line  of  demarcation  around.  It  becomes  mixed  up 
with  the  blood  clot  which  is  effused  from  the  torn  vessels,  and 
hy-and-by  infiltrated  with  cells,  which  gradually  destroy  it,  take  its 
]>lace,  and  develop  into  fresh  tissue.  In  fact,  the  progress  of  the 
wound  is  the  same  as  that  which  is  described  under  healing  by 
blood  clot  (page  206).  It  may  be  that  after  a  time  a  small  portion 
of  the  dead  tissue  comes  away;  but  there  is,  as  I  have  said,  no 
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no  extension  of  the  gangi'^ne,  no  inflamnmtion 
\  cons^titutional  syniptomM, 
Thn%  IIS  regards  the  treatment  of  ihe^e  cases,  it  is  e\'ident  that 
QkB  first  tkod  by  far  the  most  important  tiling  to  do  la  to  render  the 
n^llfml  part  and  the  skin  around  aseptic,  in  tlie  manner  which  is 
dMCnbcd  in  the  article  on  Wounds  (pagi^  214),  The  liest  dreasin^^n 
to  mofU'Oj  are  tlie  cyanide  gauze  dressings.  It  is  welJ  here,  as  in  all 
tumn  ol  gangrene,  to  avoid  the  use  of  ointments,  no  as  to  allow  tho 
evaporation  of  the  fluid  and  the  drying  np  of  the  »lougb* 

la  oases  where  a  very  large  portion  of  skin  ha.s  l)een  destroyed 
■A  the  result  of  the  injury — jw,  for  example,  in  the  c^xse  of  sevem 
laoen^ted  wounds,  where  the  skin  may  l>e  t<jm  off  from  the  greater 
pariof  an  extremity — the  question  of  immediate  amputation  wil!  have 
ta  be  oonflidered,  and  the  old  I'ule  was  that  in  these  extensive  cases 
amputation  waa  the  best  practice.  Since  the  introduction  of  skin 
,  however,  this  rale  is  not  so  im^terative,  and  many  cases 
would  formerly  have  been  amputat*»d  may  now  l)e  treated 
i'tttively  with  s*atisfactory  results.  The  chief  rea;4on  for  iv- 
iiding  amputation  in  former  days  was  the  great  extent  of  th»^ 
I  which  was  left,  and»  apart  from  the  septic  risks,  the  difficulty 
in  getting  healing  of  this  sore ;  further,  if  healing  occurred  thi- 
great  oonti-action  which  followed  oft^n  rendered  tlie  parts  l>eneath 
abaolttlely  useless,  both  from  contraction  of  the  joints  and  from  con- 
•triotion  of  the  limb,  leading  t-o  great  owienia  and  deformity  of  th** 
below.  With  skin  graftings  hr>wever>  employed  iiH  soon  as 
Bblft,  these  diificultiea,  which  essentially  depend  on  the  contiat - 
I  ol  the  graimlations^  tnay  l»e  to  a  very  great  extent  avoided. 
In  cases  where  the  injury  has  Ix^en  such  oh  to  destroy  the  main 
or  nerves  leading  to  the  disbint  parts,  or  to  fracture  the 
badly,  the  que^ition  of  primary  amputation  will  have  to  be  con- 
and  formerly  most  c*ises  of  this  kind  were  regarded  as 
ikmanding  immediate  removal  of  the  Hmli,  This  rule  also  has 
beim  much  altered  lately,  on  account  of  the  jjossiliility  of  avoiding: 
deoompoaition  and  septic  risks,  and  the  rule  which  we  may  now 
follow  is  that  we  do  not  amputat<e  at  once  unless  we  are  certain 
that  the  parts  beneath  must  die  4is  the  result  of  the  ab«enee  of  the 
droidatliig  blood,  or  that  they  !nust  Ijecome  aljsolutely  useless  from 
ih«  luiif  of  the  nervous  supply.  In  crises  where  these  points  are 
dcmbtiul,  or  where,  although  the  local  injury  is  veiy  extensive,  yet 
the  blood  and  nervous  supply  to  the  parts  lielow  is  satisfactory, 
oiiti  iiHouid  delay  amputation,  and  after  thoroughly  disinfecting  the 
llgiaii  which  has  Ijeen  injure*],  and  phicing  the  distal  parts  in  the  best 
eoodltion  for  reoov^ery,  by  keeping  them  warm  and  elevating  theiii 
il^ghlly^  one  may  wait  antl  see  whether  they  are  hkely  to  recover  and 
\»  6t  nm*  to  the  jjatient.  If  that  be  not  the  case — and  it  will  liecome 
evidrJit  in  twenty-four  or  forty-eight  hours  after  the  injuiy — then  um- 
poiatifin  may  be  done,  and  there  is  this  further  advantage  in  delaying 
the  am  pu  tat  ion,  that  the  i>atient  has  time  to  recover  from  the  shock 
nl  thr  accirkmt,  for  it  not  untvunmonly  happens  that  when  primaiy 
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amputation  is  performed,  the  Hliock  of  the  operation  superadded  to 
the  shock  of  the  injury,  leads  to  the  death  of  the  patient.  Of  course, 
if  the  attempts  at  rendering  the  injured  parts  aseptic  be  not  suc- 
cessful, then  we  are  brought  face  to  face  with  the  various  septic 
dangers  in  addition  to  the  dangers  resulting  from  the  injuries  of 
vessels  and  nerves  passing  to  the  parts  beyond,  and  we  have  to  fell 
back  on  the  old  rules  on  this  matter  ;  but  even  then  the  sepsis  is 
usually  not  declared  till  twenty -four  or  forty-eight  hours  have 
elapsed,  during  which  time  the  patient  has  recovered  from  the 
primary  shock.  One  must  also,  in  considering  this  question  of 
amputation,  take  into  account  the  general  condition  of  the  patient ; 
his  age;  the  advisability  of  subjecting  him  to  the  long  treatment 
in  bed  which  may  be  necessary  where  we  hav=e  an  extensive  wound 
and  where  we  would  otherwise  decide  to  attempt  to  save  the  limb ; 
and  the  condition  of  the  kidneys,  especially  as  to  whether  the 
patient  is  the  subject  of  albuminuria,  or  of  diabetea  In  the  latter 
instance,  the  cases  in  which  attempts  may  be  made  to  save  the 
limb  are  fewer  than  where  this  condition  is  not  present. 

(b)  Gangrene  due  to  pressure* — Another  cause  of  direct 
gangrene  is  continued  pressure  on  a  part,  and  this  is  a  very  import- 
ant  point  to  remember  when  one  has  to  place  the  patient  in  the 
same  position  for  a  long  time.  In  such  cases  the  parts  which  are 
subjected  to  pressure  are  very  apt  to  die,  more  especially  the  skin 
over  the  sacrum,  and,  indeed,  over  any  prominent  projections  of 
bone  which  may  press  either  on  the  bed  or  on  the  splint ;  in  other 
words,  we  have  to  do  with  the  condition  known  as  bedsore.  One 
must  bear  in  mind  the  chance  of  bed-sores  in  these  cases,  and  be 
on  the  outlook  for  them,  and  if  possible  anticipate  their  occurrence 
by  proper  treatment. 

As  to  the  various  means  of  avoiding  the  occurrence  of  bed-sores, 
the  first  thing  is  to  vary  the  pressure  so  that  it  shall  not  always  tell 
on  the  same  point,  and  this  may  be  done  by  altering  the  position  of 
the  patient  or  of  the  part.  In  addition  to  varying  the  pressure,  it 
should  be  distributed.  Where  bed-sores  over  the  sacrum  are  feared 
the  patient  should  h%  placed  on  a  water-pillow,  so  as  to  disti-ibute  the 
l)i-e88ure  equally  over  a  large  surface.  In  using  a  water-pillow,  great 
care  must  l)e  taken  that  a  proper  quantity  of  water  is  introduced 
into  it.  If  too  much  water  be  present  the  pillow  becomes  hard  and 
causes  as  much  pressure  as  if  it  were  not  employed,  whereaa,  on 
the  other  hand,  if  too  little  water  be  introduced,  the  patient  is  not 
pi-operly  floated  up,  and  the  part  comes  in  contact  with  the  bed ; 
hence  the  rule  is  to  put  in  just  sufficient  water  to  keep  the  patient 
floating.  Another  gi-eat  point  in  the  avoidance  of  bed-sore  is  to 
keep  the  part  which  is  subjected  to  pressure  thoroughly  dry.  The 
patient  should  l)e  turned  over  once  or  twice  a  day ;  the  region  of 
the  sacrum  should  be  carefully  washed  and  thoroughly  dried,  and 
then  it  is  well  to  sponge  the  part  with  some  stimulating  fluid,  tiiat 
generally  employed  l)eing  spirits  of  wine.  This  is  allowed  to  dry  on 
the  skin,  which  is  then    i)Owdered,  either   with   starch  or    other 
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The    bent,    I    believe,    is   powdered    boracic   acid,    which 
soft,  and  being  to  a  certain  extent  antiseptic,  prevents  the 
tfeoompo^ition  of  any  fluids  which  niay  accmiiuhit^'  there,  and,  &s  a 
mKUer  of  fact,  it  in   the  decomposition  of  the   duid    rather  than 
Hm  lD0re  presence  which  is  of  seriouR  import  as  a  factor  in  the  pro- 
dve^Ofi  of  bed-sore.     Then,  of  course,   the  nur!*e   must  be  careful 
that   the  dieet  under  the  patient  la  absolutely  smootli,   that  there 
wrinkles  or  turns  of  bandage  passing  over  the  pirt  which 
(ected    to   pressure.       Borne    prefer,    instead    of    the    alcohol 
:-  n-f^pf,  a  stimulating  ointment,  more  especially  an  ointment 
i'  :   of  equal   parts  of  balsam  of  Peru  and  resin  ointment^ 

wiitcn  1^  rwith  stimulating  and  antiseptic  ;  liut  I  Ijelieve  what  I  have 
Almdy  described  is  the  best  method,  mon^  especiully  as  it  enables 
to  see  the  condition  of  the  part  at  any  time. 

A\1ien  a  lied-sore  has  once  formed,  the  reduction  or  avoidance  of 
tile  pressure  over  the  part,  and  the  other  measures  just  descril>ed, 
all0«tld  be  most  carefully  seen  to,  and  every  eHbrt  should  Ije  made 
til  krep  the  surface  as  aseptic  as  possible.  From  the  situation  of 
thf^  lied-soreg  there  is  but  little  chance  of  converting  the  slough 
into  a  dry  one,  and,  therefore,  I  should  in  this  instance  depart  from 
thf  ^neral  rule  which  I  have  laid  dow  n  as  to  applications  to  parts 
M)i!*-h  are  becoming  gangrenous,  namely,  to  avoid  oily  sul^stances^ 
ikfid  employ  as  a  dressing  either  balsam  of  Peru  or,  what  is  perliaps 
more  convenient  in  many  w^aya,  eucalyptus  ointment.  Where  a  bed- 
■ofr  has  once  formed,  it  is  perhaps  best  to  use  a  circular  water- 
or  aif^pilloiv  in  preference  to  a  square  water-pillow,  V>ecauBe,  by 
BKWHa  of  the  circular  pillow,  pref^ure  over  the  lied  sore  is  absolutely 
vToid6d. 

(r)  Cran^rene  4ne  to  acufi*  InlinTiifitation* — Another 
csaiitM^  of  direct  gangrene  is  acute  inllanimation.  There  are  certain 
tMBBs  where  the  result  of  an  acute  inflammation  is  the  death  of 
thts  part  which  is  the  seat  of  the  inflammation,  apart  from  the 
killing  of  the  tissue  by  the  poisons  of  the  mici'o^rganisms  which 
lire  producing  it.  This  is  a  distinction  that  must  be  carefully 
made.  In  certain  cases  organisms  growing  in  the  tissues  directly 
kill  the  tissue  in  which  they  are  growing,  essentially  by  virtue  of 
tli«*ir  poisonous  products,  and  this  is  the  way  in  which  certain 
produce  the  specific  infective  forms  of  gangrene.  In 
*,  however,  while  tlie  organisms  produce  an  acute  in- 
ion,  they  do  not  directly  destroy  the  vitality  of  the  tissues  ; 
liitt  the  latter  die  as  the  result  of  the  acut^ness  of  the  inflammatory 
«li«ftgr9«,  more  especially  as  the  result  of  the  extensive  occurrence  of 
■Imii,  or  of  excessive  exudation  pressing  on  the  ve^ssels  from  outside 
aorl  preventing  the  circulation  through  them.  This  form  of  gangrene^ 
rt^ulting  from  arrest  of  the  circulation  in  consequenee  of  a  violent 
mHam motion,  occurs  especially  when  dense  tissues  are  attacked, 
the  k>e*t  examples  of  it  are  boils  and  carbuncles  in  the  skin 
\d  dtmth  of  portions  of  bone  where  Uie  bone  and  periosteum 
mi   b^ontni^   acutely    inflamed.      In    the    latter  ease  the    type    of 


136  GANGRENE. 

the  inflammation  is  a  very  acute  one,  and  goes  on  rapidly  to  the 
formation  of  pus,  and  is  spoken  of  as  acute  suppurative  periostitis 
or  osteomyelitis.  In  these  circumstances,  the  exudation  from  the 
vessels,  both  of  fluid  and  of  cells,  is  very  marked,  and  if  the  vesseb 
be  contained  in  rigid  canals  in  the  bone,  the  exuded  material  fills 
up  the  canals  and  compresses  the  vessels  that  are  running  through 
them.  Hence,  as  the  result  of  acute  suppurative  periostitis  or 
osteomyelitis,  the  vessels  of  the  bone  over  a  very  considerable  area 
are  compressed,  while  at  the  same  time  the  periosteum  is  detached 
from  the  surface  of  the  bone  by  the  exudation,  and  the  vessels 
passing  to  it  from  the  periosteum  are  torn  across  or  blocked. 
Thus  a  large  area  of  bone  may  become  entirely  deprived  of  circula- 
tion and  die.  The  condition  of  acute  necrosis  is  described  in  its 
proper  place.     (Art.  XXX.) 

In  the  skin,  also,  acute  inflammation  aflecting  the  dennis, 
especially  when  commencing  in  connection  with  the  hair  follicles, 
is  very  apt  to  lead  to  death  of  poi-tions  of  the  skin  for  the  same 
reasons  as  in  the  case  of  bone,  and  we  have  the  condition  known  as 
boilf  where  there  is  an  acute  inflammation  of  the  dermis,  and  death 
of  the  portion  forming  the  core  of  the  boil ;  or  as  in  the  case  of 
carbuticUf  where  this  inflammation  is  much  more  extensive,  and 
where  we  have  either  one  large  slough  of  the  dermis  or  a  number  of 
small  ones,  in  fact,  a  congeries  of  boils.  Tiiat  the  formation  of  the 
slough  in  boil  and  carbuncle  is  essentially  due  to  the  density  of  the 
tissue  in  which  the  inflammation  is  occurring,  and  not  to  destruction 
of  it  by  poisons  secreted  by  the  micro-organisms,  is  evidenced  by 
the  fact  that  in  young  children,  where  the  skin  is  quite  thin, 
inflammation  starting  in  the  same  parts,  which  in  adults  would  lead 
to  the  formation  of  a  boil,  causes  in  them  small  abscesses  without 
any  sloughing  of  the  tissue.  Boils  and  carbuncles  are  discussed  in 
Art.  XXVIII.,  in  connection  with  Diseases  of  the  Skin. 

(d)  Gangrene  due  to  heat  or  cold. — A  fourth  great  cause 
of  direct  gangrene  is  the  efiect  of  heat  and  cold.  Bums  and  scalds 
are  dealt  with  in  a  separate  section  (Art.  XII.),  and  I  need  therefore 
only  refer  to  the  eflects  of  cold  in  the  production  of  gangrene.  Where 
cold  produces  gangrene,  the  parts  affected  are  generally  those  most 
distant  from  the  heart,  more  especially  the  toes  (the  great  toe  in  par- 
ticular), the  fingers,  the  nose,  and  the  ears  ;  and  in  addition  the  people 
generally  attacked  are  those  who  are  in  a  weakly  condition,  either 
aged  people,  or  infants,  or  drunkards.  In  the  causation  of  gangrene 
as  the  result  of  cold,  wet  cold  is  worse  than  dry  cold,  and  in  fact  a 
great  degree  of  drj'  cold  can  be  well  borne  provided  there  be  no 
wind,  but  if  there  be  wind  playing  on  the  part,  even  although  the 
temperature  is  only  a  little  below  freezing,  we  may  have  all  the 
troubles  characteristic  of  frost-bite. 

The  first  efiect  of  cold  is  to  cause  contraction  of  the  blood-vessels 
and  slowing  of  the  circulation,  so  that  we  have  the  well-known 
blueness  of  the  parts  which  are  exposed  to  cold.  This  contraction 
of  the  blood-vessels  may  go  on  to  their  complete  obliteration,  and 
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the  part  become  white ;  and  if  the  cold  have  been  continued  for  any 
considerable  length  of  time,  and  the  patient  be  then  exposed  to 
warmth,  the  vessels  become  greatly  dilated,  and  stasis  and  thrombosis 
occur  both  in  the  parts  aflected,  and  sometimes  also  in  the  internal 
organs.  Apart  from  the  effects  on  the  vessels,  the  vitality  of  the 
tissues  themselves  is  very  much  diminished,  and  they  are  thus  still 
more  predisposed  to  the  occurrence  of  gangrene. 

Various  other  changes  have  been  described  as  the  result  of  the 
action  of  cold,  which  may  also  have  to  do  with  some  of  its  after 
effects.  For  example,  it  is  stated  that  rupture  of  the  vasa  vasorum 
occurs,  leading  to  imperfect  nutrition  of  the  blood-vessels  and 
interstitial  haemorrhage.  Changes  have  also  been  described  in  the 
nerves  in  the  form  of  neuritis  of  an  ascending  character,  and  of 
degeneration  of  the  nerve  tubules,  and  these  changes  may  to  some 
extent  explain  the  atrophy  of  the  muscles,  and,  which  is  a 
striking  after  effect  of  exposure  to  cold,  the  formation  of  trophic 
ulcers,  etc 

As  to  the  symptoms  of  excessive  cold,  we  have  both  general  and 
local  effects.  The  general  symptoms  when  a  patient  is  exposed  to  cold 
air  are,  in  the  first  place,  increase  in  the  rapidity  of  the  circulation, 
increase  in  the  pulse-beat,  and  a  slight  rise  of  temi>erature  ;  but  as 
the  exposure  to  cold  continues,  the  temperature  falls,  an  irresistible 
drowsiness  comes  on,  the  gait  becomes  staggering,  respiration 
difficult,  pulse  slow,  the  patient  lies  down  and  soon  passes  into  a 
state  of  coma  and  dies. 

As  regards  the  local  effects  of  cold,  there  are  three  degrees  of 
frost-bite,  the  first  two  being  the  same  as  the  first  two  degrees  of 
boms ;  and  the  third  including  the  other  forms  or  stages  of  burns. 
(See  page  252.) 

In  the  first  degree  the  part  after  exposure  to  cold  becomes  of  a 
bright  or  dark  red  wine  colour.  This  redness  can  be  pressed  away 
with  the  finger  and  is  slow  in  returning,  in  fact  the  circulation 
through  the  part  is  much  slower,  and  in  addition  the  vessels  of  the 
part  are  dilated.  The  skin  in  this  region  swells  and  becomes  o&de- 
matous,  and  if  exposed  to  heat  there  is  intolerable  itehing.  Tliis 
effect  will  pass  off  in  a  few  days  if  there  be  no  further  exposure  to 
cold,  but  if  it  be  repeated,  the  condition  becomes  chronic  and  we 
have  the  production  of  chilblains,  which  will  be  described  in  the 
article  on  Diseases  of  the  Skin. 

In  the  second  degree  of  frost-bite  we  have,  in  addition  to  this  con- 
dition of  erythema,  the  formation  of  blisters  upon  the  surface  of  the 
skin,  which  contain  bloody  fluid  and  which  are  frequently  followed  by 
rapid  ulceration,  and  thus  as  a  second  result  of  cold  we  may  have 
an  acute  spreading  ulcer  which  is  atonic  and  very  slow  in  healing. 
In  other  cases,  where  the  affection  is  more  chronic,  we  have  thft 
condition  of  ulcerating  chilblains,  where  the  swollen  oedematous  skin 
cracks  and  forms  shallow  fissures  covered  with  crusts.  These  fissuji*B 
go  on  enlarging,  forming  obstinate  ulcers,  especially  in  strumous 
children  and  in  those  who  wear  tight  boots. 


138  OANOBENE. 

The  tJnrd  degree  of  frost-bite  is  marked  by  the  death  of  various 
portions  of  the  tissue,  more  especially  of  the  skin  and  subcutaneous 
tissue.  The  skin  becomes  livid  and  marbled,  large  bullie  containing 
rusty-coloured  serum  form  on  the  surface,  and  sloughs  appear,  which 
are  dry,  white,  or  black.  Tliis  stage  of  cold  is  most  usually  the 
result  of  sudden  exposure  of  the  cold  part  to  warmth,  which  leads  to 
thrombosis  of  the  vessels,  or  at  any  rate  to  violent  inflammation  of 
the  part  and  death  of  the  whole  limb.  In  this  condition  there  may 
be  no  general  disturbance  at  all,  but  in  some  cases  albuminuria 
appears,  and  there  is  a  general  septic  infection. 

Before  considering  the  trecUmerU  of  frost-bite,  we  must  in  the 
first  place  refer  to  the  measures  necessary  to  avoid  its  occurrence. 
Of  these  the  most  important  is  the  wearing  of  warm  clothing,  par^ 
ticular  attention  being  paid  to  the  exposed  parts  of  the  body,  so 
that  they  shall  remain  warm,  and  free  from  pressure.  The  diet 
should  contain  a  large  quantity  of  fat,  and  alcohol  should  be  avoided 
us  much  as  possible.  Further,  the  parts  should  be  kept  thoroughly 
dry,  for,  as  I  have  just  said,  wet  cold  is  worse  than  dry  cold,  and 
any  one  who  walks  about  with  cold  and  wet  feet  is  very  apt  to 
suffer  from  chilblains. 

Where  a  patient  has  been  exposed  to  cold,  one  must  attempt  to 
avoid  the  effects  of  frost-bite,  and  more  partictdarly  one  should  be 
very  careful  not  to  apply  heat  too  quickly.  If  the  extremity  has 
l)een  exposed  to  cold,  the  most  that  ought  to  be  done  in  the  first 
instance  is  to  rub  the  parts  with  snow  or  cold  water,  and,  above  all, 
not  to  bring  the  patient  into  a  warm  room,  otherwise  inflammation 
is  sure  to  occur,  and  very  possibly  also  extensive  thrombosis  of  the 
blood-vessels.  The  patient  should  be  kept  in  a  cold  room,  and  as  he 
recovers  dry  friction  should  be  employed,  and  at  the  same  time  he 
should  have  cold  drinks  with  very  little  alcohol  As  he  gets  a  little 
warmer  the  drinks  may  be  warm,  and  he  may  then  be  brought  into 
a  room  of  moderate  temperature. 

The  chief  characteristic  of  gangrene  resulting  from  cold  is  the 
slowness  with  which  it  spreads.  Its  tendency  is  to  become  a  dry 
gangrene,  and  the  line  of  separation  being  slow  in  forming,  it  is,  as 
in  senile  gangrene,  very  apt  to  prove  abortive,  and  the  gangrene 
spreads  beyond  it,  owing  to  the  gradual  obliteration  of  the  vessels 
al)ove.  In  the  case  of  gangrene  after  cold  the  main  question  to  be 
considered  is  that  of  amputation,  and  the  usual  rule  is  not  to 
amputate  in  these  cases,  but  to  wait  for  a  line  of  demarcation, 
})ecause  we  cannot  tell  how  far  the  gangrene  will  extend,  and  some, 
indeed,  not  only  wait  for  a  line  of  demarcation,  but  even  leave  tiie 
part  to  drop  off.  While  I  quite  agree  that  a  line  of  demarcatum 
should  l)e  waited  for,  on  account  of  the  diflSculty  that  we  have  in  know- 
ing how  much  of  the  tissue  is  going  to  die,  I  should  say  that  once 
we  have  a  clear  indication  of  the  line  of  demarcation,  and  once  it  is 
evident  that  we  have  not  to  do  with  a  superficial  slough  of  the  skin, 
amputation  should  l)e  performed  as  soon  as  possible  at  a  little 
distance  above  that  line.  •  The  rules,  in  fact,  must  be  modified  under 
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the  influence  of  asepsis,  very  much  in  the  same  manner  as  the  rules 
with  regard  to  the  treatment  of  senile  gangrene. 

2.  Indirect  gangrene. — The  forms  of  gangrene  which  are  due 
to  indirect  causes  are  several,  and  for  the  sake  of  clearness  we  may 
subdivide  them  into  four  groups  : — (a)  Gangrene  due  to  gradual 
diminution  in  the  calibre  of  the  blood-vessels,  (6)  gangrene  due  to 
some  sudden  obstruction  of  the  blood-vessels,  (c)  gangrene  due  to  im- 
perfect innervation,  and  (d)  gangrene  brought  about  by  certain 
general  causes,  such  as  diabetes,  acute  fevers,  the  use  of  ergot,  etc. 

(a)  Gangrene  dne  to  gradnal  diminution  In  the  calibre 
of  the  blood-vesseifi. — The  t3rpical  form  of  gangrene  due  to  this 
cause  is  that  known  as  senile  gangrene.  This  form  rarely  occurs 
before  the  age  of  forty,  and  is  most  usual  in  persons  of  sixty  and 
upwards.  The  patients  are  men  much  more  often  than  women  ;  in 
fact,  the  proportion  is  something  like  twenty  men  to  one  woman, 
and  this  is  probably  due  to  the  fact  that  atheromatous  disease  of  the 
arteries  is  much  more  common  in  men  than  in  women.  Senile 
gangrene  is  in  the  first  instance  unilateral,  and  more  especially 
attacks  the  feet  and  the  toes,  and  only  very  rarely  the  fingers  or  the 
ears.  The  causes  of  senile  gangrene  are  various  diseases  which 
produce  gradual  diminution  in  the  calibre  of  the  blood-vessels  leading 
to  the  part,  more  especially  conditions  which  lead  to  endarteritis,  for 
example,  alcoholism.  A  patient  who  is  always  drinking  is  very  apt 
to  suffer  from  chronic  endarteritis,  because  the  alcohol  circulating 
through  the  blood  instates  the  lining  membrane  of  the  vessels,  and 
is  said  in  the  first  instance  to  cause  endarteritis  and  blocking  of  the 
vasa  vasorum,  and  then  later  to  lead  to  atheroma  in  the  main 
arteries,  the  thickening  of  the  wall  of  the  vessel  in  the  case  of 
alcoholism  being  usually  uniform  all  round. 

A  second  cause  leading  to  the  production  of  senile  gangrene  is 
syphilis,  which  leads  especially  to  endarteritis  of  the  smaller  vessels; 
in  fact,  this  is  one  of  the  chief  occurrences  even  in  the  very  earliest 
stage  of  syphilis. 

A  third  great  cause  of  senile  gangrene  is  atheroma  of  the  artery, 
which  is,  in  fact,  a  chronic  inflammation  of  the  deeper  parts  of  the 
internal  coat,  and  which  is  again  due  to  S3rphili8  and  to  a  variety 
of  causes  that  seem  to  arise  in  old  age.  In  the  t3rpical  athero- 
matous vessels  the  thickening  of  the  lining  coat  is  irregular,  and 
very  often  affects  only  one  side  or  part  of  the  side ;  and  in  connection 
with  the  atheromatous  change  in  the  smaller  vessels  not  only  is  the 
calibre  of  the  vessel  diminished  by  the  projection  into  it  of  the 
thickened  patches  of  atheromatous  material,  but  the  disease  is  apt  to 
extend  to  the  muscular  coat,  leading  to  calcification  of  this  coat,  and 
thus  to  permanent  rigidity  of  the  vessel.  Hence  the  smaller  arteries 
are  converted  into  calcareous  tubes,  which  cannot  dilate  or  contract 
in  accordance  with  the  needs  of  the  tissues  below,  and  the  calibre  of 
which  is  very  much  diminished  from  the  irregular  thickening  of  the 
internal  coat ;  and  a  further  effect  of  this  condition  of  atheroma  or  of 
endarteritis  is  that  coagulation  of  the  blood  is  apt  to  occur  in  these 
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vessels,  and  thus  complete  blocking  of  the  vessel  may  result,  and 
once  this  has  taken  place  the  thrombosis  may  extend  up  the  vessel, 
and  progressively  cut  off  the  supply  of  blood  to  distal  parts. 

This  condition  of  the  vessels  leads  to  certain  s3rmptoms  which 
precede  the  appearance  of  gangrene,  and  which  are  essentially  due 
to  imperfect  supply  of  blood  to  the  part  beneath.  Thus,  one  of 
the  chief  complaints  of  the  patient,  even  long  before  the  senile 
gangrene  occurs,  is  the  great  coldness  of  his  feet,  which  is  not  re- 
lieved by  any  application  of  warmth.  He  also  complains  of  per- 
verted sensations  in  his  feet,  due  to  imperfect  supply  of  blood 
to  the  nerves.  Thus  he  suffers  much  from  tingling  in  the  feet^ 
and  does  not  feel  the  ground  properly  when  he  walks,  and  feels 
in  fact  as  if  there  were  something  soft  between  his  feet  and  the 
ground. 

When  a  patient  comes  complaining  of  these  perverted  sensations 
and  coldness,  examination  of  the  blood-vessels  will  almost  always 
show  that  they  are  rigid  tubes  instead  of  being  compressible,  and 
that  there  is  little  or  no  pulsation  in  them.  Where  these  symptoms 
are  present,  one  must  be  on  one's  guard  against  the  occurrence  of 
senile  gangrene,  and  must  take  measures  to  prevent,  or  at  any  rate 
to  delay,  its  occurrence  as  much  as  possible.  In  the  first  place,  the 
patient  may  try  to  keep  the  feet  somewhat  warmer,  but  great  care 
must  be  taken  not  to  apply  too  much  heat.  For  instance,  if  the 
feet  were  placed  in  a  bath  at  a  temperature  of  100^  or  more,  in 
the  normal  condition  the  blood-vessels  would  dilate,  and  a  liurge 
quantity  of  blood  be  carried  to  the  part ;  but  in  this  condition  ^ 
vessels  cannot  do  so,  and  the  only  effect  of  such  excessive  warmth 
will  be  to  weaken  the  vitality  of  the  tissues.  Hence  the  temperature 
of  the  bath  should  not  be  higher  than  90^  to  94^,  and  in  addition  to 
this  friction  of  the  limb  must  be  employed.  Then  the  patient  must 
be  especially  cautioned  against  any  injury  to  his  feet  He  must 
not  wear  tight  boots,  and  he  must  avoid  any  scratches  or  other 
injury ;  for  example,  he  must  take  great  care  in  paring  his  nails 
not  to  wound  the  skin,  and  he  must  be  specially  careful  if  he  has 
corns. 

The  further  history  of  the  case  (where  these  preliminary 
symptoms  have  api)eared)  is  that  the  patient  gets  a  wound  on 
his  foot  or  toe,  or  a  blister  from  too  tight  boots,  or  from  walk- 
ing too  much,  and  this  becomes  inflamed,  and  the  inflamed  part 
dies.  Once  the  gangrene  has  started  it  goes  on  very  slowly, 
and  it  may  be  months  before  more  than  the  toes  die^  and  in 
the  process  of  death  the  tissues  dry  up  and  we  have  the  typical 
appearances  previously  described  as  characteristic  of  dry  gangrene. 
(See  Fig.  24.)  The  patient  for  some  time  remains  in  a  very  good 
state  of  health,  and  his  great  complaint  is  the  pain  which  he  sufien, 
and  which  may  be  intense.  This  pain  is  partly  due  to  imperfect 
supply  of  blood  to  the  nerves,  partly  to  neuritis,  and  partly  also 
to  the  fact  that  the  axis  cylinder  of  the  nerves  is  one  of  the  last 
structures  to  die,  and  consequently  in  a  part  which  is  already  dead 
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the  living  axis  cylinder  may  still  be  present  and  give  rise  to  this 
intense  pain.  As  the  result  of  this  pain  the  patient  becomes  sleep- 
less, and  after  a  time  his  pulse  becomes  feeble,  and  he  is  very  rest- 
less. If  the  disease  be  allowed  to  run  its  course,  the  patient  may 
ultimately  die,  being  worn  out  by  the  pain  and  want  of  sleep,  or 
some  septic  disease  may  develop  at  the  line  of  demarcation.  As  I 
said  before,  in  speaking  of  dry  gangrene,  the  line  of  demarcation 
forms  very  slowly,  and  the  death  of  the  tissue  is  very  apt  to  re- 
commence as  the  result  of  the  various  causes  which  have  already 
been  enumerated.  Ultimately,  however,  if  the  patient  live,  the 
process  will  come  to  an  end  either  after  the  death  of  a  few  toes  or 
of  a  portion  of  the  foot,  and  the  dead  parts  may  gradually  drop 
off,  leaving  the  bones  and  other  tissues  exposed.  In  some  cases 
when  a  line  of  demarcation  forms,  the  inflammation  may  be  pretty 
acute,  and  there  may  be  a  good  deal  of  exudation  into  the  part, 
leading  to  the  occurrence  of  moist  gangrene. 

Once  it  is  evident  that  gangrene  is  about  to  occur,  the  first 
essential  in  the  treatment  is  to  disinfect  the  parts  thoroughly, 
special  care  being  taken  in  the  disinfection  of  the  nails  and  the 
parts  surrounding  them,  and  then,  having  thoroughly  disinfected 
them,  they  should  be  wrapped  up  in  antiseptic  gauze,  with  a 
thick  layer  of  salicylic  wool  outside,  and  the  limb  should  be  placed 
in  a  slightly-elevated  position.  This  dressing  permits  evaporation 
of  the  fluid  from  the  tissues,  which  is  a  point  of  great  importance, 
because  one  wishes  particularly  to  avoid  the  occurrence  of  moist 
gangrene,  more  especially  if  one  be  not  sure  of  the  asepticity  of  the 
tissues.  Some  surgeons  apply  ointments  of  various  kinds,  or  car- 
bolic oil  or  other  greasy  dressings ;  but  as  I  have  already  pointed 
out,  the  use  of  such  dressings  is  not  advisable,  because  they  inter- 
fere with  the  drying  up  of  the  tissues. 

In  addition  to  these  local  measures,  the  patient's  strength  must 
of  course  be  supported  by  a  generous  diet  and  fresh  air,  and  above 
all  steps  should  be  taken  to  relieve  his  pain,  more  especially  by 
the  free  administration  of  opium.  Indeed,  apart  from  the  relief 
gained,  opium  in  large  doses  seems  to  have  a  very  considerable 
action  in  arresting  the  progress  of  the  disease  in  certain  cases. 

At  an  early  period  also  the  question  of  amputation  must  be 
carefully  considered.  The  old  rule  with  regard  to  this  point  in 
cases  of  senile  gangrene  wa«  that  amputation  should  never  be 
performed,  but  that  the  part  should  be  allowed  to  drop  off,  the 
utmost  that  should  be  done  by  the  surgeon  being  to  snip  through 
dead  tendons  or  dead  pieces  of  bone,  and  on  no  account  to  interfere 
with  the  living  tissues.  The  reason  for  this  was  that  before  the 
antiseptic  period  acute  inflanmiation  almost  always- — to  some  extent, 
at  any  rate — followed  amputation;  and  if  inflamnjation  occurs  in 
these  weak  tissues,  it  is  very  likely  indeed  to  kad  to  sloughing 
the  flaps  and  more  rapid  progress  of  the  gangrene,  wbicH 
reality  becomes  a  moist  gangrene.  At  the  present  tinie,  he 
can  avoid  this  inflammatory  disturbance,  and  thereforti  tl 


U2  GANGRENE. 

regards  amputation  in  senile  gangrene  are  completely  altered.  In 
fact,  in  my  opinion,  one  should  in  the  great  majority  of  cases  of 
senile  gangrene  recommend  early  amputation.  By  operating  at  an 
early  period  the  patient's  strength  is  not  worn  out  by  continued 
pain  and  loss  of  sleep,  and  he  is  in  a  very  much  better  condition  to 
survive  the  operation  than  if  it  be  delayed  to  a  later  period.  The  only 
difficulty  is  that  one  does  not  know  how  far  the  process  will  extend ; 
but,  as  a  rule,  this  can  be  judged  of  by  ascertaining  the  point  at 
which  the  pulsation  in  the  main  vessels  ceases,  and  if  one  cannot 
ascertain  this,  then  the  best  place  for  amputation  in  most  cases  ia 
the  knee  joint.  Indeed,  even  if  one  found  that  pulsation  was  going 
on  lower  down,  it  is  a  question,  which  must  be  decided  in  the 
individual  cases,  whether  one  should  not  still  amputate  at  the  knee 
joint. 

(6)  Oanirrene  due  to  some  sudden  obstruction  of  the 
blood-vessels.— This  may  be  the  result  of  some  pressure  out- 
side the  blood-vessels,  of  rupture  of  the  blood-vessels,  or  of  some 
blocking  in  their  interior.  Examples  of  gangrene  due  to  pressure 
outside  the  blood-vessels  are  furnished  by  the  application  of  tighi 
htbndagea^  where  the  parts  below  subsequently  swell ;  for  instance, 
where  a  fracture  of  the  fore-arm  is  put  up  with  the  arm  in  the 
extended  position,  a  turn  being  taken  above  the  elbow  to  keep  the 
splint  from  slipping  off,  and  where  the  arm  is  then  bent  at  right 
angles  so  as  to  place  it  in  a  sling.  In  such  circumstances  this  turn 
above  the  elbow  will  become  too  tight,  and,  as  I  have  seen  in  one 
case,  will  lead  to  gangrene  of  the  whole  of  the  fore-arm. 

Another  example  is  furnished  after  yrac<t*r«,  where,  if  the  bones 
be  not  brought  into  proper  position,  one  of  the  broken  ends  may 
press  on  the  blood-vessels,  and  prevent  the  flow  of  blood  to  the  parts 
below  ;  or,  again,  in  connection  with  the  fracture  there  may  be 
rupture  of  the  blood-vessels,  diminishing  the  supply  of  blood  to  the 
extremity,  and,  in  addition,  the  effused  blood  collecting  in  the  tissueii, 
presses  on  the  other  vessels,  and  so  completes  the  obstruction. 
Again,  we  have  the  eflect  of  a  ligature  applied  around  the  vessels,  in 
parts  of  their  course  where  there  is  but  little  collateral  circulation. 
This  is  chiefly  seen  after  ligature  of  the  third  part  of  the  axillaiy 
artery,  of  the  brachial  artery,  or  of  the  external  iliac.  This  v^ 
however,  a  rare  cause  of  gangrene,  because  even  in  the  examples 
mentioned  there  is  usually  sufficient  collateral  circulation.  It  is  gene- 
rally held  to  be  particularly  dangerous  if,  at  the  same  time  that  the 
main  artery  is  tied,  the  circulation  through  the  vein  be  interfered  wifth 
either  by  pressure  or  by  ligature ;  but  I  must  confess  that  I  do  not 
feel  confident  as  to  the  danger  of  this  occurrence.  I  have  remof^d 
both  the  axillary  artery  and  vein  in  operating  for  cancer  in  tbo 
axilla  without  gangrene  following  in  the  arm,  although  the  aadllaiy 
artery  is  one  of  those  in  which  the  collateral  circulation  is 
inefficient. 

Of  the  causes  in  the  interior  of  the  artery,  which  lead  to  ^ 
grene,  the  essential  one  is  the  occurrence  of  embolism^  which  ii^  oC 
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course,  followed  by  thrombosis,  and  which  may  lead  to  blocking  of 
the  artery  over  a  very  considerable  area. 

Where  the  obstruction  is  arterial  alone  in  the  first  instance — for 
example,  after  ligature  of  an  artery — the  first  thing  that  is  noticed 
is  that  the  limb  below  becomes  white  from  the  absence  of  blood. 
By-and-by  it  assumes  a  dark  livid  colour,  and  then  the  various 
changes  already  described  as  characteristic  of  moist  gangrene  follow. 
If  the  cause  be  an  embolism  of  the  artery,  we  have,  in  addition  to 
the  sudden  whiteness  of  the  limb,  violent  pain  at  the  point  where 
the  embolus  has  been  arrested,  and  this  is  a  very  valuable  sign  as 
showing  us  where  the  block  has  occurred.  On  the  other  hand,  if 
there  has  been  venous  as  well  as  arterial  obstruction  at  the  com- 
mencement, the  part  below  becomes  (Edematous  and  dark. 

The  trecUmerU  of  this  form  of  indirect  gangrene  depends,  in  the 
first  instance,  on  whether  the  block  is  purely  arterial  or  purely 
venous,  or  both.  If  it  be  purely  arterial,  one  must  wait  for 
twenty-four  or  forty-eight  hours,  in  order  to  see  whether  and 
how  much  collateral  circulation  may  be  established,  because,  as  a 
rule,  the  greater  part,  and  even  the  whole  of  the  parts  below  may 
recover.  Once  one  is  sure  how  much  is  going  to  die,  and  this  will 
be  evident  in  twenty-four  to  forty-eight  hours,  one  should  then 
amputate,  because  there  is  no  necessity  for  waiting  for  a  line  of 
demarcation.  As  to  where  to  amputate,  that  must  depend  on  the 
anatomy  of  the  arteries,  because  it  is  not  necessary  in  all  cases  to 
amputate  as  high  up  as  the  seat  of  obstruction.  For  example,  after 
ligature  of  the  superficial  femoral  artery  we  know  that  the  profunda 
will  supply  the  tissues  quite  satisfactorily  down  to  well  below  the 
knee,  and  in  such  a  case  it  is  not  necessary  to  amputate  higher  than 
through  the  condyles  of  the  femur.  It  is  generally  laid  down  that 
in  a  case  where  the  gangrene  is  dependent  on  venous  blocking,  or  on 
blocking  of  both  artery  and  vein,  one  cannot  expect  any  recovery, 
but  should  amputate  at  once. 

(c)  Oangrene  due  to  imperfect  innervatton.— Where  a 
limb  is  paralysed,  one  constantly  sees  that  the  nutrition  is  deficient 
— for  example,  in  infantile  paralysis — and  such  limbs  are  especially 
liable  to  the  formation  of  bed-sores  and  gangrene  from  pressure.  It  is 
often  assumed  that  this  tendency  is  due  to  the  fact  that  the  patient, 
not  feeling  properly  with  the  limb,  rests  longer  on  the  part  than  he 
would  if  it  were  not  paralysed ;  but  this  is  not  altogether  the  case, 
for  in  hemiplegia,  where  the  patient  is  l3ring  absolutely  still,  he 
is  extremely  liable  to  suffer  from  bed-sores,  which  are  worse  on  the 
side  that  is  paralysed  than  on  the  other.  Again,  if  extension  be 
applied  to  a  paralysed  limb  and  to  a  sound  limbj  one  m  much  more 
liable  to  get  sloughs  under  the  extension  planter  on  the  paraljaad 
side  than  on  the  other.  The  gangrene  that  occurs  in  thtm 
paralysed  limbs  generally  comes  on  very  quickly,  is  modtft, 
often  spoken  of  as  an  acute  bed-sore  ;  hence  it  is  very  i; 
remember  that  pressure  is  more  liable  to  cau»i^  gj^ingrentf  in 
which   are   paralysed,   and   that  in   such    circumstancett 
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sliuuld  be  avoided  as  far  a«  pos«ible.    The  limb  should  be  kepi  warm, 
and  if  alougliing  does  occur,  it  should  Ije  ti^alfnl  like  a  bed-sore, 

There  is  another  fomi  of  ganji^rene  in  cunnection  with  nervous 
derangement  which  it  is  of  importance  to  consider  v^ry  shortly, 
namely,  what  is  termed  **Mymmetrical  gangrene,"  or  RaytuxuiCi 
dUe^tse,  The  term  **  syrumetrica]  gangrene  '^  at  once  bringfi  out  one 
great  point,  namely,  that  it  occui*?*  on  Ijoth  aidei*  at  the  same  time, 
thus  differing  from  senile  gangrene,  which  in  the  tirnt  instaDce  b 
u  111^1*^1711.  A  turtlier  difference  from  senile  gangrene  is  that  it  more 
often  affects  the  hngers  than  the  t«>HH,  and  again,  that  it  is  much 
more  limit*^d  both  in  extent  (generally  not  reaching  beyond  the 
phfilangeH)  and  in  depth  (seldom  going  deeper  than  the  skin) ;  and 
further,  in  lia}^laud*8  diaeaae  the  blood-veaselii  are  nonnal,  wherea* 
in  senile  gaiiLrrene,  an  ha«  been  already  pointed  out,  they  are 
thickened  and  hsinl. 

Tliis  atfeetion  is  not  a  serious  one,  and  ehietly  occurs  in  wonDen 
between  eighteen  and  thirty  years  of  age  who  are  highly  hysterical, 
and  it  is  most  probably  associated  with  uterine  or  menstrual  troablea* 
It  in  often  develof>ed  by  cold,  anti  hence  i^  most  commonly  met  with 
during  the  winter  jnonths.  It  is  supposed  to  be  due  to  spasm  of  the 
arterioles  retlexly  from  the  uterus. 

The  phenomena  of  Raynaud's  disease  munt  be  divided  in  the 
first  place  into  those  which  precede  the  gangrene,  and  which  may 
or  may  not  be  followed  by  gangi*ene  ;  and  in  the  second  pUoe 
the  gangrene  itself.  The  phenomerm  which  precede  the  gangrene 
are  of  two  kinds :  the  one  set  is  spoken  of  as  locai  tyncope^  where 
the  arteries*  become  contracted  and  the  lingers  beeome  whits. 
As  the  result  very  often  of  a  sudden  mental  ahock,  the  patient's 
ftugers  l^ecome  quite  white  and  lose  their  Menaibility,  so  that  one 
might  push  a  needle  into  them  without  causing  pain  or  leading  to 
bleeding.  They  are  very  cold,  and  generally  one  or  two  fingern  mm 
contracted,  the  condition  being  more  or  less  completely  symmetricaL 
This  attack  lasts  a  few  minutes  to  a  few  hours,  and  then  may  paaa 
oil',  the  att^urks  ret^urring  generally  two  or  thre<*  times  in  the  coume 
of  the  ye4ir.  When  the  condition  jjasses  off,  the  lingers  become  red 
owing  to  dilatation  of  the  blood-vessels.  In  some  CAne*^  during  this 
titage,  the  Ungears,  instead  of  being  dead  white,  are  slightly  livid. 

The  secorid  form  is  that  which  is  sj:>oken  of  as  loctd  asjjh^.rut^  in 
wliich  the  circulation  of  the  blood  is  not  completely  arrt^sted,  but 
goes  on  extremely  slowly,  so  that  tlie  blood  in  the  part  is  practically 
entirely  venous  blood  ;  hence  the  fingers  l^ecome  livid  and  look  as  if 
they  had  l>een  dipped  in  ink.  This  condition  is  accompanied  by 
some  swelling  of  the  togers,  with  shooting  or  burning  |>ain.  It  mAy 
last  for  a  day  or  two,  imd  may  or  may  not  lead  to  gangrene. 

If  it  persist,  we  have  the  tiiud  stage  of  iiiiynaud's  dlJMaae^ 
namely,  the  f/auf/trnr.  The  darkness  of  the  lingers  continues  for 
fKime  days,  the  |>ain  and  other  symptoms  increiise,  and  there  may 
probably  V»e  the  lornuition  of  small  bullie  on  the  fingers;  indeed, 
one  might  think  Uiat  tlie  patient  was  going  to  lo^  ail  his  fijigera. 
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Ultimately,  however,  the  circulation  improves  very  much,  and,  as  a 
rule,  as  a  final  result,  only  a  very  small  dry  slough  separates.  The 
whole  process  is  very  slow,  and  takes  from  the  commencement  of  the 
gangrene  to  the  separation  of  the  slough  from  twenty  days  to  ten 
months — on  an  average,  three  or  four  months.  This  disease  is  very 
apt  to  recur,  more  especially  during  the  winter  season. 

As  to  treatment^  the  first  essential  is  to  i-emedy  any  uterine 
trouble  which  may  be  present,  and  to  improve  the  general  condition 
of  the  patient's  health.  As  regards  local  treatment,  chief  dependence 
is  placed  on  the  employment  of  warmth,  keeping  the  fingers  in 
warm  baths  for  some  hours,  and  afterwards  wrapping  them  up  in 
warm  cotton  wool.  Some  say  that  they  also  obtain  benefit  from 
placing  the  hand  in  electric  baths.  If  sloughing  be  likely  to  take 
place,  then  the  treatment  must  be  carried  out  on  the  ordinary  lines, 
and  antiseptic  dressings  must  be  employed.  In  no  case  is  amputa- 
tion necessary. 

{d)  Oaninrene  due  to  certain  i^eneral  causes.— Of  these, 
I  need  only  mention  three,  namely,  gangrene  in  connection  with 
diabetes,  gangrene  after  acute  fevers,  and  gangrene  following  the 
use  of  er(/ot,  and  of  these,  gangrene  in  connection  with  diabetes  is 
much  the  most  important. 

There  are  two  modes  in  which  diabetes  may  be  related  to  gan- 
grene :  (1)  we  may  have  the  death  of  tlie  part  directly  dependent  on 
the  presence  of  diabetes,  or  (2)  we  may  have  gangrene  from  some 
other  cause  taking  place  in  a  patient  who  is  diabetic.  The  term 
diabetic  gangrene  is  limited  to  the  gangrene  which  is  more  or  less 
directly  dependent  on  diabetes.  In  cases  where  gangrene  occurs  in 
diabetic  subjects,  the  course  of  the  disease  is  generally  very  markedly 
modified  in  that  it  spreads  with  greater  rapidity,  there  is  more 
inflammation  around  the  gangrenous  part,  and  the  gangrene,  though 
often  dry  in  the  first  instance,  tends  to  become  moist. 

As  to  the  pathology  of  gangrene  dependent  on  diabetes,  it 
is  found  that  in  these  circimistances  the  vessels  have  become 
thickened,  owing  to  the  occurrence  in  them  of  endarteritis ;  and 
this  is  explained  by  the  fact  of  the  sugar  or  its  precedent  chemical 
substance  circulating  in  the  blood  and  causing  irritation  of  the  lining 
membrane  of  the  vessels.  The  second  effect  of  diabetes  in  the  pro- 
duction of  gangrene  is  that  the  tissues  of  the  diabetic  individual  are 
weak  and  less  able  to  resist  injury  than  healthy  tissues,  and  are  more 
especially  less  able  to  resist  the  entrance  of  pyogenic  organisms, 
which  appear  to  grow  with  special  rapidity  and  virulence  in  the 
tissues  of  such  persons.  A  third  point  which  is  stated  by  some  is 
that  in  diabetics  the  innervation  of  the  part  is  interfered  with,  as 
the  result  of  central  nervous  disturbance. 

The  characteristic  of  the  diabetic  gangrene  is  that  it  is  more 
acute  in  its  progress  than  other  non-specific  forms  of  .gangrene  not 
due  to  immediate  obstruction  of  the  circulation,  and  that  it  is 
accompanied  by  an  excessive  amount  of  inflammation,  and  t-esultf^ 
in  extensive  sloughing  of  the  skin.  It  is  practically  always  a  luoiftt 
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gangrene,  and  the  characteristicH  are  thone  already  given,  with,  in 
addition,  the  greater  inilammation  about  the  line  of  separation  and 
the  more  acute  spread  of  the  disease,  to  which  I  have  just  referred. 
The  general  condition  of  the  patient  is  bad.  He  is  generally  in  an 
asthenic  condition;  and  if  left  to  itself  the  disease  almost  always 
terminates  fatally,  either  from  septic  complications,  from  diabetic 
coma,  or  from  exhaustion. 

As  regards  the  treatment^  one  must  especially  warn  diabetics 
to  be  very  careful  to  avoid  any  injury,  lest  an  acute  inflammation, 
and  very  probably  a  gangrenous  inflammation,  should  result.  More 
especially  they  should  avoid  injuries  to  the  feet,  the  wearing  of  tight 
boots,  etc.  Next,  the  general  condition  should  l)e  attended  to,  and 
they  should  be  placed  on  anti-diabetic  diet,  that  is  to  say,  should 
avoid  substances  which  will  tend  to  the  production  of  sugar, 
sugar  itself,  and  all  starchy  foods,  potatoes,  etc.  ;  they  should 
live  generally  on  animal  food,  eggs,  fish,  milk  in  moderation, 
and  very  small  quantities  of  greens.  As  to  bread,  they  should 
either  have  stale  bread  or  toasted  bread,  or,  still  better,  the 
special  biscuits  and  loaves  which  are  made  for  diabetic*  patients,  the 
most  palatable  of  which  are  the  almond  biscuits.  Further,  if  a 
diabetic  patient  does  sustain  any  injury,  one  must  be  particularly 
careful  in  the  antiseptic  precautions,  so  as  to  avoid  the  entrance  of 
micro-organisms.  Once  the  gangrene  has  occun*ed,  opium  shouki 
\ye  employed  in  large  quantities,  or  still  better  than  opium  is  codeine, 
which  is  said  to  diminish  the  initability  of  the  afierent  nerves  of 
the  liver.  Codeine  is  given  in  the  first  instance  in  quarter-grain 
doses  three  times  a  day,  and  this  may  be  increased  up  to  five  grains 

Once  the  gangrene  has  occurred,  one  must  at  an  early  pmod 
consider  the  question  of  amputation.  Formerly  the  rule  was  not  to 
amputate  in  cases  of  diabetic  gangrene  on  account  of  the  great 
tendency  to  inflammation  and  suppuration  in  the  stump,  to  the 
extension  of  the  gangrene,  or  to  death  from  diabetic  coma.  Here 
again,  however,  the  rules  have  been  completely  altered  by  the 
employment  of  antiseptic  measures,  and  from  recent  work  it  aeems 
quite  evident  that  the  l^est  treatment  in  the  great  majority  of  cases 
is  as  early  amputation  as  possible.  By  strict  asepsis,  the  inflamma- 
tion in  the  stump  is  avoided,  septic  troubles  are  prevented,  and 
gangrene  does  not  occur  if  the  amputation  has  been  perfoimed 
sufliciently  high  up ;  and  as  regards  the  question  of  diabetic  coma, 
the  patient  is  really  not  more  liable  to  its  occurrence  after  amputa- 
tion than  he  is  during  the  course  of  the  diabetic  (gangrene. 

As  to  gangrene  after  acute  fevers,  this  especially  occurs  after 
typhus  and  typhoid  fever,  and  here  the  gangrene  attacks  the 
extremities  and  the  parts  farthest  from  the  heart,  namely,  the  toes, 
nose,  eai-s,  and  sometimes  the  fingers.  This  form  of  gangrene  is 
supposed  alse  to  he  due  to  the  occurrence  of  endarteritis  and 
thromV)osis.  In  some  cases,  however,  it  is  due  to  embolism.  The 
disease  generally  commences  during  the  period  of  convalescence. 
The  type  of  gangrene  is  of  the  dry  variety,  it  is  unilateral,  and  the 
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lid  be  111  the  firni  in>jtAnce  to  diRinfi?€t  the  part^  and 
befon*  aiiipiitHtingf  on  acoouiit  o£  tht^  weak  condition 

TUirtlly,  ua  t&  gentfral  cause  of  gangrene  we  have  the  use  of  eryot. 
*Thm  iarui  nf  giingn*«e   some  times  ticcurs   in   epideniicH,  in    certain 
or  in  certain  fajuilies,  and  this  in  due  to  extermive  infection 

itbe  rre  in  the  flistrict  with   tlie  claviceps  purpiirea,  and  to  the 
itft  filing  larj^  quantities  of  this  infected  rye.     The  early  effect 

efgpt  is  to  produce  a  tetanic  contraction  of  the  smaller  hlood- 
irtwiieliiy  and  if  thin  condition  be  kept  up  for  a  long  time,  it  may  end 
tA  puigrene,  more  especially  of  the  extremities.  Preceding  the 
oocitfrenee  of  gangrene,  the  patient  ^^ufTers  from  dianhtea,  buzzing 
in  tine  cuTii,  hyperKsthe«ia,  crampH,  coldnes8  of  th«^  extremities, 
ritmiPMbed  arterial  pulsation,  etc.,  and  this  condition  nmy  or  may 
not  go  an  to  gangrene.  If  the  condition  Ije  recognise*  1,  the  use  of 
the  UllBOted  rye  bread  should  lie  stopped,  large  quantities  of  co0ee 
alioold  be  given,  and  friction  applied  to  the  affected  extremities. 

Wbew  gangrene  occurs,  it  usually  attacks  men  In^twix^n  thii-ty 
And  forty  yeam  of  age  much  more  often  than  wuiiieii,  the  suppcse<l 
rottttOQ  b<BUig  tiial  men  drink  more  than  women,  iind  aiv  consequently 
lialjlie  to  havi^  a  certain  amount  of  endarteritis  aT)d  atheroma, 
wliidi.  in  combination  with  the  spasm  f»f  the  artenoles,  is  apt  to 
esid  in  gangrene.  This  form  of  gangrene  is  dry,  biU  in  certain 
cmwrn  it  may  l>e  moist ;  and  as  regaitls  its  extent,  it  may  vary  from 
ike  loss  ol  a  nail  to  the  los^  of  a  Hmh.  As  i^ganls  the  treatment, 
OD#  aill*it  wait  for  the  line  of  demarcation^  Ijecause  it  is  impossible 
to  decide  how  much  of  the  tissue  will  die, 

3.  Specific  forms  of  gangrene.^  In  former  day»  a  variety 
of  ^ngrenoua  prooeasea  attacked  wounds,  as  the  ivsult  of  sepsis 
oeemriiig  tn  them.  Thei^e  are  seldom  or  never  seen  now.  It  will 
ivofaebly  be  suificient  if  we  speak  of  thi-ee  forms  of  specific  gangrejie, 
namilj.  {a)  acute  tmumatic  gangrene,  ib)  phagedienai  and  (c)  can- 
orum  oris  or  noma. 

{u)  AtmUi  tnnnnetlr  snn^^u^*— This  in  a  form  which  attacks 
wottlldiH  and  ia  due  no  doubt  to  the  growth  of  bacteria  in  the  tissues. 
Tbe  wcmiidii  which  are  more  especially  att^u^ked  are  those  which  have 
bi^en  Hoikd  with  earth  or  dung,  and  the  disea.se  begins  very  so4>n 
alter  Um*  accident,  usually  about  the  second  or  third  day,  and  Ijefore 
Igsmnillattoti  haH  occurred.  The  organisms  that  are  at  work  in 
prodHiCiBg  this  form  of  gangrene,  have  not  yet  h»een  isolated,  no 
doobi  on  ncoount  of  the  great  rarity  of  this  trouble  at  the  present 
cine ;  but  jo^gillg  from  the  experimental  evidence  based  on  the 
sHadjT  0f  OfgnttiMPHy  producing  somewhat  similar  processes  in  the 
lover  Mtimftla,  there  ^leems  little  reason  to  doubt  that  they  must 
hsiong  to  tbe  olaiiK  of  bacilli  and  also  to  the  class  of  anaerolje»w 
Thtmt  orgmiismN  spread  into  the  tissues  with  very  great  rapidity, 
and  Oktam  their  death,  no  doubt  in  the  main  as  the  i-esult  of  the 
poieooa  which  they  produce,  possilily  also  to  some  extent  as  the 
ffvmltof  th^  vioh-nt  inflammation  and  extensive  sta^sis  that  are  set  up. 
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(See  Fig.  7.)  Anioug  their  products  are  large  quantities  of  gases, 
chiefly  hydrogen  and  carburetted  hydrogen,  and  the  great  charac- 
teristic of  this  form  of  gangrene  is  the  very  rapid  development  of  gas 
in  the  tissues.  Of  the  organisms  that  produce  somewhat  similar 
effects  in  the  lower  animals,  we  have  that  known  as  the  cause  of 
s3rmptomatic  anthrax  in  cattle,  which  leads  to  the  rapid  development 
of  crepitating  swellings,  and,  if  the  animal  live  long  enough,  to 
extensive  sloughing  (page  46).  We  have  also  the  bacillus  that  pro- 
duces the  disease  known  as  malignant  oedema,  which  no  doubt  must 
be  closely  allied  to  that  causing  this  acute  traumatic  gangrene.  In 
the  case  of  mnlvjiiaut  oedema — which,  by  the  way,  also  attacks  man 
and  has  occurred  in  several  instances  after  subcutaneous  injections, 
more  especially  of  musk,  in  which  it  seems  to  grow  very  readily — 
the  disease  is  due  to  a  long  l)acillus  which  is  an  anaerobe,  and  which 
grows  with  great  rapidity  in  the  subcutaneous  tissues,  causing 
enormous  swelling  of  the  part  from  the  presence  of  CBdematous 
fluid,  and  within  a  very  short  time  the  death  of  the  patient  or  the 
animal.  This  bacillus  of  malignant  oedema  can  be  also  obtained  from 
garden  earth,  and  if  portions  of  garden  earth  be  introduced  under 
the  skin  of  guineapigs,  a  consideraV)le  proportion  of  them  will  die 
of  malignant  ojflenia  after  two  or  three  days.     (See  page  46.) 

The  coulee  of  acute  traumatic  gangrene  is  generally  very  rapid, 
averaging  about  tluee  days  lief  ore  the  death  of  the  patient.  Pre- 
ceding the  development  of  the  gangrene  the  patient  does  not  feel 
so  well,  or  the  shock  from  which  he  suffered  in  the  first  instance 
as  the  result  of  the  accident  continues,  his  pulse  becomes  irr^^ular, 
he  is  very  loquiK^ious  and  very  frightened,  and  soon  complains 
that  the  wound  has  liecome  painful,  and  feels  very  tense.  If  the 
wound  be  examined  the  parts  around  will  be  found  to  be  hard, 
oedematous,  shining,  and  tense,  the  skin  being  white  from  depriva- 
tion of  blood,  and  very  soon  l>ecoming  dark,  livid,  or  red.  At  the 
same  time  crepitation  becomes  very  marked  from  the  large  amount 
of  gas  which  is  present,  and  the  parts  may  even  be  resonant  on 
I>ercussion.  Once  the  disease  has  start-ed  it  spreads  with  enormous 
i-apidity,  and  presents  all  the  ordinarj'  appearances  of  moist  gan- 
grene, bullpB  forming  on  the  surface,  and  the  part  becoming  black 
and  foul-smelling.  One  may  indeed  almost  see  the  swelling  extend- 
ing owing  to  the  giis  forcing  its  way  through  the  tissues,  and  very 
soon  the  whole  limb  will  l)ecome  gangrenous,  and  the  patient  will 
die  in  about  thirty  hours  after  the  full  development  of  the  gangrene, 
towards  the  end  having  passed  into  a  somnolent  condition,  lying 
very  quiet,  complaining  of  nothing,  with  rapid  pulse  and  respira- 
tion. There  is  usually  no  fever,  and  the  temperature  may  even 
\ye  subnonnal. 

As  regards  the  treatment^  of  course  the  first  point  is  the  pro- 
phylactic treatment,  which  will  l)e  discussed  in  speaking  of  the  treat- 
ment of  wounds  which  have  not  Ijeen  made  by  the  surgeon  (page  226). 
In  the  case  of  such  wounds,  especially  where  they  are  filled  widi 
earth,  one  must  bear  in  mind  the  great  risk  of  some  of  these  septic 


PHAQEDJENA.  149 

diseases  taking  place,  and  must  therefore  be  particularly  careful  to 
disinfect  the  wound  thoroughly  in  the  first  instance.  Once  the 
nature  of  the  disease  is  recognised,  the  only  chance  of  saving  the 
patient  is  by  immediate  amputation  far  above  the  gangrenous  part ; 
but  even  at  a  very  early  period  the  chance  of  saving  the  patient  is 
very  small,  only  about  five  per  cent,  recovering.  In  amputating, 
the  very  greatest  care  must  be  taken  thoroughly  to  disinfect  the 
skin  around,  so  as  to  get  rid  of  any  organisms  which  may  be  pre- 
sent on  the  skin,  and  to  avoid  soiling  the  amputation  wound  with 
the  discharge  from  the  gangrenous  part,  hence  it  should  be  well 
wrapped  up  with  antiseptic  cloths  wrung  out  of  strong  antiseptic 
solutions,  and  this  is  best  done  by  an  assistant,  who  will  afterwards 
take  no  part  in  the  operation.  The  greatest  care  must  be  taken 
not  to  allow  any  of  the  discharge  from  the  wound  to  run  into  the 
part  which  is  being  operated  on. 

(6)  Phagedaena.— The  second  form  of  specific  gangrene  which  I 
need  describe  is  that  known  as  phagediena,  which  again  is  a  disease 
practically  never  seen  nowadays,  but  formerly  extremely  common. 
As  I  have  not  myself  seen  a  case,  I  can  only  give  a  very  short 
description  from  published  records.  The  disease  is  undoubtedly 
a  parasitic  afifection,  but  the  nature  of  the  organisms  is  im- 
known.  It  essentially  consists  in  the  production  in  the  wound  in 
the  first  instance  of  a  pseudo-membranous  material,  beneath  which 
the  tissues  ulcerate  or  become  gangrenous.  The  incubation  period 
varies  from  eight  hours  to  three  or  four  days,  and  preceding  the 
development  of  the  afifection  the  patient  complains  of  pain  in  the 
wound,  which  becomes  swollen,  its  surface  dry,  the  edges  pale,  and 
the  granulations  of  a  greyish  colour,  with  commencing  formation  of 
a  false  membrane. 

The  fully-developed  disease  is  generally  described  imder  two 
forms — namely,  an  ulcerative  and  a  gangrenous  form.  In  the 
ulcerative  form  a  pulpy  membrane  appears  on  the  surface  of  the 
wound,  and  beneath  this  cup-like  losses  of  substance  occur,  and 
subsequently  there  is  rapid  ulceration  spreading  from  the  part,  the 
surface  of  the  ulcer  being  covered  with  a  velvety,  greyish,  foetid 
material  In  the  other  form  the  disease  spreads  with  great  rapidity, 
and  the  patient  dies  in  from  twenty-four  to  forty-eight  hours.  Here 
the  woimd  in  the  first  instance  becomes  covered  with  a  thicker 
membrane,  which  is  dark  in  colour  and  very  pulpy,  and  which 
rapidly  extends  in  the  planes  of  the  cellular  tissue  radiating  from 
the  wound,  leading  to  rapid  sloughing  of  the  skin  and  muscles,  etc., 
and  not  uncommonly  of  vessels,  the  patient  in  that  case  being 
killed  by  profuse  haemorrhage.  Preceding  the  development  of  the 
afiection  the  patient  suffers  from  malaise.  He  is  in  a  state  of  de- 
pression, is  sleepless,  and  has  nausea  ;  and  as  the  disease  develops  he 
has  fever,  diarrhoea,  delirium,  and  very  soon  passes  into  a  typhoid 
condition. 

The  treaXnierU  of  phagedaena  is,  of  course,  in  the  first  instance 
the   prophylactic    treatment,    whicli   essentially   consists    in   strict 
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aotiMeptic  measureH ;  and,  when  it  Ih  developed,  isolation  of  the 
patient,  and  great  care  must  he  taken  not  to  infect  oUier  persom 
by  the  inHtruiiientH  or  the  attendants.  Ah  regards  the  local  treat- 
ment, chief  reliance  in  placed  on  destruction  of  the  pulpy  material 
either  by  the  application  of  the  actual  cautery  or  by  the  use  of 
perchloride  of  iron,  the  pure  liquor  ferri  perchloridi  being  employed. 
Of  these  the  ivcrtual  cautery  seems  to  be  the  most  efficacious,  and  the 
parts  are  very  thoroughly  destroyed  wherever  there  is  the  slightest 
suspicion  of  this  membranous  material  Where  the  perchloride  ol 
iron  or  other  caustic  is  used  the  surface  should  in  the  first  instance 
be  thoroughly  dried,  and  then  lint  soaked  in  the  perchloride  <^  iron 
should  be  packed  into  the  wound  and  left  on  for  twenty-four  hoars. 
If  the  part  attacked  l>e  an  extremity,  amputation  should,  of  course, 
be  performed  iis  sDon  as  possible,  provided  one  can  get  well  above 
the  disease,  givat  care  being  taken  not  to  infect  the  stump  at  the 
same  time.  In  both  these  cases  the  general  condition  of  the  patient 
sliould  l)e  att*»nded  to,  stimulant>i  administered,  and  every  effort 
made  to  maintain  the  strength. 

(c)  Cancrum  oiia.— The  third  form  of  specific  gangrene  to  whidi 
I  need  refer  is  cancrum  oris,  or  noma,  which  is  a  disease  affiM^ing 
children,  most  usually  l)eginning  in  connection  with  the  mouth,  but 
sometimes  on  the  vulva.  This  disease  generally  attacks  weakly 
children  of  from  two  to  five  years  of  age  who  are  convalescing  &om 
some  other  atlection  such  as  measles  or  scarlatina  In  the  mouth 
it  usually  l)egins  as  an  ulceration  of  the  gum,  the  first  thing  noticed 
being  that  the  patient  complains  of  pain  in  the  mouth,  the  breath 
liecomes  excee<lingly  fcetid,  and  there  is  an  increased  flow  of  saliva^ 
in  fact,  the  saliva  runs  out  of  the  mouth.  On  looking  in  one  finds 
an  ulceration  alK>ut  the  gums  with  sloughy  edges.  In  other  cases  it 
commences  on  the  inner  side  of  the  cheek  close  to  the  angle  of  the 
mouth,  and  in  the  casern  wliere  it  has  Ix^gun  in  the  gums  it  very  soon 
spreads  on  to  the  cheek  in  the  neighbourhood.  The  cheek  becomes 
greatly  swollen,  intensely  shiny,  and  by-and-by  a  white  spot  appears 
in  the  vicinity  of  the  angle  of  the  mouth.  This  spot  very  soon 
becomes  black,  and,  in  fact,  a  slough  is  present,  which  goee  oo 
spreading,  lii  this  way  it  will  destroy  large  portions  of  the  jaws 
and  the  skin  around  the  angle  of  the  mouth  (Fig.  25).  While  this  is 
going  on  the  ]Mitient  is  in  a  very  serious  condition,  the  temperature 
is  high,  an<l  the  pulse  very  rapid.  He  is  in  a  semi-comatose  state, 
and  usually  <lies  in  from  four  to  five  days. 

This  disease  is  due  to  long  delicate  bacilli  which  are  found  in 
large  numl)ei*s  in  the  tissues  at  the  margin  of  the  slough,  and  the 
dependence  of  the  diseaw*  on  the  giowth  of  these  l)acilli  has  been 
thoroughly  worke<l  out. 

The  trf.atumU  consists  in  destroying  all  the  affected  parts  and  a 
portion  of  the  living  tissues  around  in  which  these  l>acilli  are  present, 
and  in  order  to  give  the  palient  a  ihance  at  all  one  has  to  do  what 
at  first  sight  st*eins  a  very  baplwirous  operation.  All  the  part»  which 
are  gangrenous  must  l>e  olipptnl  away,  not  only  the  soft  parts,  but 
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jftW^  and  out*  munt  gci  on  cli]iping  away  tiHsue  till  a  Hurfttof 
which  UletHls  iij  every  f«irt  is  exj^OHiHl  Having  got  nd  in  thin  wiiy 
of  «U  the  tlejwl  tissue,  presjiurt*  is  appHp<i,  and  tl»e  ble<?riing  in 
mrresled,  and  then  strong  nitric  acirl  in  painteH  or  rublicHi  into  the 
mw  tmrUkc^.  Tliin  nitric  acid  im  allowe*]  to  a<»t  for  five  or  ten 
minuttf^,  fresh  applicationji  being  rejieatedl y  made.  At  the  end  of 
thai  time,  if  one  ^>e  thoroughly  sjitisfit*fi  that  every  portion  of  the 
cii»«iitie  has  been  destroyed,  the  action  of  the  acid  nmv  he  arrested 
hf  th»  application  of  c*rlK>nate  of  soda.     Anything  short  of  the 
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trBatm^llt  de«cribtMi  will  fail  in  arresting  the  dis*ea.se.  To  leave  the 
nkmglis  on  the  fmrt  and  Hpply  antiseptic  washes,  or  even  strong 
anttaeptics  to  them  Ls  absolutely  ukpIphh,  He»»in2  that  the  part«  wheiv 
1^  or^tnisiii!i  are  growing  arp  the  livin;Lf  tisnues  just  beyond  the 
aritmlly  li^tui  |^iart««,  which  cannot  lie  t*e?iche4i  if  the  slough  Ym  nut  in 
tkm  fort  instance  removerL  After  I'einaval  of  the  sloughs  antiseptic 
ivoittli  washes  are  employed,  and  of  the  [>atientH  treated  in  thiw 
way  a  coiuiderable  number  rei*o\*«r.  with,  of  course^  very  marked 
dpfonuitj,  which,  howtfver,  can  lit*  ivinedied  by  pla8iic  operation  at 
a  later  period. 


VI.     SYNCOPE    AND    SHOCK. 

By  W.  WATSON  CHEYNE,  F.R.S.,  F.R.C.S., 
Surgeon  to  King*»  College  Hotpitfil ;  ProfeMor  of  Surgery  at  King*9  College. 


Sjmcope.  —  Syncope  and  shock  must  be  carefully  separated 
from  each  other.  Tlie  actual  state  of  syncope  is  preceded,  when 
the  patient  is  conscious,  by  yawning,  singing  in  the  ears,  vertigo, 
extreme  pallor,  nausea  and  even  vomiting,  and  imperfect  vision; 
but  the  same  condition  may  appear  during  the  course  of  an  opera- 
tion, while  the  patient  is  unconscious,  without,  of  course,  the  above 
premonitory  signs,  except,  perhaps,  the  vomiting.  It  is  not  at  all 
uncommon  for  a  patient  during  an  operation  to  become  pale,  with  a 
weak  or  imperceptible  pulse,  and  very  superficial  or  scarcely  per- 
ceptible breathing,  the  condition  being  temporary,  and  often  ending 
in  an  attack  of  sickness.  This  more  especially  arises  when  the 
patient  is  not  profoundly  under  the  anvrathetic,  and  passes  off  after 
the  sickness,  or  when  complete  anaesthesia  is  again  induced.  Where 
the  state  of  syncope  is  complete  the  face  is  pale,  the  pulse  is  irre- 
gular and  extremely  feeble  or  imperceptible,  the  respiration  is  very 
superficial,  or  momentarily  arrested,  and  the  patient  is  totally  un- 
conscious. TIjis  condition  may  last  for  a  few  seconds,  and  then 
recovery  takes  place,  the  first  symptoms  being  sighing,  gasping, 
often  sickness,  gradual  improvement  of  the  pulse,  and  return  oi 
consciousness.  In  extreme  cases,  however,  syncope  may  end  in 
immediate  death. 

The  symptoms  are  essentially  due  to  anaemia  of  the  brain. 

Syncope  may  occur  without  any  injury,  as  the  result  of  disagree- 
al)le  mental  impressions,  or  it  may  follow  sudden  loss  of  blood, 
being  in  relation  not  so  nmch  witii  the  quantity  lost  as  with  the 
suddenness  with  which  it  is  shed.  Or  it  may  not  be  dependent  upon 
actual  bleeding,  but  u])on  a  sudden  accumulation  of  blood  in  one 
part  of  the  Ixxly,  as  may  occur,  for  example,  after  too  rapid  with- 
drawal of  ascitic  fluid  from  the  alxiominal  cavity.  Or  again,  it  may 
follow  severe  pain  or  injury  to  some  part  richly  supplied  with  nerveH, 
jis  after  a  blow  over  tlie  region  of  the  semilunar  ganglia. 

The  symptoms  l)eing  essentially  due  to  anaemia  of  the  brain,  the 
fiiNt  element  in  the  treatmfnt  is  to  lower  the  head,  so  as  to  favour 
the  fl<»w  of  VjUkkI  to  the  brain,  and  then  to  improve  the  action  of 
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the  heart  by  the  sudden  application  of  cold  to  the  chest  or  head, 
by  the  use  of  pungent  inhalations,  or  by  the  employment  of  the 
interrupted  current  over  the  heart. 

Shock,  on  the  other  hand,  is  a  condition  of  great  depression  of 
the  vital  activity.  It  generally  occurs  after  some  severe  injury, 
more  especially  after  injury  of  the  abdominal  organs,  or  after  the 
division  of  large  nerves.  Shock  may  occur  immediately,  or  almost 
immediately,  after  the  injury,  or  it  may  come  on  insidiously,  not 
manifesting  itself  even  for  an  hour  or  two,  as  sometimes  happens 
after  railway  injuries.  The  patient  who  is  suffering  from  shock  is 
usually  found  lying  in  a  state  of  complete  muscular  relaxation,  or  if 
he  make  any  movements,  they  are  very  irregular  and  feeble.  The 
face  is  pale  and  drawn,  the  pupils  are  dilated,  there  is  sweating 
about  the  head,  the  reflexes  are  very  slight,  there  is  diminished 
sensibility,  but  not  absolute  unconsciousness.  The  patient  can 
answer  questions  when  spoken  to,  but  if  not  disturbed  will  gene- 
rally lie  in  a  semi-conscious  condition.  The  respirations  are  feeble, 
irregular,  and  sighing.  The  pulse  is  small,  frequent,  and  dicrotic. 
At  first  the  pulse-rate  is  generally  slowed,  and  increased  frequency 
of  the  heart-beat  is  regarded  by  some  as  a  sign  of  the  commencement 
of  reaction.  The  skin  is  cold;  the  temperature  sub-normal.  The 
patient  does  not  complain  of  any  pain,  and  he  very  often  dies  in  a 
state  of  stupor. 

In  other  cases,  as  I  have  just  mentioned,  shock  comes  on  more 
insidiously,  as  after  a  railway  accident,  where  the  patient  may  be 
able  to  move  about  in  the  first  instance,  and  then  gradually  passes 
into  a  condition  somewhat  similar  to  that  which  has  been  described. 

This  condition  of  shock  generally  passes  off  (where  recovery  is 
going  to  take  place)  in  from  two  to  twenty  hours,  and  then  symptoms 
of  reaction  set  in,  the  pulse  becomes  quicker  and  stronger,  the 
temperature  rises,  and  may  reach  even  two  or  three  degrees  above 
normal,  but  unless  some  complication  arises  it  soon  falls  again.  The 
marked  reactionary  symptoms  formerly  described  were  essentially 
septic  conditions  quite  independent  of  the  previous  shock,  and  did 
not  occur  where  the  wounds  remained  aseptic.  The  condition  formerly 
spoken  of  as  "prostration  with  excitement"  was  probably  also  a  septic 
condition ;  at  any  rate,  though  I  have  seen  many  cases  of  shock,  I 
have  never  come  across  this  state,  and  this  is  also  the  experience  of 
other  surgeons  who  operate  strictly  aseptically. 

PatholOiy  of  shock. — Numerous  theories  have  been  ad- 
vanced to  explain  the  phenomena  of  shock,  but  none  of  them 
can  be  regarded  as  in  any  way  certain  or  completely  explanatory. 
One  which  has  been,  and  is  still  much  in  favour,  is  that  shock 
is  due  to  a  paralysis  of  the  vaso-motor  nerves,  more  especially 
of  the  splanchnic  nerves,  resulting  in  great  dilatation  of  the  smaller 
vessels,  especially  in  the  alxlomen,  which  become  so  distended  with 
blood  that  but  little  is  left  to  circulate  elsewhere.  This  view  prac- 
tically implies  that  the  immediate  cause  of  the  condition  is  sudden 
loss  of  blood  (for  the  blood   is  as  much  lost  by  its  accumulation 
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in  the  abdomen  as  by  its  exit  from  the  body),  Ijut  the  symptoms 
are  distinctly  different  from  those  of  rapid  haemorrhage.  And 
further,  although  in  some  cases  it  has  been  found,  on  poet-mortem 
examination,  that  such  accumulation  of  blood  in  the  abdominal 
viscera  has  taken  place,  in  other  instances  nothing  of  the  kind  has 
been  present.  The  view  which  seems  to  me  to  be  most  in  consonance 
with  the  facts,  is  that  which  looks  on  the  condition  as  due  to  a  state 
of  exhaustion  of  the  medulla  and  the  spinal  cord,  leading  to  a  great 
reduction  in  the  vital  activity  generally,  and  residting  from  severe 
irritation  of  the  peripheral  ends  of  the  sensory  and  sympathetic 
nerves.  Experiments  have  shown  that  over-stimulation  of  aenaoiy 
nerves  will  lead  to  exhaustion  and  temporary  suspension  of  func- 
tion of  the  corresponding  centres,  and  the  longer  the  stimulation 
is  continued,  and  the  greater  its  severity,  the  more  profound  and 
prolonged  is  this  suspension  of  function,  and  the  less  the  probability 
of  recovery. 

Treatment  of  shock.— As  to  the  treatment  of  shock,  no 
operation  should  be  performed  on  a  patient  in  this  condition  unless 
there  be  actual  bleeding  endangering  life,  and  even  then  chloroform 
should  not  be  administered.  I  cannot  accept  the  dictum  that 
complete  anaesthesia  protects  against  shock.  Where  an  operation 
is  not  immediately  necessary,  it  is  much  better  to  check  the  bleed- 
ing, and  wait  for  recovery  from  the  shock,  than  to  perform  primary 
amputation  or  other  necessary  operation  without  delay.  Some  have 
advised  irritation  of  the  sensory  nerves,  by  enveloping  the  ab- 
domen in  mustard  poultices,  or  by  applying  strong  mustard  to  the 
extremities  ;  but  if  this  irritation  be  severe,  it  tends  rather  to  in- 
crease than  to  diminish  the  shock.  In  any  case  the  head  should 
be  kept  low,  and  warmth  be  applied  to  the  body  ;  in  fact,  rest 
and  warmth  are  most  essential.  If  the  patient  can  swallow,  stinm- 
lants  should  be  given,  or,  if  he  cannot  swallow,  they  should  be 
introduced  into  the  rectum.  A  more  immediate  effect  is  produced 
by  the  injection  of  stimulants  under  the  skin,  as,  for  example,  the 
injection  of  ether  (about  40  minims)  or  of  tincture  of  musk  (20  to 
30  minims).  The  latter  is  very  much  used  in  Germany  ;  but  it  most 
be  either  freshly  made  or  the  tincture  must  be  disiiiected  by  boil- 
ing l)efore  use,  because  bacteria — especially  those  of  malignant 
(wlema — seem  to  gn)w  with  particular  rapidity  in  the  musk  solu- 
tion, and  in  a  certain  number  of  cases  patients  have  recovered  from 
the  sliock  and  have  died  of  malignant  oedema.  Strj'-chnine  is  also  of 
great  value  in  these  cases,  and  is,  in  my  opinion,  one  of  the  most 
important  means  which  we  possess  of  treating  this  condition.  Digi- 
talin,  alone  or  combined  with  strychnine,  is  also  of  service  in  some 
instances. 

The  chief  precautions  to  In?  observed  to  prevent  the  occurrence 
of  shock  are  the  keeping  of  the  patient  thoroughly  warm,  and  the 
employment  of  strychnine  before  the  commencement  of  the  opera- 
tion and  during  its  course.  Thus,  in  cases  where  shock  is  likely  to 
occur,  tlie  operation  should  be  performed  in  a  warm  room,  and  the 


FAT    EMBOLISM.  155 

patient  should  l>e  placed  on  a  table  which  is  heated  by  hot  water, 
and  at  the  commencement  of  the  operation  about  ^th  of  a  grain 
of  strychnine  should  be  injected  subcutaneously,  and  if  the  con- 
dition of  shock  be  manifest  during  the  course  of  the  operation, 
this,  or  a  smaller  dose,  combined  with  ether,  should  be  repeated. 
Some  have  advocated  the  transfusion  of  saline  solutions  in  large 
quantities  during  shock,  but  I  cannot  myself  think  that  this 
is  likely  to  do  very  much  good.  The  condition  of  shock  being 
due  to  exhaustion  of  the  spinal  cord,  and  often  accompanied  by 
paralysis  of  the  vaso-motor  nerves,  the  additional  non-nutritive 
fluid  introduced  by  means  of  transfusion  will  only  accumulate  in 
the  already  over-distended  vessels  and  wUl  not  tend  to  improve 
either  the  nutrition  of  the  cord  or  to  increase  the  blood-pre&- 
sure.  Where,  however,  shock  is  combined  with  loss  of  blood, 
no  doubt  such  treatment  may  be  of  advantage,  but  probably  as 
much  good  will  be  done  by  injecting  two  or  three  pints  of  saline 
solution  into  the  rectum  as  by  transfusing  it  directly  into  the  blood, 
because  in  these  cases  of  hsemorrhage  absorption  of  fluid  takes  place 
with  great  rapidity  from  all  parts.  Where  this  condition  of  shock 
lasts  for  some  hours,  coagulation  of  the  blood  in  the  pulmonary 
vessels  is  very  apt  to  occur,  and  thus  prevent  the  recovery  of  the 
patient,  and  no  doubt  with  the  \\evr  of  preventing  that  complication 
transfusion  may  be  of  benefit. 

Secondary  shock. — The  condition  which  was  formerly  described 
as  secondary  shock  is  probably — apart  from  the  delayed  form  which  I 
have  already  referred  to— »-really  a  condition  of  septic  intoxication. 
The  usual  history  of  these  cases  is  that  the  patient  in  the  first  instance 
suffered  from  shock  after  the  operation.  After  he  recovered  from 
this  shock  his  temperature  rose,  and  then  he  suddenly  and  very 
quickly  passed  again  into  a  somewhat  similar  condition  of  shock 
about  twenty-four  hours  later.  In  most  cases  this  second  appearance 
of  shock  Ls  coincident  with  extensive  putrefaction  of  blood  contained 
in  the  wound,  and  is  no  doubt  due  to  septic  intoxication.  This 
view  is  strengthened  in  my  mind  by  the  fact  that  although  I  have 
seen  unfortunately  a  good  many  cases  of  shock  after  operations,  I 
have  not  met  with  this  condition  which  was  formerly  described  as 
being  of  common  occurrence. 

Fat  embolism. — In  connection  with  certain  injuries  and  wounds, 
more  especially  with  such  as  concern  the  bones,  fat  embolism  may 
be  met  with.  In  this  condition,  fat  enters  into  the  circulation  and 
forms  emboli  in  various  organs,  particularly  in  the  lungs  and  in  the 
brain.  As  a  matter  of  fact,  it  is  now  well  known  that  after  all 
fractures  fat  enters  the  circulation  and  is  excreted  with  the  urine, 
being  found  in  it  in  considerable  quantities,  two  or  three  days  after 
the  injury ;  but  it  is  only  where  the  fat  enters  in  such  excessive 
quantities  as  to  cause  dangerous  blocking  of  numerous  minute 
vessels  that  the  condition  of  fatty  embolism  assumes  any  importance. 
This  condition  may  come  on  either  immediately  after  the  injury, 
or  (where  suppuration  takes  place)  after  the  establishment  of  the 
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suppurative  process,  the  pressure  in  the  bone  becoming  so  great  that 
fat  is  forced  into  the  circulation. 

Where  we  have  the  condition  of  fat  embolism  of  the  lung,  the 
chief  trouble  to  which  it  leads  is  oedema.  There  is  usually  more  or 
less  sudden  and  violent  dyspncea,  the  eyes  become  prominent,  the 
patient  is  cyanosed,  he  coughs,  the  sputum  is  frothy  and  mixed 
with  streaks  of  blood,  or  there  may  be  even  distinct  haemoptysis, 
and  if  the  patient  lives,  this  condition  may  be  followed  by  pneu- 
monia. When  the  chief  embolism  is  in  the  brain,  the  result  is 
delirium,  followed  by  coma ;  the  pulse  is  small,  rapid,  and  irregular, 
and  the  patient  generally  dies.     (See  Art.  XXIX.) 

As  to  the  treatmerU,  one  can  only  treat  the  symptoms.  In 
the  case  of  the  lungs,  dry  cupping  relieves  the  patient  very  con- 
siderably ;  sinapisms  to  the  chest,  warmth  and  stimulants,  are  also 
of  service. 

Traumatic  delirium. — After  operation  we  may  have  the  con- 
dition known  as  traumatic  delirium,  or,  where  the  patient  has  been 
a  hard  drinker,  true  delirium  tremens  may  supervene. 

The  8ymptoin8  in  the  two  cases  are  very  much  the  same,  but  trau- 
matic delirium  is  said  to  diifer  from  delirium  tremens  in  the  absence 
of  the  trembling  of  the  lips  and  hands,  and  in  the  absence  of  the 
history  of  drunkenness.  The  symptoms  usually  set  in  within  twenty- 
four  to  forty-eight  hours  after  the  injury.  The  patient  becomes 
excited  and  extremely  loquacious  ;  he  imagines  that  he  sees  animals 
and  people  in  the  room.  He  passes  rapidly  from  one  topic  to  another, 
but  generally  recurs  to  the  business  in  which  he  is  employed.  He 
does  not  complain  of  any  pain  ;  he  is  very  restless,  tries  to  get  out 
of  bed,  takes  off  his  dressings,  and  moves  his  limbs,  even  though 
broken.  He  has  no  [fever,  his  pulse  is  regular  and  normaL  The 
patient  may  die  as  the  result  of  this  condition,  but  he  usually,  after 
two  or  three  days,  falls  into  a  sound  sleep  and  recovers.  The  great 
essential  in  the  treatment  is  to  make  the  patient  sleep,  more 
especially  by  the  use  of  opium,  and  at  the  same  time  to  see  that  he 
takes  sufficient  nutriment  to  keep  up  his  strength. 
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Definition. — Erysipelas  (Greek,  epvdpot,  red  ;  7re\X«,  skin)  is 
a  diSuse,  acute,  infective  inflammation  of  the  skin  or  mucous 
membrane,  or  of  the  skin  or  mucous  membrane  together  with  the 
subjacent  cellular  tissues,  or  of  the  cellular  tissues,  or  of  the  serous 
membranes,  and  is  always  preceded  or  accompanied  by  constitutional 
symptoms,  such  as  rigors,  fever,  and  vomiting. 

Varieties. — Several  clinical  varieties  of  erysipelas  are  met  with. 
The  classitication  of  Nunneley  is  here  followed. 

(1)  When  the  inflammation  is  confined  to  the  skin,  the  disease  is 
called  simple  cutcmeous  erysipelas.  Suppuration,  except  at  the  point 
of  inoculation,  is  infrequent  in  this  variety. 

(2)  When  the  skin  and  cellular  tissue  are  both  involved,  the 
disease  is  called  ceUxdo-cutanetyus  or  phlegnwnous  erysipelas.  In  this 
variety  suppuration  is  the  rule.  There  is  no  distinct  clinical  de- 
marcation betwixt  cutaneous  and  cellulo-cutaneous  erysi|>elas.  In 
cutaneous  erysipelas  there  is  always  some  swelling  and  oedema  of  the 
subcutaneous  cellular  tissue ;  and  in  cellulo-cutaneous,  or  phlegmonous 
erysipelas,  there  is  always  some  redness  of  the  skin  with  vesication 
or  bullfe. 

(3)  When  erysipelatous  inflammation  spreads  in  the  cellular 
tissues,  with  little  or  no  implication  of  the  skin,  the  disease  is  called 
cellulitis.  In  this  form  suppuration  is  the  rule.  By  some  writers 
cellulitis  is  not  considered  a  form  of  erysipelas,  but  nevertheless  the 
relationship  is  close.  That  cutaneous  erysipelas  may  cause  cellulitis 
there  is  no  doubt.  Simple  erysipelas,  cellulo-cutaneous  erysipelas,  and 
cellulitis  are  all  associated  with  severe  constitutional  disturbances  of 
a  similar  type.  The  exact  relationship  of  these  diseases  will  be 
further  discussed  in  speaking  of  their  pathology.  It  is  suflicient  to 
say  here  that  as  our  knowledge  of  bacteriology  increases,  it  becomes 
evident  that  diffuse  inflammations  of  the  cellular  tissues  of  an  ery- 
sipelatous type  may  be  due  to  various  kinds  of  infection. 

Clear  and  distinct  clinical  boundaries,  as  already  hinted,  do 
not  exist  between  these  three  varieties  of  erysii>elas.      It  is  often 


d 


168  ERYSIPELAS. 

impossible  to  say  whether  a  case  should  be  called  one  of  simple 
erysipelas  with  slight  suppuration,  or  one  of  slight  cellulitis  with 
cutaneous  erysipelas.  Difficulties  of  the  same  kind  occur  in  separating 
cellulitis  from  phlegmonous  erysipelas,  because  in  cellulitis  there  is 
sometimes  redness  of  the  skin  with  vesication  and  bullae. 

Frequency. — In  sixteen  years,  from  1878  to  1893  inclusive, 
875  cases  of  simple  erysipelas  were  treated  in  St.  Bartholomew's 
Hospital,  and  800  cases  of  phlegmonous  eiysipelas  and  of  cellulitis. 
The  numbers  from  year  to  year  exhibit  great  fluctuationa  The  great 
prevalence  of  erysipelas  in  certain  years  suggests  that  it  may,  like 
other  infective  diseases,  become  epidemic.  The  spread  of  it  seems 
also  to  be  favoured  by  the  autumn  and  winter  seasons. 

I.     SIMPLE  CUTANEOUS   ERYSIPELAS. 

Seat. — Cutaneous  erysipelas  has  a  marked  predilection  for  certain 
regions  of  the  body,  and  is  especially  prone  to  attack  the  face  and 
head.  Here  it  can  usually  be  shown  to  have  originated  in  some 
scratch  or  abrasion,  or  in  an  acne  pustule,  or  from  suppuration 
around  the  fang  of  a  tooth,  and  to  have  spread  from  the  interior 
of  the  throat  or  nose.  It  is  a  not  infrequent  complication  of  minor 
operations  upon  the  scalp,  such  as  those  for  the  removal  of  sebaceous 
tumours.  When  the  attack  is  in  full  career,  the  point  of  inoculation 
may  not  be  found,  having  disappeared,  or  become  obscured,  by  the 
violence  of  the  inflammation. 

Incubation  period. — The  incubation  period  of  cutaneous  ery- 
sipelas is  uncertain,  and  is  variously  stated  as  Ijeing  eight  hours  to 
two  days  (Ritziuann),  or  from  one  to  eight  days  (Pujos).  When 
Fehleisen  inoculated  cases  of  cancer  and  tubercle  with  the  Strep- 
tococcus erysipelatis,  the  incubation  period  was  from  fifteen  to  sixty- 
one  hours,  reckoning  from  the  time  of  the  inoculation  to  the  fint 
rigor,  which  usually  coincided  with  the  rash.  In  injuries  and  in 
operation  cases  the  erysipelatous  blush  usually  appears  after  reac- 
tion. When  erysipelas  complicates  wounds  it  begins  at  their  margins, 
but  may  spread  to  distant  regions. 

Symptoms. — The  loeal  symptoms  of  cutaneous  erysipelas 
are  objective  and  subjective.  The  most  striking  objective  symptom 
is  the  rapidly  spreading  redness  of  Uie  ski^u  This  is  at  first  a  mere 
blush,  which  disappears  easily  on  pressure,  and  then  a  vivid  red,  but 
later  it  becomes  a  deep  crimson,  which  is  harder  to  eiface  by  pressure, 
and  which  returns  as  soon  as  the  pressure  is  removed.  The  ery- 
sipelatous skin  is  hot  to  the  touch,  and  there  are  stveUiiig  and  cedema. 
The  latter  are  greatest  where  the  cellular  tissue  is  loose,  as  in  the 
eyelids,  penis,  and  scrotum.  On  the  other  hand,  when  the  skin  is 
bound  down,  as  at  Pou{)art's  ligament,  the  iliac  crest,  the  palms  of 
the  hand,  soles  of  the  feet,  and  at  the  chin,  the  swelling  does  not 
occur,  and  the  disease  seems  to  be  arrested. 

The  swelling  which  is  caused  by  erysipelas  pits  on  pressure,  but 
is  hard,  especially  at  the  margin  where  the  disease  is  spreading. 
The  induration  is  caused  by  the  effusion  of  inflammatory  lymph  into 
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tiie  catia  vera.  Cases  in  which  the  hard  edge  is  very  marked  have 
been  cidled  by  the  name  erysi|>ela»  margitiatutn.  The  margin  of 
enrttip^las  is  itot  abrupt  whet^e  the  inflammation  is  i^ceding. 

When  the  swelling  increases,  and  is  con«idenible,  the  skin  becomes 
anooth,  tense,  and  shining.  It«  smfaoe  is  covered  with  ve^idts^  or 
sUmIiM  with  bulhe  full  of  yellow  nerum.  At  timt  the  aeniui  is 
eleiir  Mui  transparent,  but  afterwards  it  becomes  tnrbid.  The  buUne 
mre  oocarionally  absent,  but  the  v^ttii^Ut^  ate  miid  to  be  invariably 
prment,  aJthongh  a  lens  may  be  required  to  see  them.  As  erysipelas 
aiibcidtss  the  vehicles  and  bullie  btirst,  <1ry  up,  and  form  ^li^ht  crusts. 

In  erysipelas  the  It/niphatic  glamh  which  ilrain  the  aflTected  area 
sre  alwuys  swollen,  tender,  and  inflamed.  The  deep  lymphatics  may 
ofieniiiiieB  be  felt  as  hard  and  tender  coi-ds  running  towards  the 
glands,  and  the  superticial  lympltatics  rnay  be  marked  by  the  redness 
of  lymphangitis.  When  the  morbid  histology  of  erysipelas  is 
rff^icribfxl,  it  will  be  seen  that  the  lymph  spaces  and  lymphatics  of 
the  skin  are  especially  involved  in  the  inflammation  ;  hence  the 
di^ieaae  ban  Vieen  called  an  infective  capillary  lymphangitis.  Some- 
ttmes  the  infiammation  of  the  lymplmtic  glands  seems  to  })recede  the 
of  cutaneous  erysipelas. 

When  erysipelas  attacks  a  wound  repair  ceases,  and  its  surface 
diy  and  glased.  It  secretes  a  little  .sanioua  tlidd  and  is 
4ev^oid  of  pus  or  granulations.  Granulations  which  had  formed 
bscome  anfemic  and  cease  to  grow,  and  may  disappear  Hiemorrhages 
siMiieliiiim  occur,  and  a  layer  of  ashen  lymph,  sometimes  called 
tliat  of  tcound  diphikerui^  may  form. 

In  simple  cutaneous  erysipeJas  the  skin  occasionally  sloughs,  or 
portioDS  become  gatigrenous.  These  complications  are,  however, 
cotfimcmest  in  phlegmonous  erysipelas. 

Now  and  then  erysip'las  is  attended  with  a  curious  bronzing  of 

skin. 

One  of  the  most  characteriBtic  local  subjective  nymptoms  of  ery- 
fipelas  is  the  intense  irritation,  smarting,  or  burnituf  pain  which 
Mseompiades  it.  To  this  last  may  l>e  owing  itfi  popular  name  of  **  Sl 
Anikmi^**  Jir**.**  Sometimes  the  |>arn  is  of  the  severest  neumlgic 
tTpi%  and  1  ha%*e  had  under  my  care  a  case  in  which  the  most  violent 
pAin  and  lymphadenitis  prececled  by  forty-eight  hours  an  outburst  of 
cutaneous  erysipelas. 

The  inflamed  jmrts  are  stiff  and    incapable  of  full  flexion  or 


In  ^ff^ipehi  i>f  the  mucmu  fmmbrafw»  the  constitutional  and 
of  the  local  symptoms  are  the  same  as  when  the  skin  is 
afttadied.  The  mouth,  nose,  pharynx,  larynx,  the  female  genital 
%3tm^  and  the  rectum  are  its  fiivourite  seat  The  involved  mem- 
bmne  becomes  intensely  red,  swollen,  and  superficially  ulcerated* 
BolllB  form,  but  soon  bi^eak,  leaving  superficial  ulcers.  The  special 
fvMtmia  of  the  part  aflected  are  interfered  with  ;  for  instance,  ery- 
lipelaaof  the  lacynx  causes  dsypnrea  and  aphonia,  t^dema  of  the 
l^loltis  la  one  of  the  gravent  dangers  in  erysipelas  of  the  air-passages. 
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The  constitutional  symptoms  of  erysipelas  are  very  decided. 
Before  an  attack  the  health  may  have  been  good,  but  the  rash  is 
usually  preceded  for  some  hours  by  a  heightened  temperature  and 
feelings  of  illness.  Chilliness  is  complained  of,  and  rigors  are 
frequent,  but  not  invariable.  In  infants  and  childi*en  oonvulaioiia 
usually  take  the  place  of  rigors,  and  in  adults  epileptiform  convulsions 
are  occasionally  seen.  During  the  rigor  the  temperature  is  at  its 
height,  but  it  remains  high,  103^  to  105^  Fahr.,  throughout  the 
disease.  The  temperature  falls  slightly  towards  morning  and  rises 
towards  night,  as  in  the  other  specific  fevers — acceleration  of  the 
pulse  and  respiration  accompanies  the  increased  temperature.  At 
the  beginning  of  erysipelas  the  tangvs  is  foul  and  the  appetite  bad, 
and  vomiting  is  common.  The  bowels  are  usually  confined,  but  there 
may  be  diarrhoea,  with  black,  offensive  motions.  Occasionally  bile  is 
vomited,  and  there  is  jaundice.  Those  subject  to  malaria  are  said  to 
suffer  from  this  bilious  type  of  the  disease.  Headache  and  pains  in 
the  back,  joints,  and  limbs  are  usually  complained  of.  Epistaxis 
sometimes  complicates  facial  erysipelas. 

Deliriuin  is  exceedingly  frequent  during  erysipelas.  It  is  worst 
at  night,  and  may  be  very  noisy,  and  accompanied  by  tix>uble8ome 
restlessness  and  delusions.  Drunkards  may  develop  delirium  tremens. 
I'he  urine  may  contain  albumen,  and  nephritis  is  not  an  unususJ 
complication  of  erysipelas.  Those  with  chronic  diseases  of  the  kidney 
seem  pre<lisposed  to  its  attacks. 

Duration  and  termination. — The  duration  of  cutaneous  ery- 
sipelas is  uncei*tain.  An  ordinary  attack  seldom  lasts  less  than  a 
week  or  more  than  a  fortnight.  Sometimes  the  eruption  wanders 
from  one  region  to  another  {erysipelas  migrans  v.  afnbulan»\  and 
when  each  new  area  is  attacked,  there  is  an  exacerbation  of  the  con- 
stitutional symptoms.  I  have  seen  a  case  of  this  severe  and  dangerous 
type  which  lasted  nearly  three  weeks.  Although  there  was  profound 
constitutional  disturbance,  and  the  temperature  i*ose  to  107^  F.,  the 
patient,  who  was  young  and  vigorous,  with  sound  organs,  eventually  re- 
covered.   In  erysipelas  ambulans  the  same  area  is  never  affected  twice. 

In  erysipelas,  a  fatal  ending  is  to  be  apprehended  when  the 
strength  fails,  the  respiration  becomes  quick  and  shallow,  when  the 
pulse  is  feeble  and  running,  the  tongue  dry  and  brown,  the  mind 
obscured,  with  muttered  delirium,  or  when  stupor  and  coma  super- 
vene with  the  involuntary  passing  of  urine  or  fceces. 

A  scanty  How  of  urine  loaded  with  albumen  would  be  of  grave 
import,  as  indicating  acute  nephritis. 

Erysipelas  often  ends  abruptly,  the  temperature  falling  almost 
suddenly  from  a  high  degree  (103^  F.)  to  normal,  with  a  coiTespond- 
ing  amelioration  of  the  general  symptoms.  This  defervescence  is 
more  common  in  simple  cutaneous  erysipelas  than  in  the  cellulo- 
cutaneous  form,  or  in  cellulitis.  It  is  obvious  that  no  rapid  change 
could  occur  in  the  inflamed  and  pus-containing  cellular  tissues  of 
the  last  two  diseases.  In  some  subjects  erysipelas  has  an  extra- 
ordinary tendency  to  relapse  after  an  interval  of  a  few  months.     This 
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is  seldom  seen  as  a  complication  of  wounds,  but  the  existence  of  such 
a  peculiarity  would  have  to  be  taken  into  consideration  before  per- 
forming an  operation  upon  anyone  subject  to  it.  Fehleisen,  in  his 
inoculation  experiments,  foimd  that  no  permanent  immunity  was 
acquired.  Patients  could  be  successfully  inoculated  over  and  over 
again,  provided  that  an  interval  of  a  month  or  two  was  allowed  to 
interveue. 

ComplicatiOIIS. — Some  of  the  complications  of  erysipelas  have 
been  mentioned.  Many  are  purely  local,  or  due  to  direct  extension 
from  the  original  seat ;  others  are  of  a  more  general  character. 
Amongst  the  local  complications  may  be  mentioned  suppuration^ 
ulceration,  sloughing, 
gangrene,  lymphangitis, 
lymphadenitis,  phlebi- 
tis, neuritis,  acute  in- 
flammation of  sheaths 
of  tendons,  and  of  arti- 
culations, and  acute 
suppurative  periostitis 
and  necrosis.  Among 
one  hundred  and  thirty 
cases  of  erysipelas  Ritz- 
mann  records  that  the 
joints  of  the  foot  were 
twice  involved,  and  the 
knee,  elbow,  and 
shoulder  each  once.  The 
joints  named  were 
acutely  inflamed,  and 
in  some  instances  sup- 
puration followed. 

Amongst  the  later 
local  complications  may 
be  mentioned  a  per- 
sistent oedema,  which  sometimes  ensues,  and  produces  permanent 
thickening  or  elephantiasis.  When  the  sheaths  of  tendons  have  been 
implicated,  limitations  of  movement  in  the  fingers  or  toes  miy  result, 
and  ankylosis  when  the  joints  have  been  involved. 

When  erysipelas  attacks  the  organs  of  special  sense,  it  may  destroy 
sight,  or  smell,  or  hearing,  or  greatly  impair  these  functions. 

Muscular  paralyses  occasionally  follow  erysipelas,  especially  of 
the  pharynx  after  erysipelas  of  the  fauces  (Todd).  Many  com- 
plications are  caused  by  direct  extension  from  the  original  seat. 
For  instance,  in  facial  erysipelas  the  inflammation  may  spread  to 
the  eye,  conjunctiva,  lachrymal  apparatus,  orbit,  nose,  pharynx,  or 
larynx,  or  to  the  lungs  and  air-passages.  From  the  pharynx  it 
sometimes  extends  along  the  Eustachian  tube  to  the  middle  ear.  In 
the  air- passages  it  may  cause  a  fatal  oedema  of  the  glottis.  Perhaps 
the   parotiditis    which   sometimes   complicates   facial    erysipelas   is. 


Fig.  26.— Streptococci  in  the  Heart's  Blood  from  a  Case 
which  died  of  S«'pticemia  after  Erjiipelaa.  (From  a 
microphotograph  by  Mr.  Comiis.) 
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due  to  extension  along  Stenson's  duct  Erysipelas  of  the  penLs  may 
spread  to  the  urethra  and  bladder.  Erysipelas  of  the  female  genitals 
(erysipelas  puerperale)  may  spread  to  the  uterus,  Fallopian  tubes, 
and  peritoneum. 

From  wounds  of  the  abdominal  walls  erysipelas  may  spread  by 
extension  to  the  peritoneum,  or,  after  injuiies  to  the  head,  from  the 
scalp  to  the  meninges. 

The  streptococcus  of  erysipelas  may  enter  the  blood  in  such 
quantities  as  to  cause  fatal  septicaemia.  In  a  case  of  this  kind  I 
found  the  streptococcus  in  the  blood  of  the  right  auricle  (Fig.  26). 

Pyaemia  is  a  frequent  cause  of  death  in  erysipelas.  It  is  more 
frequent  in  the  cellulo-cutaneous  and  cellular  varieties.  It  is  due 
to  the  entrance  of  pyogenic  organisms,  especially  of  streptococci, 
into  the  circulation,  and  their  subsequent  passage  from  the  circular 
tion  into  the  ti8sue&  In  a  case  of  Yolkmann's  it  was  thought  that 
a  clot  in  the  crural  vein  had  become  infected  from  an  erysipelatous 
wound  (Gussenbauer). 

Acute  nephritis  is  a  common  complication  of  erysipelas.  As  a 
rule,  it  is  transient  and  leaves  no  ill-effects.  It  is  revealed  by  the 
occurrence  of  a  cloud  of  albumen  in  the  urine.  In  drunkards  it  is  to 
be  remembered  that  there  may  be  chronic  parenchymatous  nephritis. 
The  acute  nephritis  may  occasionally  end  in  fatal  unemia.  Con- 
gestion of  the  other  abdominal  organs  may  occur  in  erysipelas,  and 
there  may  be  enlargement  of  the  spleen  and  of  the  liver. 

Bronchial  catarrh,  pneumonia,  and  pleurisy  are  possible  compli- 
cations of  erysipelas.  Pleurisy  is  said  to  be  commonest  in  erysipelas 
of  the  chest  wall.  Pneumonia  is  a  dangerous  complication,  and  may 
attack  one  or  both  lungs.  It  may  establish  itself  without  cou^  or 
pain,  and  may  therefore  be  overlooked.  The  pneumonia  is  <^  the 
croupous  variety.  As  in  other  diseases  of  the  same  type,  hypo- 
static congestion  and  uedema  of  the  lungs  ia^re  met  with  in  erysipelas. 
Inflammations  of  the  other  serous  membranes,  of  the  pericardium, 
peritoneum,  or  arachnoid,  are  occasional  complications  of  erysipelaa. 
The  frequency  of  delirium  in  erysipelas  probably  led  to  the  belief  that 
meningitis  is  commoner  than  it  really  is.  As  a  rule,  meningitis  ia 
due  to  the  inflammation  spreading  directly  through  a  fracture  ol  the 
skull,  or  through  the  orbit. 

Prognosis. — The  prognosis  of  simple  cutaneous  erysipelas  is 
favourable.  Out  of  875  cases  treated  in  St  Bartholomew's  Hospital, 
31  died  (3*5  per  cent,  nearly).  The  mortality  was  rather  lees  amongpt 
females  than  amongst  males;  10  out  of  391  females  died  (2*67  per 
cent),  whilst  21  out  of  484  males  died  (4-3  per  cent.).  The  mortalitj 
from  phlegmonous  erysipelas  and  cellulitis  is  far  greater  than  that  firom 
simple  cutaneous  erysipelas.  Out  of  889  cases  of  phlegmonous  ery- 
sipelas and  cellulitis  treated  in  St.  Bartholomew's  Hospital,  99  died 
(IM  per  cent,  about).  Out  of  685  males,  80  died  (11-6  per  cent 
about)  ;  and  out  of  204  females,  19  died  (about  9*0  per  cent).  The 
preponderance  of  cellulo-cutaneoius  erysipelas  in  males  is  explained 
by  their  gi'eater  liability  to  injury.     Neglected  and  lacerated  wounds 
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ptttient  should  \ie  placed  on  a  table  which  is  heated  by  hot  water, 
and  at  the  coiiimencement  of  the  operation  about  ^^^th  of  a  grain 
ol  stiTchmne  should  be  injected  subcutaneously,  and  if  the  con- 
ditaon  of  shock  be  manifest  during  the  course  of  the  operation, 
this,  or  a  smaller  dose,  combined  with  ether,  should  be  repeated. 
Some  have  advocated  the  transfusion  of  saline  solutions  in  large 
qoantitifls  during  shock,  but  I  cannot  myself  think  that  this 
is  likely  to  do  very  much  good.  The  condition  of  shock  being 
due  to  exhaustion  of  the  spinal  cord,  and  often  accompanied  by 
^mnlym  of  the  vaso-motor  nerves,  the  additional  non-nutritive 
fluid  introduced  by  means  of  transfusion  will  only  accumulate  in 
the  already  over-distended  vesseb  and  will  not  tend  to  improve 
either  the  nutrition  of  the  cord  or  to  increase  the  blood-pres- 
sure.  Where,  however,  shock  is  combined  with  loss  of  blood, 
no  doubt  such  treatment  may  be  of  advantage,  but  probably  as 
much  good  will  be  done  by  injecting  two  or  three  pints  of  saline 
solution  into  the  rectum  as  by  transfusing  it  directly  into  the  blood, 
because  in  these  cases  of  hemorrhage  absorption  of  fluid  takes  place 
with  great  rapidity  from  all  parts.  Where  this  condition  of  shock 
lasts  for  some  hours,  coagulation  of  the  blood  in  the  pulmonary 
vessek  is  very  apt  to  occur,  and  thus  prevent  the  recovery  of  the 
patient^  and  no  doubt  with  the  view  of  preventing  that  complication 
transfusion  may  be  of  benefit. 

8600ndary  shock. — The  condition  which  was  formerly  described 
as  secondary  shock  is  probably — apart  from  the  delayed  form  which  I 
have  already  referred  to-»-really  a  condition  of  septic  intoxication. 
The  usual  history  of  these  cases  is  that  the  patient  in  the  first  instnnce 
suffered  from  shock  after  the  operation.  After  he  recovered  from 
this  shock  his  temperature  rose,  and  then  he  suddenly  and  very 
quickly  passed  again  into  a  somewhat  similar  condition  of  shock 
about  twenty-four  hours  later.  In  most  cases  this  second  appearance 
of  shock  is  coincident  with  extensive  putrefaction  of  blood  contained 
in  the  wound,  and  is  no  doubt  due  to  septic  intoxication.  Tiiis 
view  is  strengthened  in  my  mind  by  tlie  fact  that  although  I  have 
seen  unfortunately  a  good  many  cases  of  shock  after  operations,  I 
have  not  met  with  this  condition  which  was  formerly  descril)ed  as 
being  of  common  occurrence. 

Fat  embolism. — In  c<mnection  with  certain  injuries  and  wounds, 
more  especially  with  such  as  concern  the  lx)nes,  fat  embolism  may 
lie  met  with.  In  this  condition,  fat  enters  into  the  circulation  and 
forms  emboli  in  various  organs,  particularly  in  the  lun^  and  in  the 
brain.  As  a  matter  of  fact,  it  is  now  well  known  that  after  all 
fractures  fat  enters  the  circulation  and  is  excreted  with  the  urine, 
being  found  in  it  in  considerable  quantities,  two  or  three  days  after 
the  injur}' ;  but  it  is  only  where  the  fat  enters  in  such  exci»ssive 
quantities  as  to  cause  dangerous  blocking  of  numerous  minute 
vessels  that  the  condition  of  fatty  enil)olism  Jissumes  any  importance. 
This  condition  may  come  on  either  immediately  after  the  injury, 
or  (where  suppuration   takes  place)  after  the  establishment  of  the 
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with  enlargement>.of  lymphatic  glands,  and  occasionally  some  throm 
bosis  of  veins.  The  fluid  in  the  cedematous  tissues  is  rich  in  leuco- 
cytes, and  in  sections  many  cells  are  found  along  the  course  of  the 
vessels.  The  kidneys  and  liver  and  other  internal  organs  are  con- 
gested, and  there  is  often  marked  enlargement  of  the  spleen.  The 
lungs  are  often  pneumonic,  and  the  serous  sacs  contain  an  excess  of 
blood-stained  fluid.  The  arachnoid,  pericardium,  pleura,  or  peri- 
toneum may  be  inflamed.  These  inflammations  cause  fibrinous  and 
purulent  effusions.  The  lymph  and  pus  contain  streptococcL  The 
streptococcus  of  erysipelas  should  also  be  sought  for  in  the  inflamed 
skin,  in  vesicles  or  buUie,  in  the  blood,  in  the  fluid  of  the  serous 
sacs,  and  in  the  capillaries  of  the  liver,  lungs,  and  kidneys.  During 
■^ife  the  blood  in  erysipelas  forms  a  firm  clot, 
but  after  death  it  is  thin  and  watery. 

Great  light  has  been  thrown  upon  the 
pathology  of  erysipelas  by  the  labours  of 
Nepveu,  Fehleisen,  Koch,  and  of  many  others 
(page  27).  Erysipelas  is  caused  by  infectioii 
with  a  streptococcus,  which  grows  along  the 
lymph  spaces  of  the  skin  (Fig.  27),  and  causes 
first  a  coagulation  of  their  contents,  and  after- 
wards excites  acute  inflammation.  The  strep- 
tococci may  be  demonstrated  by  Gram's  method 
of  staining  (page  51),  in  skin  taken  from  the 
extreme  edge  of  the  spreading  margin.  It  is 
diflicult  or  impossible  to  demonstrate  them  in 
the  older  and  more  indurated  skin.  Here  they 
are  obscured  by  the  leucocytes  and  fibrinous 
exudation  which  fill  the  lymph  spaces  and 
lymphatics.  The  streptococcus  also  grows  in 
the  periphery  of  the  hair  follicles,  which  explains 
the  loss  of  hair  which  follows  an  attack  (Gomil  and  Babes).  The  strept6- 
coccus  can  be  grown  in  culture  media  by  inoculating  them  with 
portions  of  the  spreading  edge.  With  such  cultures  Fehleisen  caused 
typical  erysipelas.  The  streptococcus  of  erysipelas  has  been  found 
in  the  fluid  of  the  bullae  (Orth.),  in  the  blood  in  fatal  cases  (aee 
Fig.  26),  in  the  pericardial  fluid,  in  the  muscular  walls  of  the  heart, 
in  the  lungs,  liver,  spleen,  and  mesenteric  glands  (Pfuhl).  Inordinary 
cases  it  is  probable  that  the  streptococcus  of  erysipelas  does  not  enter 
the  blood  (Fehleisen).  Eiselsberg  failed  to  find  them  in  three  cases. 
Coniil  and  Babes  give  an  excellent  description  of  the  histological 
changes  in  erysipelatous  skin.  Migratory  cells  infiltrate  the  bundles 
of  connective  tissues,  especially  around  the  blood-vessels  and  lym- 
phatics, And  around  the  fat  lobules.  The  migratory  cells  are  more 
abundant  in  the  dermis  than  in  the  papillse.  The  fixed  cells  are 
swollen  and  undergoing  division.  There  is  a  sero-fibrinous  exudation 
in  the  dermis  and  snl)Cutaneous  tissues.  The  endothelium  of  the 
lymph  spaces  is  swollen,  and  many  subcutaneous  lymphatics  are  filled 
with  migratory  celb. 


Ffj|.  27.  —  Erysipelas : 
Streptococci  in  Ijinph 
spaceH  of  skin.  (After 
Comil  oud  Babes). 
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Causes. — The  general  ]>redi8posing  causes  of  erysipelas  may  be 
in  the  environmeuts,  as  overcrowding,  bad  drainage ;  or  in  the 
habits  of  the  patient,  especially  intemperance.  Starvation,  debilitat- 
ing diseases,  diabetes,  Bright's  disease,  gout,  and  malignant  disease 
all  predispose  to  erysipelas,  as  do  also  previous  attacks.  Infants  and 
the  aged  are  probably  predisposed. 

Tlie  local  predisposing  causes  are  dependent  upon  the  position  of 
the  injury  in  places  which  facilitate  sepsis,  such  as  the  scalp, 
scrotum,  female  organs  of  generation,  the  mouth  and  anus.  The 
different  varieties  of  erysipelas  are  also  more  liable  to  complicate 
wounds  which  are  lacerated  and  contused,  simply  because  they  are 
more  likely  to  be  infected,  and  are  harder  to  disinfect. 

The  exact  relationship  of  the  streptococcus  of  erysipelas  to  cellulo- 
cutaiieous  erysipelas  is  still  the  subject  of  controversy.  There  is 
no  doubt  whatever  but  that  cellulo-cutaneous  erysipelas  is  caused 
by  a  streptococcus.  Also  that  this  cannot  in  most  cases  be  dis- 
tinguished by  its  morphology,  growth,  and  effects  from  the  strepto- 
cocci of  simple  cutaneous  erysipelas.  Fehleisen  denied  that  the 
streptococcus  erysipelatis  could  cause  suppuration  ;  but  Fraenkel, 
Kirchner,  and  others  have  shown  that  this  is  uot  correct.  Thdse 
who  have  hitherto  denied  that  the  streptococcus  of  erysipelas  can 
cause  suppuration  assert  that  the  streptococcus  seen  in  cellulo- 
cutaneous  erysipelas  and  cellulitis  is  the  Streptococcus  pyogenes. 
Others,  again,  think  that  cellulo-cutaneous  erysipelas  may  be  caused 
by  a  mixed  infection  with  Streptococcus  erysipelatis  and  Strepto- 
coccus pyogenes.  However,  these  two  organisms  are  so  nearly  alike 
in  morphology,  growth,  and  action  that  they  are  indistiaguishable 
(Coniil  and  Babes,  Sternberg).  It  has  been  stated  that  they  may  be 
separated  by  slight  differences  in  their  chemical  products. 

It  was  at  one  time  a  question  whether  erysipelas  was  contagious 
or  whether  it  was  infectious.  Now  that  it  is  known  to  be  due 
to  infection  with  streptococci,  such  a  discussion  is  unnecessary. 
The  streptococcus  of  erysipelas  resides  in  pus,  blood,  clothing,  upon 
the  surfsice  of  the  body,  in  the  mouth,  nose,  or  vagina  (Sternberg), 
in  the  excreta,  and  upon  instiniments,  towels,  and  sponges.  Von 
Eiselsberg  found  it  in  the  air  of  Billroth 's  wards,  Haegler  in  the 
air  of  Socin's  wards,  and  Emmerich  found  it  in  the  air  of  a 
dissecting-room. 

II.   CELLULO-CUTANEOUS   ERYSIPELAS. 

Cellulo-cutaneous  erysipelas  -has  a  close  clinical  relationship  to 
the  cutaneous  variety.  There  are,  however,  some  differences,  especially 
in  the  local  symptoms,  due  to  the  infection  of  the  subcutaneous 
cellular  tissues.  It  occurs  as  a  complication  of  operations  and 
injuries.  I  have  seen  fatal  examples  after  the  most  trivial  pi*oceed- 
ings — such  as  the  removal  of  sebaceous  cysts,  fatty  tumoui^s,  ade- 
nomata of  the  breast,  after  radical  cure  of  hernia,  radical  cure  of 
varicocele,  and  amputations  of  the  breast. 
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ByinptOIIlS. — The  canstitutiofuU  symptoms  of  cellulo-oataneous 
erysipelas  are  ike  same  in  kind,  but  more  severe  in  degree  than 
those  of  the  cutaneous  form.  At  the  beginning,  severe  and  repeated 
rigors  are  the  mle.  These  may  simulate  intermittent  fever.  The 
temperature  is  high  with  considerable  exaltations  duiing  the  rigors. 
The  frequency  of  the  pulse  and  i-espirations  is  markedly  increased. 
Delirium  is  common,  and  there  is  an  absence  of  sleep,  and  great 
restlessness.  The  patient's  aspect  is  haggard  and  anxious.  Pneu- 
monia, pleurisy,  nephritis,  pyemia,  septiciemia,  and  the  other  com- 
plications of  simple  erysipelas  are  all  of  frequent  occurrence.  In 
drunkards  delirium  tremens  is  to  be  feared. 

Oellulo-cutaneous  erysipelas  occurs  in  broken-down  subjects.  The 
aged,  the  starved,  and  those  with  diseases  of  the  kidneys  and  liver 
are  predisposed  to  its  attacks.  It  is  prone  to  run  an  asthenic  course^ 
with  rapid  and  feeble  action  of  the  heart,  quick  and  shallow  respi- 
rations, diarrhoea,  muttered  delirium,  with  subsultus  tendinum,  and 
the  formation  of  sordes  or  of  aphthous  patches  about  the  mouth 
and  pharynx. 

Suppuration  is  one  of  the  chief  loctd  ay^nptoins  of  cellulo- 
cutaneous  erysipelas.  In  cutaneous  erysipelas,  suppuration  is  the 
exception.  Sloughing,  ulceration,  and  gangrene  are  also  frequent 
complications  of  cellulo-cutaneous  erysipelas.  At  first  the  colour  of 
the  skin  in  cellulo-cutaneous  erysipelas  is  a  deep,  dusky  red,  which 
disappears  on  pressure  ;  afterwards  it  becomes  irregular  and  marbled. 
There  is  great  swelling  and  oedema,  and  the  whole  part  looks  t^-ioe 
its  natural  size.  The  edge  of  the  swelling  is  not  abrupt,  nor  board- 
like. The  epidermis  is  raised  into  bullae  filled  with  blood-stained 
serum.  The  Ijrmphatic  vessels  are  usually  inflamed,  but  may  not 
l>e  felt — owing  to  the  oedema.  Irregular  red  lines  may  mark  the 
course  of  inflamed  superficial  lymphatics.  The  aflected  area  is  hot, 
and  the  patient  complains  of  intense  throbbing  pain.  The  cutaneous 
vessels  are  engorged  with  blood,  and  vessels  which  are  ordinarily 
small  bleed  smartly  for  a  time  after  their  division. 

The  subcutaneous  fat  and  cellular  tissues  are  swollen  and  in- 
filtrated with  yellow  serum,  which  gives  them  a  gelatinous 
appearance.  After  awhile  this  fluid  becomes  purulent,  and  the  skin 
is  separated  from  the  deep  fascite  by  tissues  soaked  with  thin  pus. 
This  interferes  with  nutrition  and  nerve-supply,  and  leads  to 
sloughing  and  gangrene  of  the  skin.  The  sloughing  cellular  tissues 
may  escape  from  the  apertures  with  the  purulent  discharge.  They 
have  been  compared  to  wet  tow,  wet  chamois  leather,  and  so 
forth.  True  abscesses  or  ulcers  are  seldom  seen  in  cellulo-cutaneous 
erysipelas. 

The  swelling  of  cellulo^utaneous  erysipelas  is  at  first  soft  and 
uedematous,  and  pits  on  pressure.  As  the  tension  increases  it  becomes 
hard,  and  the  skin  over  it  shining.  When  suppuration  occurs  it 
imparts  a  characteristic  *' boggy"  sensation;  true  fluctuation  is  seldom 
felt  The  pus  has  no  tendency  to  point,  as  in  acute  abscess,  but 
diffuses  itself  along  the  cellular  planes.     It  often  strips  vast  areas  of 
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akin  from  off  the  deep  £a»cise.  In  a  case  under  my  care  the  whole 
of  the  skin  of  the  back  from  neck  to  nates  was  separated  from  the 
underlying  fasciie.  The  skin  was  saved  by  numerous  timely 
incisions,  and  the  man  recovered.  When  cellulo-cutaneous  erysipelas 
extends  beneath  the  deep  fascia;  it  may  cause  extensive  destruction 
of  tendons,  necrosis  of  bones,  and  acute  suppurative  arthritis. 

As  a  rule  cellulo-cutaneous  erysipelas  does  not  extend  beneath 
the  deep  fasciie.  Sometimes,  however,  the  cellular  tissues  which 
surround  the  muscles,  and  deep  vessels  and  nerves,  are  extensively 
involved.  I  have  treated  a  case  in  which  the  muscles  of  the  thigh 
and  the  great  sciatic  nerve  were  dissected  out  by  the  purulent 
inflammation,  which  also  extended  into  the  iliac  fossa. 

The  scalp  is  a  favourite  seat  of  cellulo-cutaneous  erysipelas. 
Here  the  suppuration  invades  the  loose  cellular  tissue  betwixt  the 
cranial  aponeurosis  and  the  pericranium.  It  is  usually  confined  by 
the  attachments  of  the  aponeurosis,  and  of  the  frontalis  and 
occipitalis  muscles. 

The  post  mortem  appearances  in  cellulo-cutaneous  erysipelas  and 
in  cellulitis  are  very  similar  to  those  in  simple  cutaneous  erysipelas. 
The  extensive  diffuse  inflammation  and  suppuration  iu  the  cellular 
tissues  form  the  most  marked  features. 


III.    CELLULITIS. 

There  is  the  closest  clinical  relationship  betwixt  cutaneous  ery- 
sipelas and  cellulo-cutaneous,  and  they  are  both  due  to  strepto- 
coccus infection.  There  is  no  doubt  whatever  that  streptococci  are 
also  the  cause  of  diffuse  cellulitis.  I  have  found  them  in  pure 
culture  iu  pelvic  cellulitis,  and  have  seen  them  filling  the  lymph- 
paths  in  diffuse  cellulitis  of  the  neck  (cynanche  Ludovici).  But 
there  is  also  no  doubt  that  diffuse  cellulitis  may  be  caused  by  other 
kinds  of  infection.  (See  Fig.  28.)  One  of  the  woi-st  and  most  familiar 
kinds  of  diffuse  cellulitis  is  caused  by  the  extravasation  of  putrid 
urine  into  the  cellular  tissues  of  the  perineum,  scrotum,  penis,  and 
abdomen.  Severe  and  fatal  cellulitis  also  follows  u[)on  the  bites  of 
venomous  reptiles  and  insects,  and  upon  dissection  and  post-mortem 
wounds,  and  poisoned  wounds  of  various  kinds  (Art.  XV.).  In 
many  of  these  there  is  doubtless  infection  with  streptococci ;  but  at 
the  same  time  other  organisms  are  present,  and  are  probably  equally 
effectual  in  the  production  of  the  cellulitis.    (See  also  page  91  ) 

In  cellulitis  the  cellular  tissues  of  any  region  may  be  involved. 
After  parturition  and  gyneecological  operations,  for  example,  pelvic 
cellulitis  may  occur.  When  the  cellular  tissue  of  tn<i  neck  is  in- 
fected from  an  acute  necrosis  or  osteomyelitis  of  the  jaw,  or  from  an 
ulceration  of  the  pharynx,  tonsils,  or  larynx,  a  dangerous  and  acute 
cellulitis  (cynanche  Ludovici)  arises. 

Symptoms. — In  cellulitis  there  is  profound  const  ittitional  dis- 
turbcuice  of  a  type  similar  to  that  in  cellulo-cutaneous  erysipelas. 


168 


ERYSIPELAS. 


The  abttoi-ption  of  Rcptic  raaterials  is,  perhaps,  greater,  and  deatli 
from  Ra[>npntia,  sefjtictemia,  and  collapse  U  more  frequent 

Tim  local  cknra<;ferg  of  celiutitiH  are  extensive,  hard,  deep-fleated 
and  brawny  swelling,  with  Iieftt  and  burning  pain.  The  »kin  over 
the  swelling  is  tense,  cedeiiiatousy  and  dtiaky  red.  The  Ijmphatic 
ghmds  ai^  intltutied  and  enlarged,  and  the  veins  ai-e  often  filled  witli 
Kptic  clots. 

Gangrene  of  the  skin  is  a  coniplieatiou  of  cellulitiij.  It  ia  more 
oommon  in  some  regions  than  in  others,  and  in  cellulitis  caused  by 
extrnTasation  of  nririe  the  skin  of  the  penis  and  scix>tuni  are 
destroyed,  unleBS  saved  by  incisions.  The  cutaneous  ^^angreue  ol 
oelluiitis  is  Bonietimes  niiat^aken  for  that  mre  affection  called 
spontaneous  gangrene  of  the  penis  and  scrotum. 

Cel  hi  litis  does  not  necesaHiily  begin  at  the  point  of  inoculatiou, 
hut  may  l>u»-st  out  in  cellular  tissues  at  some  distance.  For  instance, 
in  dissection  wounds  of  the  fingers,  the  axilla  and  chest  wall  are 
often  affected,  whilst  the  arm  is  but  slightly  swollen  with  some 
Jympliangiti^. 

Tlie  changes  in  the  cellular  tissues  are  the  same  as  in  eellulo- 
cutaneous  erysipelas.  The  jiurulent  fluid  is  diffused  along  the 
cellular  planes,  and  seldom  fonns  collections  sufficient  to  afford 
fluctuation.  Extensive  gangrene  of  the  cellular  tissuea  ensuea.  The 
characters  of  the  purulent  fluid  vary  accorduig  to  the  causation. 
In  cellulitis  due  to  extra va.*iation  of  urine,  and  in  cellulitis  of  the 
neck,  it  is  ofU^n  honHbly  ftetid,  because  putrefactive  bacilli  are  mixed 
with  8trepUHo<*ci  and  other  Uicteria. 

Treatmeut  of  erysipelas.— The  preventive  treatment  of  ery- 
sipelas rt*<|uii'*'8  a  proper  knowledge  of  the  jjrop^rties  and  habitat  of 
the  streptococcus  of  erysifielas,  ami  of  the  measures  required  for  iia 
destruction.  It  is  destroyed  in  ten  minutes  by  a  heat  of  52^  to 
54'  C.  (Sternberg),  and  is  killed  almost  instantly  by  boiling  water 
or  steam.  Chemicals  kill  it  in  coui-se  of  time,  provided  that  Uie 
conditions  are  favourable  for  their  action.  The  streptoooccua  wa* 
dead  after  two  hours*  e¥}K)sure  to  a  solution  of  merourio  chloride 
1  part  in  2500  parts  of  water,  or  to  a  solution  of  carbolic  acid  1  part 
in  300  parts  of  water  Of  cour»e,  stronger  chemicals  act  in  a 
shorter  time. 

In  regions  of  the  Ltxiy  where  disinfection  is  difficult  or  iin|>oasil»le, 
erysipelas  is  more  liable  to  follow  operations.  With  care,  the  tran>' 
miasion  of  erysipelas  is  rare.  The  sister  in  charge  of  the  erysipelas 
ward  at  8t.  Bartholomew's  tells  me  that  only  one  nurse  has  acquired 
the  dist^se  during  a  period  of  nine  year».  8crupulous  care  ia  taken 
in  washing  and  disinfecting  the  hands  and  instruments.  When 
erysi^M^las  occurs  in  a  general  ward,  the  case  ought  to  be  at  once 
iaolate<l 

Care  in  the  use  of  antiseptics  has  practically  l>anished  ery- 
sipelas. I  have  not  yet  had  a  case  after  an  opemtion  in  whidi  no 
septic  focus  pre  exiMt«*d,  and  can  only  recall  two  slight  attacks  in 
septic  cases,      in    these    the    disease   wa«    undoubtedly  carried    by 
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Ilmiiiie^argouua  ui*  nurties  who  had  not,  perhupn^  realised  what 
ictrii^giBi.t  preeaotioiiB  &re  required. 
An  extrftordinary  number  of  remedies  has  l>een  vaunted  in  the 
imm^diats  ireatmeni  of  cutaneous  erysipelas.  Inasiinich  as  the 
dtaeftiie  ttntially  runs  a  short  and  favourable  course,  and  nearly 
alwMijM  ends  in  recovery^  it  is  obvious  that  a  favourable  opinion 
mmj  ettily  l»e  formed  as  t<»  the  benetits  of  particular  remedies.  It  is 
doaMiil  whether  any  internal  remedy  has  any  marked  eflect  upon 
the  oouae  of  the  disease. 

By  BDine  a  30  per  cent,  solution  of  [lerchloride  of  iron  is  painted 
upon  the  affet-tefl  part,  and  half-di*achui  doaes  are  given  internally, 
Otii«*.rs  administer  carbonate  of  ammonium  with  tincture  or  decoction 
of  cinchona. 

Cutaneous  erysipelas,  cellulo-cutaneous  ei'ysipelas,  and  cellulitis 
ar9  all  diaeaaea  which  make  great  demands  upon  the  strength.'  It  is 
tlierefbre  necessary,  as  a  rule,  to  give  a  generous  diet  with  stimulants, 
aislk,  beef'tea,  l>eef  or  mutton  e-saenee,  e^fga,  eggs  whipped  with  wine 
or  brandy,  and  so  fortL  The  Ite^t  stiiuulant  is  usually  that  wluch  is 
taken  beat ;  brandy,  port,  burgundy,  champagne,  beer,  or  porter,  are 
all  Qaelui.  Tlie  lx>wels  ought  to  be  regelated,  and  anodynes  given  to 
iadwrn  sleep  and  relieve  restlessness. 

•  Locally,  the  abstraction  of  blood  by  leeches  or  by  lancet  puncture 

ftHA&fm  the  pain  and  tension.  Bleeding  should  be  encouraged  with 
hoi  fotyentationa. 

Nitrate  of  silver  seems  to  have  a  decided  influence  in  arresting 
tl>e  spread  of  cutaneous  erysipelas,  lliis  is  best  applied  by  painting 
llie  whole  area  with  a  solution  niaile  by  dissolving  twenty  gmins  of 
•oHd  nitrate  of  ailver  in  an  ounce  of  the  spiritUH  etheiis  nlti-atis, 
Al  Bik  Bartholomew's  Hospital  the  part  atl'ected  by  cutaneous  ery- 
tIpelaB  is  usually  covered  with  an  ointment  com  poised  of  a  drachm  of 
prafHUred  chalk  and  an  ounce  of  kixL  This  is  very  soothing,  and 
afiiraa  great  relief  to  the  burning  and  titigling.  Dusting  with 
starchy  oxide  of  adnc,  flour,  or  bismuth  is  also  soothing  and  agree- 
able. It  ia  often  beneficial  to  cover  the  inflamed  area  with  cotton- 
IwooL 
When  erysi|>elas  complicates  wounds*  care  should  lie  taken  to  see 
Ikat  there  is  a  free  exit  for  discharges,  and  to  cover  tlie  whole  area 
with  a  large  and  warm  boi-acic  fomentation.  This  ought  to  be  re- 
newed e?ery  two  or  thi^ee  hours,  and  is  very  grateful  to  the  patient, 
Ichthyol  has  been  greatly  advocated  by  Nussbauoi  and  others  for 
tiia  treatment  of  cutaneous  erysipelas.  After  a  fair  trial  1  have  come 
U%  iha  ooncdiiaion  that  the  pain  which  it  causes  exceeds  any  benefit 
which  iDay  ensue. 

I  In  oeUal<xutaneous  erysi|jeliis  and  cellulitis,  to  prtnent  gangi^ne 

■nd  to  give  exit  to  discharges*  a  series  of  incisions,  each  about  two 
iftolMi  IlK^  skould  be  made  into  the  inUamed  and  tense  skin  imd 
aglfadar  lumiM.  Tlieae  incisions  should  tie  made  where  the  skin  is 
mast  alfactied,  and  in  the  long  axis  of  the  limb  and  parallel  to  vessels 
ami  tmrf^i^  which  are  to  be  avoided.     Incisions  into  the  scalp  should 
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radiate  from  the  vertex.  IncisioiiH  usually  cause  smart  bleed 
This  is  easily  arrested  either  by  ligature,  or  by  plugging  with  i 
septic  gauze. 

To  make  the  incisions  it  is  in  most  cases  necessary  to  giv< 
antesthetic.  After  an  incision  has  been  made  great  care  shouh 
taken  not  to  strip  up  the  undermined  skin  with  fingers  or 
struments,  otherwise  its  remaining  vascular  supply  may  be  destro 
and  it  may  slough.  A  very  large,  warm,  carbolic  or  boracic  foi 
tation  should  be  applied.  Great  benefit  is  given  by  immersio 
a  bath  of  hot  water  night  and  morning.  As  a  rule,  this  is 
applicable  to  the  arm. 

In  subfascial  cellulitis  incisions  of  great  extent  may  be  reqv 
to  give  exit  to  pus,  and  to  permit  the  cavity  to  close.  I  have 
to  divide  the  fascia  lata  from  the  great  trochanter  of  the  fe 
down  to  within  two  inches  of  the  external  tuberosity.  Collect 
of  pus  should  be  thoroughly  drained  and  the  cavity  washed  out  ( 
day  with  some  disinfectant.  A  solution  of  a  drachm  of  tinctur 
iodine  to  a  pint  of  water  is  a  safe  and  fairly  efficient  lotion, 
stronger  disinfectant  be  required,  the  liquor  iodi  may  be  uae 
the  same  proportion.  If  there  be  great  foetor,  5  per  cent  carl 
lotion  should  be  used  instead  of  water  for  mixing  with  the  li( 
iodi.  Iodoform  and  iodoform  gauze  are  suitable  dressings  for 
sloughing  or  ulcerated  wounds  in  cellulitis. 

In  Lud wig's  angina,  or  diffuse  cellulitis  of  the  neck,  the  incii 
ought  to  be  made  in  the  middle  line  from  the  chin  to  the  h 
bone.  It  may  be  necessary  to  carry  them  to  some  depth  befo 
proper  exit  is  given  to  the  putrid  fluid. 

In  cellulitis  of  the  ischio-rectal  fossa,  fi-ee  incisions  ahoul 
made,  radiating  from  the  anus  to  avoid  the  hemoirhoidal  vc 
and  nerves. 

To  prevent  adhesions  of  joints  or  tendons,  passive  movementi 
massage  may  be  required  at  a  later  peiiod.  CEktema  may  be  tit 
with  elastic  bandaging.  The  other  and  more  serious  complicat 
such  as  pneumonia,  nephritis,  and  so  forth,  must  be  dealt  wit 
they  arise. 


VIII.     PYiEMIA. 

By  C.  B.  LOCKWOOD,  F.R.C.8., 

AstidatU-Surgeon  to  St,  Bartholomew's  HoapUal ;  Surgeon  to  ttie  Cheat  Northei^ 

Hoipital. 


Deflnition. — The  word  pyaemia,  which  we  owe  to  Piorry,  is 
derived  from  the  Greek  wvov  (pus)  and  alfia  (blood).  It  originated 
in  the  belief  that  the  disease  was  due  to  the  entrance  of  pus  into  the 
blood.  Although  this  assumption  contains  an  element  of  truth,  it  now 
requires  to  be  modified.  Other  names  have  been  given  to  pysemia 
to  mark  its  close  connection  with  suppuration.  One  of  the  commonest 
is  purtdent  infection^  or  pus  infection.  The  word  septiccemia  was 
applied  to  those  whose  blood  was  supposed  to  have  been  poisoned 
with  putrid  material. 

Since  the  labours  of  Ogston,  Koch,  Klebs,  Krause,  Rosenbach, 
and  others,  it  has  been  understood  that  pyaemia  is  caused  by  the 
entrance  of  certain  bacteria  into  the  blood,  where  they  live  and 
multiply,  and  whence  they  pass  into  the  tissues,  joints,  or  serous 
cavities,  causing  purulent  deposits.    (See  page  25.) 

Thus  pyaemia  may  be  defined  as  a  general  infection  of  the  blood 
with  pyogenic  organisms,  leading  to  the  formation  of  multiple 
abscesses,  and  accompanied  with  intermittent  fever  and  other  mani- 
festations of  septic  disease.  More  briefly,  pyaemia  may  be  defined 
as  septicaemia,  with,  in  addition,  the  formation  of  metastatic 
abscesses. 

Mortality. — Pyaemia  is  becoming  a  comparatively  rare  disease. 
But  when  it  occurs,  it  is  exceedingly  fatal.  Of  94  cases  which  were 
treated  in  St.  Bartholomew's  Hospital  in  sixteen  years,  66  died. 

Sex  and  age. — The  proportion  of  the  two  sexes  is  almost  equaU 
Among  the  94  cases  just  quoted,  48  were  males  and  46  females. 
Males  usually  die  of  pyaemia  after  injuries  and  openitionaj  or  after 
acute  infective  osteomyelitis.  la  femaleE  the  Biimller  Liability  to 
injury  and  osteomyelitis  is  compensated  for  by  the  ilangers  of  par- 
turition and  of  sepsis  connected  with  tlie  reproduetive  organs.  The 
statistics  given  by  Gussenbauer  show  that  out  of  50  cases  of  pyies 
44  died.  There  were  24  men  with  1  case  of  recovery,  and  26  wc 
with  5  recoveries. 

The  tables  of  Gussenbauer  show  also  that  pyjiMniia  is  extr 
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Fig.  88. — Streptococcoa 
Pyogenes*  growing 
from  a  case  of  cellu- 
litis. (From  a  micro- 
photograph  by  Mr. 
Coaens.) 


rare  in  childhood,  and  hardly  occurs  during  the  first  five  years  of  life. 
It  is  commonest  betwixt  the  ages  of  sixteen  and  thirty. 

Conditions  of  occurrence. — Py»mia  is  met  with  as  a  complica- 
tion of  any  wounds  and  breaches  of  surface  which  are  exposed  to 
infection,  and  of  any  form  of  sepsis  and  suppuration.  It  has  occurred 
during  suppuration  following  fractures,  injuries  to  joints  and  serous 
sacs,  bums,  scalds,  and  frost-bite,  during  the  course  of  cystitis,  pro- 
statitis, pyelitis,  dysentery,  gangrene,  osteomyelitis,  erysipelas,  diph- 
theiia,  small-pox,  scarlatina,  and  other  diseases.  Pyaemia  is  a  not 
infrequent  complication  of  parturition. 

As  a  rule,  the  way  by  which  the  bacteria  enter  is  quite  obvious. 
Sometimes,  however,  the  point  of  inoculation  is  difiicult  to  find, 
being  situated  in  the  middle  ear,  in  the  mouth, 
pharynx,  or  cBsophagus,  in  the  rectum  or  alimen- 
tary tract,  or  about  the  gall  bladder.  In  some 
cases  the  lesion  may  have  healed  before  the 
patient  came  under  observation,  or  may  have 
been  so  trivial  as  to  have  escaped  notice.  The 
name  of  "  idiopathic  pya3mia  "  has  been  applied 
in  the  above  circumstances.  Such  a  term, 
however,  does  not  imply  that  the  disease  differs 
from  the  ordinary  type,  beyond  that  the  seat  of 
inoculation  is  obscure  or  overlooked.  The 
same  remark  applies  to  the  expression  "spon- 
taneous pyaemia,"  which  is  sometimes  applied 
to  cases  in  which  the  mode  of  infection  is  not 
known.  llie  differentiation  of  pyaemia  into 
<icute  and  chronic  rests  upon  a  sound  clinical 
basis.  As  a  rule,  pyaemia  is  fatal  in  a  few 
days,  but  cases  are  met  with  in  which  it  lasts 
months  or  even  years,  all  the  clinical  symptoms 
being  the  same  as  in  acute  cases,  but  less  severe 
and  more  prolonged. 

The  infecting  micro-orffanisms.— In  pure 

pyaemia  it  is  probable  that  the  infecting  micro- 
organisms are  always  the  pyogenic  cocci  (page  25). 
It  is  not  accurately  known  which  kind  is  the  most 
frequent  In  Senn's  summary  of  the  investigations  of  Rosenbaeh, 
Pawlowsky,  Besser,  and  Schiiller  69  cases  of  pyaemia  are  mentioned. 
In  all  of  these  cases  either  the  blood,  pus,  or  fluids  of  the  tissues 
were  examined,  and  streptococci  were  found  in  37,  staphylococci  in 
23,  a  mixed  infection  of  staphylococci  and  streptococci  in  5,  and 
Staphylococcus  aureus  alone  in  4.  The  streptococcus  is  the  same  as 
that  ordinarily  met  with  in  the  diffuse  suppurations,  especially  in 
cellulitis,  and  is  the  Streptococcus  pyogenes  (Fig.  28).  However, 
there  is  now  little  doubt  but  that  more  than  one  kind  of  streptococcus 
has  hitherto  been  included  under  this  term.  The  staphylococcus  found 
in  pyemia  is  usually  the  Staphylococcus  pyogenes  aureus  (Fig.  29), 
and  this  is  occasionally  mixed  with  Staphylococcus  pyogenes  albas. 


M^. 


Fig.  29.— Staphylooocciis 
Pyogenes  Aorens. 
grown  frtin  pus  upon 
sgsr-«g«r.  (From  s 
micro-pliotograph  bj 
Mr.  Coseus.) 


CAUSES.  — — "^^  105 

0ii1ia68.^ — The  (feneral  prcdiiposiiuj  cauies  of  erysipelas  may  be 
in  iIm  environ  men  t8,  aa  overcrowding,  bad  drainage ;  or  in  the 
fatbils  of  tbe  patient,  especially  iuteraperanoe.  Starvation,  debllitfit- 
ilig  <iiae>aeo,  diabetes,  Bright's  diseajse^  gout,  and  innHgiiatit  disease 
iftll  predispose  to  erysipelas,  au  do  also  previous  attacks.  Infants  and 
Uie  m^ed  are  prol*ably  predi!*[>OBed* 

Tlie  tvctd  prediBpo*ing  causes  are  dependent  uiton  the  position  of 
tbe  ifijftiy  in  places  which  facilitate  sepsis,  such  i\h  the  scalp, 
aemvUini,  female  organs  of  generation^  the  mouth  and  anus.  The 
diftrtot  varieties  of  erysi|)ehis  are  also  more  liable  to  complicate 
wonitds  which  are  lacerated  and  ctmtused,  simply  because  they  are 
more  likely  to  be  infected,  and  are  harder  to  disinfect. 

The  exact  relationship  of  tlie  streptococcus  of  erysipelas  to  oeilulo- 
entaudouB  erysipelas  is  still  the  subject  of  controversy.  There  is 
no  doubt  whatever  but  that  cellulo-cntaneous  erysipelas  is  caused 
by  m  utrwpioeoccus.  Also  that  this  cannot  in  most  cases  be  dis- 
tingasshed  by  its  morphol(^y,  growth,  and  ejects  from  the  sti'epto- 
OOOei  of  simple  euuineous  erysipelas.  Fehleisen  dented  that  the 
■tvifyloooccus  erysif>elatis  could  cause  suppuj^ation  ;  but  Fraenkel, 
Kircbner,  and  others  have  shown  that  this  is  not  correct  Those 
have  hithei-to  denied  that  tlie  ntreptoeoccus  of  erysipelas  can 
supimrutiun  assert  that  the  strej^tococ^cus  seen  in  cellulo- 
erysipelas  and  ct^lulitis  is  the  Streptococcus  pyogenes. 
Othera,  again,  think  that  cellulo-cutaneous  erysipelas  may  be  caused 
by  •  mixed  infection  with  Streptococcus  erysipelatis  and  Strepto- 
0IICC118  pjogiane^  However,  these  two  organisms  are  so  nearly  alike 
tA  morphology,  growth,  and  action  that  they  are  Indistinguishable 
(Comil  and  Babes,  Sternberg).  It  has  been  stated  that  they  may  be 
tepantted  by  slight  differences  in  their  chemical  pnxlucts. 

It  was  at  one  time  a  question  whether  erysi[jelas  was  contagious 
or  whether  it  was  infectious.  Now  that  it  is  known  to  be  due 
la  infection  with  streptoc«»cci,  such  a  diticussion  is  unnecessary. 
Tbe  itrtptoooocus  of  erysipelas  resides  in  pus,  lilood,  clothing,  upon 
ibe  msrimoe  of  the  body,  in  tJie  mouth,  nose,  or  vagina  (Sternberg), 
in  the  excreta,  and  upon  instmmeuts^  towels,  and  sponger  Von 
Ebelsberg  found  it  in  the  air  of  Billroth's  wards^  Haegler  in  the 
air  of  Sodn^s  wards,  and  Emmerich  found  it  in  the  air  of  a 
di«ectiiig-rooui. 

II.    CELLILU-CUTANEOUS   ERYHIPEI^VS. 

C>ei]tjl4>-cutikneous  erysi|>elas  lias  a  close  clinical  relationship  to 
the  cutaneous  variety.  There  are,  however,  some  diflerence^s,  especiniiy 
ttl  the  local  symptoms^  due  to  the  infection  of  the  subcutaneous 
ceQitW  tissues.  It  occurs  as  a  compLication  of  o^terutions  and 
injlirM.     I  have  seen  fatal  examples  after  the  most  trivial  pi-oceed- 

Eauch  as  the  removal  of  sebaceous  cysts^  fatty  tumoui-s,  ade- 
a  of  the  bn^ast,  after  radical  cure  of  herniii,  mdical  cure  of 
sele,  and  amputations  of  tlie  breast. 
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(1)  The  variation  which  the  mndefice  of  different  species  of 
bacteria  undergoes  is  now  one  of  the  commonplaces  of  bacteriology 
and  in  many  instances  is  easily  controlled.  Cultivated  outside  the 
body  they  become  attenuated,  whilst  passage  through  an  animal 
restores  their  latency.  Pasteur  uses  anthrax  attenuated  by  culture 
without  the  body  for  purposes  of  vaccination.  In  similar  manner 
the  Streptococcus  pyogenes  soon  loses  its  virulence  and  dies  out  when 
grown  in  artificial  media.  The  Staphylococcus  aureus  and  albus  are 
more  resistant,  but  even  the  former  after  awhile  becomes  of  a  |»aler 
gold,  grows  moi*e  slowly,  and  ceases  to  cause  suppuration  or  general 
infection. 

(2)  The  importance  of  the  dose  of  bacteria  is  also  exemplified 
by  experimental  pathology.  Everyone  who  has  studied  the  infective 
diseases  is  aware  that  it  is  necessary  to  introduce  a  considerable 
<j[uantity  of  cocci  into  the  venous  system  to  cause  a  general  pyiemic 
infection.  The  healthy  organism  is  able  to  deal  with  moderate  doses 
without  the  occurrence  ot  abscesses  in  any  of  the  organs.  The 
experiments  narrated  by  Watson  Cheyne  in  his  lectures  on  suppura- 
tion and  septic  diseases  show  the  importance  of  the  dose  in  a 
definite  manner.  1,000,000,000  of  Staphylococcus  aureus  were 
required  to  cause  the  death  of  an  animal,  while  250,000,000  only 
produced  a  small  circumscrilxKl  abscess.  It  seems  probable  that 
Staphylococcus  pyogenes  aureus  and  albus  and  Streptococcus  pyogenes 
are  more  virulent  for  man  than  for  animals.  It  is  hardly  necessary 
to  point  out  that  fewer  virulent  bacteria  are  required  to  produce 
results,  and  more  of  those  which  are  attenuated. 

(3)  In  pyaemia,  as  in  other  diseases,  predisposition  and  immunity 
are  both  topics  that  are  shrouded  in  considerable  mystery. 

We  will  consider  first  the  question  of  genercd  predisposiiion. 
It  is  a  matter  of  common  observation  that  certain  races  sind  indi- 
viduals are  more  predisposed  to  some  kind  of  infection  than  others. 
These  |)eculiaritie8  have  only  been  ascertained  for  certain  kinds  of 
infection,  of  which  anthrax  is  one  of  the  best  known.  Even  here 
immunity  seems  to  be  capriciously  bestowed.  It  is  notorious  that 
French  sheep  die  of  anthrax,  whilst  the  Algerian  are  immune. 
But  natural  immunity  is  not  absolute.  Pasteur  found  that  fowls, 
which  ai-e  refractory  to  anthrax,  soon  died  of  it,  if,  before  or  after 
inoculation,  their  temperature  wsls  lowered  by  placing  them  in  cold 
water.  Similarly  frogs,  which  ai-e  naturally  immune  against  anthrax, 
were  rendered  susceptible  by  immersion  in  warm  water.  Watson 
Cheyne  also  ascertained  that  natural  immunity  against  bacteria 
could  Ije  overcome  by  phosphorus,  a  drug  which  has  a  well-known 
deleterious  action  upon  the  protoplasm  of  the  body.  There  is  reason  to 
suppose  that  the  toxins  and  ptomaines  manufactured  by  bacteria 
may,  when  absorbed,  predispose  to  the  action  of  the  bacteria  them- 
selv(js  (Grawitz  and  de  Bary,  Rinne). 

On  the  other  hand,  Behring  claims  that  he  has  rendered  animala 
immune  against  virulent  Streptococcus  longus  by  injecting  into  them 
the  blood  of  animals  that  ha!d  been  rendered  immune  by  repeated 
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ttpm  off  Uie  deep  Canciie*  In  a  cane  uncler  tiiy  care  the  whole 
the  skin  of  the  back  from  neck  to  nntes  Wfts  separated  from  the 
rljing  fasciie.  The  Akin  wafl  .saved  by  numerous  timely 
tocMmiar  and  the  man  i-ecoveretl.  When  cellnlo-cutaueous  erysipelas 
^Ktcada  beneath  the  deep  fasciae  it  may  cause  extensive  deiitruction 
III  tmoAons,  necrosis  of  Ixines,  and  acute  siipfiymtive  arthritis. 

Ab  a  rule  celltilo-cutaneous   erysi|iela8  does  not  extend  beneatli 
deep  &i8ciie.     Bometime-s,   however,   the  ceHuhir  tissues    which 
the  musclesj  and  deep  vessels  iuid  nerves,  are  extensively 
Ived.     I  have  treated  a  case  in  which  the  muscles  of  the  thigh 
tbe  great    sciatic    nerve  were  dissected    out    by   the    purulent 
iuittttiitiation,  which  also  extended  into  the  iliac  fossiu 

Hie  icalp  is  a  favourite  seat  of  oellulo-cutaneous  erysipelas. 
Hew  the  suppuration  invadea  the  loose  cellular  tissue  betwixt  the 
onaiual  aponeurosis  and  the  |iericranium .  It  is  usually  eonined  by 
iJie  Attachments  o(  the  a|x>neurosi8,  and  of  the  fmn talis  and 
aeeiptialis  muscles. 

The  po$t-mtfrtem  ftppearancea  in  cellu!o-cutjineous  erysipelas  and 
m  oelltilitis  are  very  similar  to  those  in  simple  cutaneous  erysipelas. 
Tlie  isxtensive  diffuse  intiammation  and  suppuration  in  the  cellular 
form  the  most  marked  features. 


riL    CELLULITIS. 

There  is  the  closest  clinical  relationship  betwixt  cutaneous  ery- 
opehis  and  oellulo-cutaneous,  and  they  are  both  due  to  strepto- 
€Dootis  infection.  There  is  no  doubt  whatever  that  streptococci  are 
aLio  the  cause  of  diffuse  cellulitis.  I  have  found  them  in  pure 
eoltnre  in  pelvic  cellulitis,  and  have  seen  them  filling  the  lymph- 
paths  in  diffuse  cellulitis  of  the  neck  (cynanche  Ludovici).  But 
there  is  also  no  doubt  tl^at  diffuse  cellulitis  may  be  caused  by  other 
kinds  of  infection.  (Ser  Fig.  28. )  One  of  the  woi-st  and  most  familiar 
kinds  of  diffuse  cellulitis  is  caused  by  the  extravasation  of  putrid 
urine  into  the  cellular  tissues  of  the  perineum,  scrotum,  penis,  and 
abdomen.  Severe  and  fata)  cellulitis  also  follows  ujKm  the  bites  of 
Yenomons  reptiles  and  insects^  and  u|X)n  dissection  and  post-mortem 
wounds,  and  poisoned  wounds  of   various  kinds  (Art,   XV.).       In 

ijT  of  these  there  b  doubtless  infection  with  streptococci  ;  but  at 

satne  time  other  organisms  aie  present^  and  are  proliably  equally 
effKtual  in  the  production  of  the  cellulitis.    (See  a/m  pa^e  91  ) 

In  cellulitis  the  cellular  tissues  of  any  repion  may  be  involved, 
After  [larturition  and  ^ytuecological  operations,  for  examjde,  pelvic 
cellulitis  may  occur.  When  the  cellular  tissue  of  tn«  neck  is  in- 
frctrd  from  iin  acute  necrosis  or  osteomyelitis  of  the  jaw,  or  from  an 
ulceration  of  the  pharynx,  tonsils,  or  larynx^  a  dangerous  and  acute 
ceHulttis  (cvTianche  Ludovici)  arises. 

Sjrmptozns.  —  In  cellulitis  there  is  profound  constitutional  dis- 
Curiiaucc  uf  a  ty^>e  similar  to  that  in   cellulo-cutanei>us  erysipelas. 
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The  absoi'ption  of  septic  materials  is,  perhaps,  greater,  and  death 
ivoin  Hapnetni^i,  fiepticiemja,  and  collapse  is  mora  frequent. 

The  focal  character 9  of  cellulitia  are  extensive,  hanl»  deep-seated 
and  bmwny  swelling,  wiih  heat  and  huming  pain.  The  skin  over 
the  swelling  is  tense,  cederaatoun,  unci  dusky  red.  The  lymphatic 
glands  ft  re  inflamed  and  enlarged,  and  the  veins  are  often  fiJled  with 
septic  clots. 

Gangrene  of  the  skin  i^  a  complication  of  cellulitia  It  14  inoi^ 
common  in  umie  regions  than  in  others,  and  in  celluIitiB  caused  hf 
extravasation  of  nrine  the  skin  of  the  penis  and  scrotum  are 
destroyerl,  unless  saved  by  incisions.  Tfie  cutaneous  gangrene  of 
cellulitis  is  ftomctimes  mistaken  for  that  rare  affection  called 
spontaneous  gangrene  of  the  peni«  and  scrotum, 

CelluHtis  tloes  not  necesHtii-ily  liegin  at  the  point  of  Inoculatioiv 
hut  may  burst  out  in  cellular  tissues  at  some  distance.  For  instance, 
in  dissection  wounds  of  the  lingers,  the  axilla  and  chest  wall  ans 
ofteti  atii-cted,  whilst  the  arm  is  but  slightly  swollen  with  some 
lymphangitis. 

The  changes  in  the  eelluhir  tissues  are  the  same  as  in  cellulo* 
cutaneous  erysipelas.  The  purulent  fluid  \&  diffused  along  the 
cellular  planes,  and  seldom  forms  collections  sufficient  to  afford 
fluctuation.  Extensive  gangrene  of  the  cellular  tissues  ensues,  Tli»* 
characters  of  the  puruh:*nt  fluid  vary  according  t4>  the  causation. 
In  cellulitis  due  to  extravasation  of  urine^  and  in  cellulitis  of  the 
neck,  it  is  often  horribly  foetid,  Ijccuuse  putrefactive  bacilli  are  mixed 
with  stie|it<>eocci  and  other  liactena. 

Treatment  of  erysipelaJS.— The  prrrentm  treatment  of  ery- 
sipelas reqniivs  a  proi>er  knowledge  of  the  proi>erties  and  hahitAt  (  ' 
the  stt^ptococeus  of  ery&ipelus,  and  of  the  me^asures  require*!  for  it 
destruction.  It  is  destroyed  in  ten  minutes  by  a  heat  of  52^ 
54^  G.  (Stembeig),  and  is  killed  almost  instantly  by  boiling  wnt 
or  steam.  Chemicals  kill  it  in  course  of  time,  provided  that  tb 
conditions  are  favourable  for  their  action^  Tlie  streptococcus  ws 
de-ad  after  two  hours'  exjiosure  to  a  solution  of  mei^curic  chlorida 
1  part  in  2500  piarts  of  water,  or  to  a  solution  of  carl>olic  acid  1  part 
in  300  parts  of  water  Of  course,  stronger  chemicals  act  in  a 
shorter  time. 

In  regions  of  the  body  where  disinfection  is  difficult  or  im[x>ssible, 
erysipelas  ts  more  liable  to  follow  operations.     With  care,  the  tr 
mission  of  erysipelas  is  rare.      The  sister  in  charge  of  tlie  erysipeh 
waixl  at  8t.  liartholomew's  tells  me  that  only  one  nurse  lias  acquired^ 
the  disi-^se  during  a  period  of  nine  years.     Hcrupulous  care  is  take 
in   washing   and  disinfecting  the  hands    and    instruments^     Wheal 
erysijielas  occurs  in  a  general  ward,  the  case  ought  to  be  at  ono» ' 
isolatcKi. 

Care  in  the  use  of  antim-ptics  has  practically  l^anished  ery- 
sipelas. I  have  not  yet  had  a  cant?  after  jlu  operation  in  which  no 
septic  focus  [ire  ex  is  ted,  and  can  only  reca.ll  two  slight  attacks  in 
septic  cases.      In    thc4ie    the   disease    wiis   undoubtedly  canifsd    by 
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gm»ns  or  nurses  who  had  not,  perhaps,  realised  what 
precautions  are  requirt^i, 
extTMmlinarjr  number  of  remedies  has  been  vaunted  in  the 
9f<§aJtme^U  of  cutaneous  erysipelas.  Inasimich  as  the 
initially  runs  a  short  and  favourable  course,  and  nearly 
alwAjs  ends  in  rt*eovery,  it  is  obvious  that  a  favourable  opinion 
mtkj  maa\y  be  formed  as  to  the  beneJiU  of  particuhir  remedies.  It  Ls 
domtfiil  whether  any  internal  remedy  bos  any  marked  elfect  upon 
Uie  COOSie  of  the  diseai^. 

By  sotne  a  30  per  cent,  fiolution  of  [jerchlonde  of  iron  is  painted 
itfmn  the  atfect^l  part,  and  half-dmcbni  doses  are  given  internally. 
Olthc^ni  luhninister  ciirbonate  of  ammonium  with  tincture  or  decoction 
ol  cinchona. 

OataneouB  erysipelas,  cellulo-cutaneous  ei-ysipelas^  and  cellulitis 
are  all  diiieases  which  make  gi-ieat  demands  upon  the  strengib.  It  is 
tlior^ore  neoessary,  as  a  rule,  to  give  a  generoua  diet  witli  stimulants, 
uilkf  beef4ea,  beef  or  mutton  essence,  eggs,  eggs  whipped  with  wine 
or  brandy,  and  so  forth.  The  best  stititulant  is  usually  that  which  is 
taken  beirt ;  brandy,  port,  burgundy,  champagne,  beer,  or  porter,  are 
all  vaeful.  The  boweis  ought  to  be  regulated,  and  anodynes  given  to 
ioduoe  sleep  and  relieve  restlessness. 

Locally,  the  abstraction  of  blood  by  leeches  or  by  lancet  pi  met  u re 
relieves  the  pain  and  tension.  Bleeding  should  be  encouraged  with 
hot  fomentations. 

Nitrate  of  silver  seems  to  have  a  decided  influence  in  arresting 
tlie  spread  of  cutaneous  erysipelas.  Tliis  is  liest  applied  by  painting 
tlitf  whole  area  with  a  solution  made  by  dissolving  twenty  gi-ains  of 
•[»tld  nitrate  of  silver  in  an  ounce  of  the  spiritus  etberis  niti-atis. 
At  8l  Bartholomew's  Hospital  the  part  affected  hy  cutaneous  ery- 
sipelns  is  usually  covered  with  an  ointment  comfxiaed  of  a  dnicbm  of 
puspared  chalk  and  an  ounce  of  lai*d.  This  is  very  soothing^  and 
aflbrds  great  relief  to  the  burning  and  tingling.  Dusting  with 
iiw^,  oxide  of  zinc,  ttour^  or  bism\ith  is  alsr^  soothing  and  agree- 
alife..  It  is  often  beneficial  to  covet-  the  iuHamed  area  with  cotton- 
wool 

When  erysifielas  complicates  wounds^  care  should  be  taken  to  see 
thai  there  ia  a  free  exit  for  discharges,  and  to  cover  the  whole  area 
with  a  large  and  warm  boracic  fomentation.  Tliis  ought  to  be  I'e- 
IMiwed  every  two  or  three  hours,  and  is  very  gmteful  to  the  patient. 
Icbthyol  has  been  greatly  advocated  by  Nussbuum  and  others  for 
llie  tnstment  of  cutaneous  erysipelas.  After  a  fair  trial  I  have  come 
to  II18  conclusion  that  the  pain  which  it  causes  exceeds  any  benefit 
whieli  may  ensue. 

In  cellulo-cutaneous  erysipelfi}^  and  cellulitis,  to  |irevent  gangrene 
and  t<i  give  exit  to  discharges^  a  sei-ies  of  incisions^  each  about  two 
inches  long,  should  be  made  into  the  inflamed  and  tt»use  skin  and 
cellular  tissues.  Tliese  incisions  should  be  made  where  the  skin  is 
aflaeled^  and  in  the  long  axis  of  the  limb  and  parallel  to  vessels 
hich  are  to  be  avoided.      Incisions  into  the  scalp  should 
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DefinitioiL — The  word  pysemia,  which  we  owe  to  Piorry,  is 
derived  from  the  Greek  wvov  (pus)  and  alfia  (hlood).  It  originated 
in  tlie  belief  that  the  disease  was  due  to  the  entrance  of  pus  into  the 
blood.  Although  this  assumption  contains  an  element  of  truth,  it  now 
requires  to  be  modified.  Other  names  have  been  given  to  pyaemia 
to  mark  its  close  connection  with  suppuration.  One  of  the  commonest 
is  pnrtdeiU  infection^  or  pus  infection.  The  word  aepticannia  was 
^^ied  to  those  whose  blood  was  supposed  to  have  been  poisoned 
with  putrid  material. 

Since  the  labours  of  Ogston,  Koch,  Klebs,  Krause,  Rosenbach, 
and  others,  it  has  been  understood  that  pysemia  is  caused  by  the 
entrance  of  certain  bacteria  into  the  blood,  where  they  live  and 
multiply,  and  whence  they  pass  into  the  tissues,  joints,  or  serous 
cavities,  causing  purulent  deposits.    (See  page  25.) 

Thus  pyiemia  may  be  defined  as  a  genei*al  infection  of  the  blood 
with  pyogenic  organisms,  leading  to  the  formation  of  multiple 
abscesses,  and  accompanied  with  intermittent  fever  and  other  mani- 
festations of  septic  disease.  More  briefly,  pyaemia  may  be  defined 
as  Hepticiemia,  with,  in  addition,  the  formation  of  metastatic 
abscesses. 

Mortality. — Pya?mia  is  becoming  a  comjiaratively  rare  diseasa 
But  when  it  occurs,  it  is  exceedingly  fataL  Of  94  cases  which  were 
treated  in  St.  Bartholomew's  Hospital  in  sixteen  years,  66  died. 

S6X  and  ago. — The  proportion  of  the  two  sexes  is  almost  equal. 
Among  the  94  cases  just  quoted,  48  were  males  and  46  females. 
Males  usually  die  of  py»mia  after  injuries  and  o|)erationH,  or  after 
acute  infective  osteomyelitis.  In  females  the  smaller  liability  to 
injury  and  osteomyelitis  is  compensated  for  by  the  clangers  of  par- 
turition and  of  sepsis  connected  with  the  reproductive  organs.  The 
statistics  given  by  Gussenbauer  show  that  out  of  50  cases  of  pyiemia 
44  died.  There  were  24  men  with  1  case  of  recovery,  and  26  women 
with  ">  recoveries. 

The  tables  of  Gussenbauer  show  also  that  pyaemia  is  extremely 
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rare  in  cliiklhood,  and  Imrdly  occurs  duiinj^  the  first  five  years  of  1115^ 
It  in  L-oiiirni>nest  Ketwixt  tlie  iv^i^^  of  sixtt^eri  and  thirty. 

Conditions  of  OGCmrence.^ — Pyaemia  is  met  with  as  acotupUcft- 
tiou  of  liny  woiukd.s  and  breach  en  of  tiurface  which  are  exposed  to 
infection,  and  of  any  form  of  sepsis  and  suppumtion.  It  has  occurred 
during  suppuration  following  fmctui^es,  injuries  to  joints  and  seroas 
sacs,  burns,  :*calds^  aiid  frost-bite,  during  the  course  of  cystitis,  prt>- 
atatitin,  pyelitis,  dysentery,  gangrene,  osteomyelitis^  erysipeJas,  diph- 
theria, snmll-i>ox,  scarlatina,  and  other  diseases,  Pyieniia  is  a  not 
infi'equent  complication  of  parturition. 

As  a  rule,  the  way  by  which  the  bacteria  enter  is  cjuite  obvious. 
Sometimes,  however,  the  fxjiut  of  inoculation  \h  dithcult  to  iind, 
being  Kituated  in  the  middle  ear,  in  the  mouth, 
pi  larynx,  or  cesophagu^,  in  the  rectum  or  alimen- 
tary tracts  or  about  the  gaJI  bladder.  In  8oni«* 
cases  the  lesion  may  have  healed  lx*fon*  the 
patient  came  under  observation,  or  may  have 
been  so  triiial  as  to  have  cscjij»ed  notice.  The 
name  of  **idioj»athic  pyannia"  has  been  applied 
in  the  above  cireuniHtances.  Such  %  Idntt, 
however,  does  not  imply  that  the  dii^ease  diAft 
from  the  ordinary  type,  beyond  that  the  seat  of 
inoculation  is  obscure  or  overlooketl.  The 
same  remark  applies  to  the 
taneous  pyiemia/'  which  is  sometimes  applied 
to  oases  in  which  the  mode  of  infection  is  not 
known.  The  differentiation  of  pyiemia  into 
acute  and  thnmic  rests  u|3on  a  sound  clinical 
basis.  As  a  rule,  pyaemia  is  fatal  in  a  few 
days,  but  cases  ai*e  met  witli  in  which  it  lasts 
months  or  even  years,  all  the  clinical  symptoms 
being  the  same  as  in  acute  cases,  but  leaa  severe 
and  more  |jro longed. 

The  infecting  micro  orffanisms,— In  pure 
pya*mia  it  is  prolmble  that  Uie  infecting  micro- 
organisms are  always  the  pyogenic  cocci  (page  25). 
It  is  not  accurately  known  which  kind  is  the  most 
frequent  In  8enn's  summary  of  the  investigations  of  Roaenhadi^ 
Pawlowsky,  Besser,  and  8chuller  69  case^  of  py«*njia  are  mentioned^ 
In  all  of  these  cases  either  the  blood,  pus,  or  tiiiidi«  of  the  ttasues 
were  examined,  and  streptococci  were  found  in  37,  st^iphylococci  in 
23,  a  mixed  infection  of  staphylococci  and  streptococci  in  .5,  and 
Staphylococcus  aureus  alone  in  4.  The  streptococcus  is  the  same  aa 
that  ordinarily  met  with  in  the  diUbse  suppurations,  esjjecially  in 
eellulitia,  and  is  the  Streptococcus  pyogenes  (Fig.  28).  However, 
there  is  now  little  doubt  but  that  more  than  one  kind  of  stit  ^is 

has  liitherto  U^en  included  under  this  term .    The  staphy loc*  id 

in  pyremia  is  usually  the  Staphylococcus  pyogenes  aureus  (tig.  •!?), 
ajkd  this  is  occasionally  mixetl  witli  »Staphy)ocoocua  pyogenes  aibus. 
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Oitucmi  couditioiu^  wliieli  Imve  a  close  re^embliifice  to  tbos€  of 
pyx^titta  »re  Bometimes  met  witli  cluriaggt:niorrhcea  and  typhoid  fever. 
in  ihtMi  the  metastatic  Hiippurationu  contain  the  gonococeim,  or  the 
typluiiil  baciUtis  respectively,  Thei-e  is  hIho  the  e)o»est  atiiaity 
beiiwist  pyiPmia  and  ac*ute  ost^oinyelitis  (a€Ute  ^suppurative  peri- 
fWtHM,  •euta  n*»cro8iH,  acute  panOHtitis).  Indeed,  these  two  diaeaaes 
lunB  but  ditferetit  inHttifestations  of  an  infection  with  the  same  species 
oC  p^rogetiie  cocci  Matters  have  lieconie  simpler  since  it  has  been 
recogniaed  that  a  single  kind  of  Imcterium  may  produce  various 
remlli^  ftooording  to  the  mode  of  infection.  For  instance,  the 
SCaphvloooccus  pyogenes  aureus  ruhljed  into  the  skin  causes  furun- 
eoloB  (Garr^) ;  injected  into  the  cellular  tissue  it  causes  an  acute 
ftfaaoen(Bumm,  Waterhouse) ;  injected  into  the  joints  acute  suppu- 
niti;v»  anhrttis  (Passet)  j  injected  beneath  the  periosteum,  acute 
anppmrntive  periostitis ;  injected  into  the  serous  cavities  it  causes 
plearilis^  penctitlitis.,  meningitis,  or  {peritonitis.  Converselyi 
8li^ilijloeoociis  pyogenes  aureus  from  any  of  the  above  affections 
will,  wliten  introduceil  into  the  circulation,  cause  pyaimia.  It  is  [>rub- 
able  tbat  the  Streptococcus  pyogenes  and  Staphylococcus  pyogenes 
ajbos  play  aa  extensive  a  role  as  the  Staphyloc<x^cu.H  aureus, 

Tbt>re  can  be  no  doubt  but  that  clinical  ditlerence^*  are  to  be 
observed  in  different  ca;ies  of  pyaemia.  This  is  possibly  to  some 
cactent  scoounted  for  by  differences  in  the  bacteria  that  have  caused 
Aa  attack.  For  instance,  it  is  beginning  to  be  recognised  that  in 
sireptocoocus  |K»isonLng  the  joints  are  usually  affected,  whilst  staphy- 
loooceos  poisoning  is  eHpeeially  prone  to  cause  suppurative  peri- 
Oftjtis  or  osteomyelitis.  Wagenmann  found  streptococci  in  the 
emboli  which  filled  the  vessels  of  the  eye  in  puerf>ei'al  pyaemia. 

Hl8  circumstatices  of  the  infection.— Pyiemia  is  not,  how- 

siPir,  «iuiply  a  iiiatter  of  infection,  fm  the  foregoing  might  lead 
Ibe  ffttder  to  8upf>os»\  The  mere  pres*^nce  of  appropriate  bacteria 
in  a  wtiitDd  is,  as  1%  rule,  not  su^cient  to  cause  pyemia.  A 
proportion  of  the  wounds  treated  by  the  most  careful  antiseptic 
majgtfMM  contain  pyogenic  cocci :  and  yet  pyiemia  may  be  unknown 
itt  tbeir  practice.  Furthermoi-e,  the  mere  presence  of  Btaphylo- 
coeens  aureus  or  albus,  or  of  Streptococcus  pyogenes  in  the  blood  is 
not  neoetaarily  followed  by  pysemia.  Von  Eiselsberg  and  Canon, 
in  oaaes  ci£  ordinary  wound  fever  and  of  sepsis,  found  Staphylococcus 
waiNS  and  albas,  and  Htreptococcits  pyogenes  in  the  blood.  But  as 
a  ralo  tbe  prsaenoe  of  any  of  these  bacteria  in  the  blood  is  asso- 
ciatod  with  »h!iee!i^formation  in  some  pai*t  of  the  body. 

Belong'  *  .'•niic  cocci  cjin  cause  pysemia,  certain  conditions 

bave  to  be  1  There  are  certain  kinds  of  micrococci  found  in 

WOlttlda  which  are,  p«jrhap>^*  capable  of  causing  a  local  suppuration, 
but  lnos|iable  of  invading  the  blood.  Many  of  those  wOiich  inhabit 
tbe  akin  belong  to  thin  class.  When  the  appropriate  bacteria  are 
it  much  depi*nds  ujion  (1 )  their  vindence  ;  upon  (2)  the  do^e  of 
tli^m  which  i^tctrs  the  blood  ;  and  upon  (3)  the  prtdiMpo9it\07v  of  the 
it     {S€e  page  16,) 
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(\)  The  variation  wliieli  the  rirulfnetj  of  ditiereot  ■pcclig  rf 
lioctefiih  utulergooK  is  now  one  of  the  coninionjihures  of  bactc^riology 
ajid  in  many  instances  in  easily  controlled.  Cultivated  outuicle  the 
body  they  liecome  attenuated,  whilst  pafisage  thrnugh  an  uriituiil 
rentores  their  j>otency.  Pasteur  uneg  anthrax  attenuated  by  cultuns 
without  the  lx>dy  for  purposes  of  vaccination.  In  Himilar  loanner 
the  Streptococetis  pyogenes  sotm  lose«  it«  virulence  and  diee  out  whim 
grown  in  artitieial  njedia.  The  Staphylococcus  uureuH  and  albu8  are 
mora  resiatant,  but  even  the  f<»nner  after  awliile  l>ecoine«  of  a  |»ler 
gold,  grows  more  slowly^  and  ceases  to  cause  Hupputution  or  general 
infection. 

(2)  The  intportance  of  the  tlo»e  of  bacteria  w  al^o  ext^mpUfied 
by  experitiiental  pathoJo^ry,  Everyone  who  has  studie*!  the  infeoliTa 
diseases  is  aware  that  it  in  necesHary  to  introduce  a  eonsidecaUo 
t|Urtntity  of  cooci  into  the  venous  system  to  ciMiae  a  genemi  pyienie 
infection.  The  healthy  organism  in  able  to  dejil  with  mtxlerate  dlMfit 
without  the  occurrence  ot  uhscesst^s  in  any  of  the  organa  The 
exi>eriinents  narrated  by  Watson  Cheyne  in  liis  lectures  on  auppura- 
tion  and  se{)tic  diaeaaea  show  the  importance  of  the  dose  in  a 
definite  manner  1*000,000,000  of  Staphylococcus  aureus  wen* 
r6c]uit*ed  to  cause  the  death  of  an  animal,  while  250,000,000  only 
produced  a  small  circumHorilHHl  abscess.  It  seems  probable  that 
Staphylococcus  pyot^ienes  aureus  and  hJIius  and  Streptococcus  pyogenes 
ar»3  mor'c  viru^eiit  for  man  than  for  animals.  It  is  hardly  necesaarf 
to  point  out  that  fewer  virulent  Iwcti^ritt  are  i-equired  to  pttxluce 
results^  and  moi-e  of  those  which  are  attenuated, 

(3)  In  pya?mia,  as  in  other  diseases,  predupontion  and  immunity 
are  l>oth  topics  that  are  shroudeil  in  considerable  mystery* 

We  will  consider  tii'st  the  ijuestion  of  (ftnend  predifpmi^ion. 
It  is  a  matter  of  common  obser^'ation  that  certain  races  and  indi- 
viduals are  more  predisposed  to  some  kind  of  infection  than  otlierai 
These  peculiarities  have  only  been  ascertaiiied  for  certain  kinds  of 
infection,  of  which  anthrax  is  one  of  the  best  known.  Even  here 
immunity  seems  to  lie  capriciously  IjeHtowud,  It  is  notorious  tliat 
French  sheep  die  of  anthrax,  whilst  the  Algerian  are  immune* 
But  natunil  immunity  is  not  al*sf>Uite.  Fanteur  found  that  fowls, 
which  ai-e  refractory  Ui  anthrax^  soon  die*!  of  its,  if,  before  or  aftc>r 
tnocnlation,  their  temperature  was  lowt*red  by  placing  them  in  cold 
watctr.  Similarly  frogs,  which  are  natui-ally  immune  ascainst  anthrax, 
were  rendered  susceptible  by  immemon  in  warm  water.  Waiaon 
Cl»eyne  also  ascertained  that  natui'al  immunity  tigainst  Uicteria 
could  1^  overcome  by  phosphorus,  a  di'ug  which  has  a  well-known 
deleterious  action  upon  the  protoplasm  of  the  body.  Thei-e  is  reason  to 
suppose  that  the  toxins  and  ptomaines  manufactured  by  bacteria 
may,  when  absorl^ed,  predisposes  to  the  action  of  the  tmcteria  them- 
tielvea  (Grawitz  and  de  Bary,  Ruine). 

On  the  other  hand,  Behring  claims  that  he  lias  rendered 
immune  against  virulent  8treptocH)ccus  longus  by  injecting  into  iheni" 
the  blood  of  animals  that  had  been  rendered  immune  by  n»poifcted 
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with  attenuated  cultures  of  streptococci.     This  is   the 
method  fui  that  by  which  TisLzoni  and  Cattaui   |)rodueed  imtnu- 
^ty  aipiimiii  tetanus.     It  throws  an  interesting  li<^[Lt  upon  tlie  coui- 
|iiir»Uve  a»fety   which  detuoustrators  of  anatomy  and  pathologistH 
•sajojr  fn>tn   pysFnua  and  s^ptica^^inia  ;  also   upon   the   rapid   healing 
iputM^iona  for  pix^longed  auppui-ative  arthritis. 
It  maj'  be  inferred  that  iiiBnenees  snnihir  to  the  n\io\e  predi.sj^ose 
HMO  to  pgfiftuiia.     It  is  recognised  Una  it  is  more  apt  to  *Dociir  after 
■tinillMn,    debility,    alcoholism ,    anaemia,    severe  hseniorrha^e,  pit>- 
lugged  ahobk,  and  wasting  diseases^  such  a&  aibumtnuria  and  diabeteik 
Parturition,   too^  is  often  accompanied  with  local  and  ij^eneral  con- 
diUona  which  pi^Mlis|»ose  to  pyajuiia.     Unhealthy  envimnments  may 
alad  predi<|Ki6e  to  pywrnLa^  and  thu^  it  is  rife  in  hospitals  or  dw^ell- 
iagi  wliicb  are  ill-drained,  ill- ventilated,  or  overcrowded.     ObHously, 
wmmt  ol  this  class  of  conditions  are  also  such  as  w^ould  enhance  the 
flatifcers  of  actual  bacterial  infection.      Even  where  tfiey  pre\'ail  the 
liability    to  pyiBmia   i»   immensely    tlimintshed   by  auiisepsis  (Von 
Nciiiabaiiiii). 

Cerlnin  local  jfredUpaeittg  causes  influence  the  occurrence  of  py«&- 
tuia^  Wounds  in  certain  positions  are  morn  exposed  to  infet^tion 
than  oihera  8ueh,  for  uistance,  as  those  about  the  mouth,  air-^tas- 
n^BS,  alimentary  tract,  anus,  scrotum,  axilla,  or  scalp,  Aho  wounds 
which  are  the  result  <if  accident  are  more  likely  to  be  infected 
than  tlioee  which  surgeons  inflict.  But  after  bactiTia  have  been 
mtrodac^,  the  local  predisposing  conditions  must  Ije  such  as  (a)  favour 
their  malti  pi  illation  in  the  wound  ;  and  (h)  favour  their  [tassage  into 
tlie  eireulation. 

I^lia  local  conditions  that  favour  the  multiplication  ol  the  bac- 
teria which  cause  pyemia  are  the  same  as  those  which  favour  sepsis 
and  suppuration.     (See  page  81  j 

Pathology   and   morbid   anatomy.      1.  Tite  eatidition 

#f  tli4'  uonii<|..=^In  eleaii-cut  wuuikIs  in  healthy  tissues  inf**ttioii 
aukaa  but  little  headway,  but  tJourishes  in  such  a.^  are  lacerated, 
Imiiied,  infiltrated  with  blood,  deprived  of  their  blc»od  or  nerve- 
supply,  or  injured  with  chemicals.  Foi-eign  bodies  and  blood-clots 
in  iIm  depths  of  woutuU  are  also  suitable  nidus  for  bacteria  to  gi'ow 
la,  mod  eoUectioiis  of  fluid  are  especially  favourable.  8uch  infected 
wounda  have   no  granulations  or    pus,   and  are  usually  in   a  state 


septic  inflammation.     The  wounds  associated  with  pyiemia 
lly  throb  and  are  painful,  liot,  swollen,   red,  with   acute  lym- 
gitia  and  adenitis  of  neighbouring  lymphatic  glands  ;  they  often 
and  display  a  dry  and  glazed  surface,  co veiled  in  places  with 
Ijmph  ;  they  may  secrete  a  purulent,  aaiiious,  or  stinking  dis 
vhich    often    accumulates    in    tbe   depths,    and    ulceration, 
,  or  gangrene  may  be  in  pi-ogress.     Not  infrt^quiintly  there 
anil  induration    aloitg   the   veins   running  from  the 
towards  the  heart.     When  the  bones  ai-e  involved  there  are 
pain  aiul  tenderness,  and,  )ierhaps,  thickening  along  them,  and  other 
mdemca  of  acute  osteomyelitui. 
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Pyaemia  sometimes  occurs  when  the  external  appearances  of 
the  wound  are  quite  favourable.  But  I  have  never  seen  a  case  of 
this  kind  in  which  there  was  not  a  septic  focus  in  the  depths  of 
the  wound,  with  evidence  of  septic  phlebitis  or  of  osteomyelituB. 

In  the  secretions  of  wounds  that  are  complicated  with  pyemia, 
bacteria  of  various  kinds  can  easily  be  seen  in  cover-glass  prepara- 
tions, and  their  different  kinds  can  be  ascertained  and  separated  by 
plate  cultures.  If  the  secretions  of  the  wound  contain  nothing  bat 
the  ordinary  pyogenic  cocci  they  are  almost  odourless,  but  very  often 
bacilli  (the  various  kinds  of  Proteus  of  Hauser)  are  likewise  present, 
and  pi*oduce  stinking  substances.     In  a  case  that  died  of  pysenua 

after  internal  urethro- 
tomy, the  writer  found 
bacilli  and  cocci  in  the 
wound,  which  was  ex- 
ceedingly putrid,  but 
only  streptococci  in  the 
secondary  abscesses.  In 
another  case  of  pysemia 
following  internal  ure- 
throtomy. Dr.  Pmdden 
found  StaphylocoocuB 
pyogenes  aureus  in  the 
blood  and  internal  or- 
gans. The  presence  of 
other  bacteria  along  with 
the  pyogenic  cocci  in 
cases  of  pyaemia  helps 
to  explain  anomalous 
varieties  which  are  met 
with  clinically,  and 
which  have  been  called 
septico-pyamia  or  pyo-septhnmia  (Gussenbauer). 

In  the  lymph  and  amongst  the  pus  corpuscles  which  cover  the 
surface  of  such  septic  wounds  are  various  kinds  of  micrococci  In 
tlie  specimen  shown  in  Fig.  30,  cocci,  diplococci,  staphylococci,  and 
streptococci  could  all  be  discerned,  as  well  as  numerous  bacilli  The 
patient  died  of  pysemia  after  amputation  of  the  breast. 

The  tissues  around  the  wound  when  microscopically  examined  are 
oedematous  and  hypersemic^  and  infiltrated  with  purulent  materials. 

2.  The  condition  of  the  vessels.  —  The  lymph  paUu  in 
the  vicinity  of  the  lesion  are  choked  with  pus  corpuscles,  amongst 
wliich  fiure  many  bacteria,  especially  streptococci  It  is  easy  to 
understand  that  chains  of  cocci  are  more  adapted  to  pass  fldong 
narrow  lymph  paths  than  the  more  bulky  masses  of  staphylocoooL 
The  lymphatics,  however,  are  not  the  main  channel  by  which  the 
cocci  invade  the  blood.  As  is  well  known,  the  lymphatic  glands 
act  as  filters  and  prevent  their  onward  progress.  The  vtfttw,  on 
the  other  hand,  play  a  most  important  part  in  pyiemia,  and  are 


Fig.  30.— Sectiou  of  the  Tisaues  of  a  Wound  which 
caused  Pjsemia.  (From  a  mioro-photograph  by 
Mr.  Cosens.) 
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4ed.     Tlie  smaller 
ed  with  thrombi,  which  consist 
corpuscleR  (many  of  which  are 
^S«lltf|rnitin;2^),  and  of  bacteria.     Their  endothelial  lining  is  in  a  state 
y '  ,  and  the  san^oonding  tissues  contain  many  leucocytes. 

I**bilis  aflTects  the  larger  veins^  they  are  distended  and 
of  a  dark  [mrple  colour.  Their  adventitia  may  be  inflamed  and 
ttlnitiecl  with  blood  pigment,  and  sotnetimes  abscesses  are  found 
akicig  tlieir  ooursa  Their  walls  ai^e  thickened  and  their  interior  ia 
roagb^  denuded  of  endothelium  and  coated  with  fibrin.  The  sejUie 
or  it^^ielfid  throinb^is  usually  begins  at  the  wound,  or  infecting 
fecQ%  and  extends  as  far  as  the  nearest  valve,  or  into  the  nearest 
gTfiftt  trunk.  Here  ita  softened  end  may  float  in  the  blood-stream, 
wo  that  |>ortions  become  deUvched^  giving  origin  to  those  septic  emboli 
vllloll  are  characteristic  of  pyieinia. 

The  clotting  of  the  bloo<l  in  the  veins  is  one  of  the  consequences 
ol  tlie  septic  phlebitis.  As  the  latter  spreads  along  the  veins,  so  the 
clot  tnoreaaes  in  size.  But  infective  iudi&iumatious  may  also  attack 
liieJili3r  veins  in  which  clots  have  previously  formetl  It  is  probable 
lltat  mich  clots  in  the  proximity  of  septic  wounds,  by  the  ease  with 
which  they  become  infected,  facilitate  the  entrance  of  the  bacteria. 
When  clots  become  infected  the  usual  pi-ocesses  of  organisation 
and  they  soften  and  disintegrate.  Bacteria  act  upon  blood 
ithln  the  body  in  the  same  manner  as  they  do  upon  culture 
of  gelatine  or  bloo^l'Serum.  They  rapidly  peptonise  these 
•oft  eotids  and  convert  them  into  fluids. 

Hie  close  relationship  of  acute  sepdc  phlebitis  to  pyiemta  explains 
llie  dread  which  surgeons  once  had  of  operations  upon,  or  injuries  to, 
tkm  ireiiie.  8i{»lic  phlebitis  and  pyaemia  were  common  after  injuries 
to  booeii,  especially  those  of  the  head,  in  which  the  veins  are  capa- 
eiiMi%  destitute  of  valves,  and  incapable  of  collapsing.  Pyaemia  is  a 
frei|tietit  complication  of  septic  phlebitis  of  the  latei-^l  sinus  ivom 
suppurative  otitis  media,  and  of  injuries  to  the  great  veins  about  the 
neck  of  the  bladder  and  prostate^ 

Misled  by  tlie  appearances  of  these  softened  and  decolorised  clots, 
Jehn  Hunter^  and  afterwards  Oruveilhiert  were  led  to  s{)eak  of 
phlagttionoos  or  suppurative  phlebitis.  In  this  the  so-called  pus — in 
rHilit7  the  septic  and  softened  clot — was  supposed  to  he  secreted  by 
liie  wall  <»f  the  vein.  Cruveilhier  further  supposed  that  this  pus  waa 
earned  away  tn  the  blood-streiim^  and  dejiosited  elsewhere  to  form  the 
.tic  abaoeases.  The  extraordinary  rapidity  with  which  pysemic 
lorm  was  naturally  thought  to  coutirm  these  ideas.  The 
of  such  a  disease  as  suppurative  phlebitis  was  disproved  by 
AnottaDd  Dance. 

3*  Tile  liaCiu*rta  and  aiNicefiaefi.— Virchow  threw  a  new  light 
upon  liie  pathology  of  pyiemia  when  he  showed  that  portions  of  the 
ioftened  and  septic  clots  l>ecame  detached^  and  carried  as  septic 
emboH  in  thcr  blood-stream  to  the  heart,  and  tlience  onwards  int^^ 
llie  polmonary  vesaels*     Here  these  septic  emboli  become  an^ested  in 
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the  smaller  arterioles  near  the  edge  of  the  lung,  or  at  the  bifui*ca- 
tion  of  arteries.  When  once  arrested,  they  excite  two  kinds  of 
changes  in  the  wedge  of  lung  supplied  by  the  vessel  which  they 
plug.  The  first  change  is  more  or  less  mechanical,  and  has  to  do 
with  the  interruption  in  the  circulation.  It  ends  in  the  wedge  of 
lung  supplied  by  the  artery  becoming  filled  with  blood  clot.  The 
exact  way  in  which  this  occurs  is  not  well  understood,  but  is 
supposed  to  be  due  to  r^urgitation  of  blood  from  the  veins.  The 
result  is  called  an  ^* infarct"  and  the  process  ^^ infarction,*^  Thus, 
whilst  the  clot  is  in  a  vein  it  is  called  a  venous  thrombus,  when 
detached  an  embolus,  and  when  lodged  in  a  vessel  and  accompanied 
with  vascular  changes  it  helps  to  form  a  haemorrhagic  infarct 
Wedge-shaped  infarcts  are  found  in  the  spleen  and  kidneys  as  well 
as  in  the  lungs. 

The  second  set  of  changes  which  the  septic  emboli  excite  are 
dependent  upon  the  bacteria  that  they  carry  with  them.  These 
changes  are  the  same  as  those  which  the  bacteria  cause  elsewhere, 
and  are  an  acute  septic  inflammation  ending  in  suppuration.  It  is 
this  final  stage  which  constitutes  the  pycemic  ahaoesa.  Not  in- 
frequently the  suppuration  obscures  the  preceding  hsemorrhagic 
infarction,  and  doubtless  the  latter  often  does  not  occur  at  all 
(Hamilton).  In  this  embolic  process  the  blood  clot  itself  acts  a  mere 
passive  part  in  the  causation  of  the  pyemic  abscesses,  and  is  by  no 
means  essential  for  their  formation. 

Since  the  work  of  Recklinghausen,  Klcbs,  Hueter,  and  others 
the  origin  of  the  abscesses  in  the  liver,  kidneys,  and  elsewhere  has 
been  clearly  understood.  The  pyogenic  cocci  circulating  in  the 
blood  become  arrested  in  the  smaller  capillaries  and  vesBels  and 
form  bacterial  emboli,  and  excite  inflammatory  changes  that  end  in 
suppuration.  The  changes  following  the  arrest  of  the  cocci  are,  as 
Weigert  and  Cheyne  have  shown,  somewhat  as  follows  : — The  tissues 
around  the  cocci  undergo  coagulation  necrosis,  and  refuse  to  stain 
with  ordinary  aniline  dyes.  Beyond  this  ring  of  coagulation  necrosis 
is  a  dense  accumulation  of  leucocytes,  which  are  the  beginning  of  the 
abscess ;  beyond  these  there  is  acutely  inflamed  or  engorged  tissuea 

The  minute  micrococci,  which  are  circulating  with  the  blood  in 
pyaemia,  find  no  obstacle  to  their  passage  through  such  relatively 
coarse  capil lanes  as  those  of  the  lungs.  Thus  we  find  that  bacterial 
emboli  and  pytemic  abscesses  may  occur  in  any  region  of  the  body  to 
which  the  blood  penetrates.  They  ai'e  commonest  in  organs  and 
tissues  that  have  the  largest  supply  of  blo<yl  and  the  most  entensive 
capillaries,  as,  for  instance,  the  lungs,  liver,  kidneys,  spleen,  brain, 
muscles,  serous  and  synovial  membranes,  in  the  heart,  thyroid  body, 
parotid  gland,  testis,  and  eye.  (See  page  181.)  Until  the  bacterial 
origin  of  pyemia  was  understood  pathologists  found  it  hard  to  con> 
ceive  how  emboli,  originating  in  a  systemic  vein,  could  elude  the 
capillaries  of  the  lungs,  and  cause  an  abscess  in  an  organ  such,  for 
instance,  as  the  liver.  The  perplexity  was  also  increased  by  the 
occasional  presence  of  clots  in  the  neighbourhood  of  the  pyasmic 
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abscesses.  These,  of  course,  are  formed  in  loco^  and  the  mystery  is 
solved  now  that  pytemia  is  known  to  be  due  to  bacteria,  which  are  so 
small  as  to  circulate  everywhere  almost  without  hindrance,  and  that 
it  can  be  produced  experimentally  by  the  intravenous  injection  of 
pure  cultures  of  pyogenic  coccL 

Although  septic  thrombi  and  emboli  are  not  essential  in  pysemia, 
there  is  evidence  to  prove  that  they  are  important  factors.  Pysemia 
is  caused  with  much  greater  ease  in  animals  if,  in  addition  to 
pyogenic  cocci,  particles  of  some  inert  material  are  injected  into  the 
veins  at  the  same  time.  Pawlowsky  used  sterilised  cinnabar  and 
Staphylococcus  aureus,  and  produced  typical  pytemia ;  Ribbert 
injected  particles  of  the  potato  upon  which  S.  aui-eus  had  been  grown  ; 
Bonom^  used  elder  pith,  and  so  forth.  It 
seems  probable  that  the  clot  or  foreign 
body  acts  as  a  nidus  in  which  the  bacteria 
are  able  to  localise  themselves,  and  multi- 
ply without  being  washed  away  by  the 
blood  stream.  Healthy  animals  can  get 
rid,  without  much  apparent  harm,  of  con- 
siderable doses  of  pyogenic  cocci  if  they 
be  gradually  introduced  into  the  circula- 
tion in  suspension  in  distilled  water,  salt 
solution,  or  even  in  filtered  or  dialysed 
pas.  Besides  blood  clots,  probably  many 
other  factors  determine  the  arrest  of  cir- 
culating bacteria  in  particulai-  places. 

4.  The  localisioi^of  Uie  bacteria. 
— Huber  found  that  when  he  inflamed  a 
rabbit's  ear  with  blistering  fluid,  and  then 
inoculated  the  animal  with  anthrax,  the  bacilli  accumulated  in  the 
inflamed  area.  The  eflects  of  traumatism  in  causing  the  localisation 
of  circulating  bacteria  are  well  known.  Eosenbach,  Kocher  and 
others  have  caused  osteomyelitis  by  injuring  the  bone  either  before 
or  after  the  intravenous  injection  of  Staphylococcus  aureu&  Here 
the  tearing  of  the  vessels,  the  blood  clots,  and  the  lacerated  tissues 
are  all  conducive  to  the  entanglement  and  arrest  of  bacteria  To 
some  extent  similar  influences  are  at  work  in  causing  the  localisation 
of  the  bacteria  that  cause  pysemic  abscesses. 

In  pyaemia  the  micrococci  sometimes  localise  themselves  upon  the 
valves  of  the  heart  and  cause  tUcercUive  endocarditis.  This  is 
indicated  by  the  usual  cardiac  murmurs  and  clinical  signs  of 
valvular  disease.  Wyssokowitech  caused  ulcerative  endocarditis  by 
iirst  injuring  the  valves  of  the  heart,  and  afterwards  injecting 
pyogenic  cocci  into  the  veins. 

5.  The  character  and  sitaation  of  the  pyaBinic  abscess. 
— Pysemic  abscesses  are  almost  always  small  and  multiple,  but  now 
and  then  solitary  abscesses  of  some  size  are  met  with.  In  a  case  of 
this  kind  I  found,  in  addition  to  the  abscess,  numbers  of  baoterkl 
emboli  in  the  liver  and  kidneys.  The  pus  in  the  larger  absoeBMS 
M  2 


Fig.  31.  —  Streptococci  in  Pas 
from  a  PysBinic  Knee.  (From 
a  micro-photograph  by  Mr. 
Coseaa.) 
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thin  and  watery,  with  shreds  of  necrosed  tissues  in  it,  and  with  a 
slight  characteristic  odour,  which  is  also  smelt  when  pyogenic  cocci 
are  grown  by  themselves  in  culture  media.  The  pus  contains  vast 
numbers  of  staphylococci  and  of  streptococci.  The  largest  accumula- 
tions of  pus  are  found  in  the  joints  or  serous  cavities,  and  usually 
contain  streptococci.  Schuller  found  streptococci  in  twelve  cases  of 
pyemic  arthritis  following  upon  child-birth.  The  pus  shown  in 
Mg.  31  came  from  the  knee-joint  of  a  youth  who  suffered  from 

pytemia  after  a  print- 
ing-machine accident 
The  hip  and  ankle  of 
the  same  1^  were  also 
affected.  Strepto- 
cocci were  also  found 
in  the  urine  (Fig.  34). 
Pyseraic  abscesses 
have  no  distinct 
walls,  but  are  sur- 
rounded by  acutely- 
inflamed  tissues 
which  are  infiltrated 
with  pus  cells,  and 
with  streptocooci  or 
staphyloooocL  The 
accompanying  figure 
was  drawn  from  a 
part  of  the  wall  of 
a  pysemic  abscess 
that  followed  a  bum 
(Fig.  32). 

The  position  of 
pytemic  abscesses  depends,  as  we  have  seen,  to  some  extent  upon 
the  kind  of  lesion  in  which  the  disease  originated.  In  the  Patho- 
logical Society's  Rejwrt  on  Septic  Diseases  (vol.  xxx.,  1879)  a 
hundred  and  ten  cases  of  pyaemia  are  recorded.  Abscesses  oc^ 
curred  in  the  lungs  in  fifty-seven  of  these,  in  the  joints  in  twenty, 
in  the  liver  in  twelve,  in  the  spleen  in  eleven,  and  in  the  kidnejrs  in 
six.  The  above  refers,  of  course,  to  gross  lesions  which  could  easily  be 
seen  with  the  naked  eye.  Makins  and  Abbott  have  tabulated  two 
hundred  cases  of  pysemia  in  which  the  infection  was  introduced  in  all 
kinds  of  ways.  These  figures  give  a  slightly  different  result.  The 
joints  were  affected  in  seventy-six  cases,  the  lungs  in  sixty-six,  the 
lungs  and  pleura  in  seventeen,  the  pleui*a  in  sixteen,  the  liver  in  ten, 
the  spleen  in  twenty-two,  and  the  kidneys  in  seventeen.  AboceMW 
occurred  in  the  areolar  tissues  in  twelve  of  the  Pathological  Society's 
cases,  and  in  sixty-nine  of  those  of  Makins  and  Abbott. 

In  py»mia  associated  with  acute  infective  osteomyelitiB,  neorosia, 
and  acute  suppurative  periostitis,  acute  suppurations  are  common  in 
the  heart   and    pericardium.     In  Makins  and  Abbott's  tables  the 


Fig.  32.~Section  of  the  Wall  of  a  Premie  Abscess,  stained 
hj  Oram's  method.  (From  a  orawing  hj  C.  B.  Lock- 
wood.) 
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pericardium  was  affected  in  36*5  per  cent.,  and  tlie  myocardium  in 
26*8.  In  pyaemia  due  to  other  causes  the  proportion  was  only  6*5 
per  cent,  for  the  pericardium,  and  2  per  cent,  for  the  myocardium. 
Mr.  Stephen  Paget  says  that  in  eighteen  cases  of  acute  necrosis,  ten 
had  abscess  of  die  heart,  and  eleven  abscess  or  infarction  of  the 
kidney.  Oat  of  one  hundred  and  foi*ty  cases  of  pysemia  after 
amputation,  one  had  abscess  of  the  heart,  and  one  abscess  of  the 
kidney.  Mr.  Paget  has  also  shown  that  parotitis  is  common  after 
injuries  to  the  abdomen  and  pelvis,  and  is  often  pyeemic  in  origin. 

It  is  an  observation  as  old  as  Hippocrates  that  after  injuries  of 
the  cranium  and  its  venous  sinuses  pysemic  abscesses  are  formed 
in  the  liver.  Out  of  two  hundred  and  seventeen  cases  of  pysemia 
after  injuries  involving  the  medulla  of  bone,  fifty-six  had  abscess 
of  the  liver  and  twenty-eight  had  abscess  of  the  spleen.  In  sixty- 
seven  cases  of  pyaemia  after  injury  of  the  soft  parts,  four  had  abscess 
•f  the  liver  and  three  had  abscess  of  the  spleen.  Dr.  Wilks  believes 
that  the  salivary  glands  are  especially  affected  in  the  pysemia 
which  follows  typhoid  fever,  and  the  joints  in  that  which  follows 
scarlet  fever.  When  pysemia  follows  septic  phlebitis  of  the  portal 
veins,  the  pysemic  abscesses  are  in  the  liver. 

6.  The  post-moiteni  appearances.— The  body  is  emaciated 
and  the  skin  of  a  jaundice  hue.  Rigor  mortis  is  slight ;  bed-sores 
are  often  present  A  septic  focus  such  as  has  been  described  will  be 
found,  with  the  neighbouring  veins  in  a  state  of  septic  thrombosis. 
The  lymphatics  may  be  acutely  inflamed,  and  the  lymphatic  glands 
swollen  or  suppurating.  Occasionally  the  seat  of  infection  is  hard 
to  find,  but  its  absence  cannot  be  assumed  unless  every  part  of  the 
body  has  been  examined,  especially  the  ear,  alimentary  canal,  and 
genito-urinary  system.  The  blood  is  dark,  thin,  and  watery,  with 
little  tendency  to  clot,  and  prone  to  decompose.  Its  red  cor- 
puscles are  diminished  and  the  white  increased  (leucocjtosis — Birsch- 
Hirsclifeld). 

The  valves  of  tJie  Iieart,  especially  those  of  the  left  side,  may  be 
inflamed  and  ulcerated.  The  inflammation  may  affect  a  large  ex- 
tent of  the  endocardium.  The  serous  cavities  may  contain  serous, 
blood-stained,  purulent  or  foetid  fluid,  and  the  surface  of  the  heart, 
longs,  or  abdominal  viscera  may  be  covered  with  lymph.  On  mobile 
organs  like  the  lungs  or  heart  this  is  often  rough.  Cerebral  or 
spinal  meningitis  may  be  found. 

The  viscera  are  usually  engorged  with  dark  blood,  especially  the 
spleen,  kidneys,  and  lungs.     The  changes  found  are  as  follows : — 

The  lungs  are  usually  engorged  with  blood,  especially  towards 
their  bases,  and  often  have  areas  of  broncho-pneumonia.  Beneath 
the  pleura  a  number  of  small  deep-red  or  opaque  white  elevations 
can  be  seen  and  felt.  Their  size  is  variable,  but  Urn  Iftrgcst  nmy 
have  a  diameter  of  an  inch.  An  incision  s^bows  that  the  de<?|H 
red  patches  are  wedge-shaped  hsemorrhiigic  inf&rcta.  The  base  of 
the  wedge  is  towards  the  surface.  They  are  devoid  of  air,  eolid, 
and  sink  in  water,  and  look  like  damaoti  cheese  j    the  expF&gdon 
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thin  and  watery,  with  shreds  of  necrosed  tissues  in  it,  and  with  a 
slight  characteristic  odour,  which  is  also  smelt  when  pyogenic  cocci 
are  grown  by  themselves  in  culture  media.  The  pus  contains  vast 
numbers  of  staphylococci  and  of  streptococci.  The  largest  accumula- 
tions of  pus  are  found  in  the  joints  or  serous  cavities,  and  usually 
contain  streptococci.  Schiiller  found  streptococci  in  twelve  cases  oi 
pysemic  arthritis  following  upon  child-birth.  The  pus  shown  in 
¥ig.  31  came  from  the  knee-joint  of  a  youth  who  suffered  from 

pysemia  after  a  print- 
ing-machine accident 
The  hip  and  ankle  of 
the  same  1^  were  also 
affected.  Strepto- 
cocci were  also  found 
in  the  urine  (Pig.  34). 
Pysemic  absceeses 
have  no  distinct 
walls,  but  are  sur- 
rounded by  acutely- 
inflamed  tissues 
which  are  infiltrated 
with  pus  cells,  and 
with  streptococci  or 
staphyloooooL  The 
accompanying  figure 
was  drawn  from  a 
part  of  the  wall  of 
a     pysemic     abscess 

Fig.  32.-8ectionof  theWall  of  a  Ff «mic  AbsoeM,  ttoinad     that  followed  a  bum 
by  Oram's  method.     (From  a  drawing  by  C.  B.  Lock-     ..^v       oo\ 
wood.)  {rig.  6*2). 

The    pasiiion    of 

pytemic  abscesses  depends,  as  we  have  seen,  to  some  extent  upon 
the  kind  of  lesion  in  which  the  disease  originated.  In  the  Batho- 
logical  Society's  Report  on  Septic  Diseases  (vol.  xxx.,  1879)  a 
hundred  and  ten  cases  of  pysemia  are  recorded.  Abacenes  oe- 
curred  in  the  lungs  in  fifty-seven  of  these,  in  the  joints  in  twvnljr, 
in  the  liver  in  twelve,  in  the  spleen  in  eleven,  ^ud  in  the  kidneys  lil 
six.  The  above  refers,  of  course,  to  gross  lesions  wbioh  could  easily  be 
seen  with  the  naked  eye.  Ma  kins  and  Abbott  have  tabulated  two 
hundred  cases  of  pysemia  in  which  the  infection  was  iutrodoeeil  iu  all 
kinds  of  ways.  These  figures  give  a  slightly  different  result.  The 
joints  were  affected  in  seventy-six  cases,  the  lungs  in  sixty  six,  thti 
lungs  and  pleura  in  seventeen,  the  pleura  in  sixteen,  the  liver  in  U^ 
the  spleen  in  twenty- two,  and  the  kidneys  in  seventeen.  Ah»cc«sr*i 
occurred  in  the  areolar  tissues  in  twelve  of  the  Pathological  Bociety*«» 
cases,  and  in  sixty-nine  of  those  of  Makins  and  Abbott. 

In  pysemia  associated  with  acute  infective  osteomyelitis^  necroeb. 
and  acute  suppurative  periostitis,  sunite  suppurations  &ve  comioou  jii 
the  heart   and    pericardium.     In  Makins  and  Abbott's  tabl«i  Uie 
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pericardium  was  affected  in  36*5  per  cent.,  and  the  myocardium  in 
26*8.  In  pysemia  due  to  other  causes  the  proportion  was  only  6*5 
per  cent,  for  the  pericardium,  and  2  per  cent,  for  the  myocardium. 
Mr.  Stephen  Paget  says  that  in  eighteen  cases  of  acute  necrosis,  ten 
had  abscess  of  the  heart,  and  eleven  abscess  or  infarction  of  the 
kidney.  Oat  of  one  hundred  and  forty  cases  of  pyaemia  after 
amputation,  one  had  abscess  of  the  heart,  and  one  abscess  of  the 
kidney.  Mr.  Paget  has  also  shown  that  parotitis  is  common  after 
injuries  to  the  abdomen  and  pelvis,  and  is  often  pyeemic  in  origin. 

It  is  an  observation  as  old  as  Hippocrates  that  after  injuries  of 
the  cranium  and  its  venous  sinuses  pysemic  abscesses  are  formed 
in  the  liver.  Out  of  two  hundred  and  seventeen  cases  of  pysemia 
after  injuries  involving  the  medulla  of  bone,  fifty-six  had  abscess 
of  the  Uver  and  twenty-eight  had  abscess  of  the  spleen.  In  sixty- 
seven  cases  of  pysemia  after  injury  of  the  soft  parts,  four  had  abscess 
«f  the  liver  and  three  had  abscess  of  the  spleen.  Dr.  Wilks  believes 
that  the  salivary  glands  are  especially  affected  in  the  pysemia 
which  follows  typhoid  fever,  and  the  joints  in  that  which  follows 
scarlet  fever.  When  pysemia  follows  septic  phlebitis  of  the  portal 
veins,  the  pysemic  abscesses  are  in  the  liver. 

6.  The  post^moiteni  appearances.— The  body  is  emaciated 
and  the  skin  of  a  jaundice  hue.  Rigor  mortis  is  slight ;  bed-sores 
are  often  present  A  septic  focus  such  as  has  been  described  will  be 
found,  with  the  neighbouring  veins  in  a  state  of  septic  thrombosis. 
The  lymphatics  may  be  acutely  inflamed,  and  the  lymphatic  glands 
swollen  or  suppurating.  Occasionally  the  seat  of  infection  is  hard 
to  find,  but  its  absence  cannot  be  assumed  unless  every  part  of  the 
body  has  been  examined,  especially  the  ear,  alimentary  canal,  and 
genito-urinary  system.  The  blood  is  dark,  thin,  and  watery,  with 
little  tendency  to  clot,  and  prone  to  decompose.  Its  red  cor- 
puscles are  diminished  and  the  white  increased  (leucocjtosis — Birsch- 
Hirsclifeld). 

The  valves  of  t^te  fiaart,  especially  those  of  the  left  side,  may  be 
inflamed  and  ulcerated.  The  inflammation  may  affect  a  large  ex- 
tent of  the  endocardium.  The  serous  cavities  may  contain  serous, 
blood-stained,  purulent  or  foetid  fluid,  and  the  surface  of  the  heart, 
lungs,  or  abdominal  viscera  may  be  covered  with  lymph.  On  mobile 
organs  like  the  lungs  or  heart  this  is  often  rough.  Cerebral  or 
spinal  meningitis  may  be  found. 

The  viscera  are  usually  engorged  with  dark  blood,  especially  the 
spleen,  kidneys,  and  lungs.     The  changes  found  are  as  follows : — 

The  lungs  are  usually  engorged  with  blood,  especially  towards 
their  bases,  and  often  have  areas  of  broncho-pneumonia.  Beneath 
the  pleura  a  number  of  small  deep-red  or  opaque  white  elevations 
can  be  seen  and  felt.  Their  size  is  variable,  but  the  largest  may 
have  a  diameter  of  an  inch.  An  incision  shows  that  the  deep- 
red  patches  are  wedge-shaped  haemorrhagic  infarcts.  The  base  of 
the  wedge  is  towards  the  surface.  They  are  devoid  of  air,  solid, 
and  sink  in  water,  and  look  like  damson  cheese ;    the  expression 
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'* pulmonary  apoplexy'*   i»  Hppli^l  to  lung  in  this  condition, 
remains  of  a  i^eplic  etul>i>lu8  nmy  Ik*  founil  in  a  [nihnonary  venael  i 
the  apex  of  the  wt^d^e.      The  lung  tiHstii*  uround   the  infarct  ih 
Ad,metl,  and  the  whole  has  undergone  clmnge8  whieh  end  in  nbi»ct*sit. 

In  the  opeqiie  wljitish  patche»  the  various  stages  of  an  Acut 
broncho-pneumonia  ending  in  auppnration  may  be  traced.  In  thm 
centre  ih  thin  pus,  then  a  zone  of  more  solid  gi'eyish  wliiti?  lun^« 
find  next  a  zone  of  acute  broncho-pneumonia.  The  pleura  over 
these  infarcts  and  uhscesspM  is  sonietinies  inflamed ;  the  pleural  «ac 
may  ix>ntain  pus  or  blood-stained  tluSd,  and  it*  Rurface  may  l>e  covered 
with  rough  lymph  full  of  stif^ptococci  or  staphylococci. 

Infarcts  and  ab&ceHaes  are  commonest  at  the  surface  of  Uie 
lungs  and  around  the  intf^^rlobolar  tisAure^.  Bniatl  miliary  abaoeaaB 
are  frequently  found  in  the  sulistance  of  the  lungs. 

When  pytemic  ahsceKs<\'i  occur  in  the  Hi-i^r  they  are  nearly  always 
Hmall  and  multiple,  and  scattered  over  its  surface^  Tropical  abaoeMM, 
on  the  other  liand,  aj*e  ufcuially  single  and  of  laj^e  size.  I>r.  Wilier 
is  of  opinion  that  pyieuiic  abscesses  are  conimoneHt  at  the  back  of  the 
right  lobe  uf  the  liver,  which,  as  he  points  out^  is  the  moat  dependent 
p*irt  when  the  patient  ik  on  his  l)ack.  In  pyemia  absoeases  seldom 
occur  in  the  liver  rilone  but  are  met  with  together  with  Alisceaaes  in 
the  lungs,  joints,  uniaclea,  and  other  orgjin*. 

The  itph*t')$  is  UHualty  enlarged  to  nearly  a  half  more  than  ita 
usual  size*  It  is  dark  purple  and  studded  with  infarcts  and  ab* 
sceases,  similar  to  tho»e  in  the  hnigB. 

The  kidneyti  are  swollen,  mottled  grey  and  red,  juid  engorged 
with  bloody  so  that  the  stellate  veins,  glomeruli,  and  veasels  of  the 
medulla  stand  out  as  if  injected.  Small  haemorrhages  aiis  connnon  in 
the  cortex.  Towards  the  capsule  and  at  the  junction  of  the  coi-tesx 
and  medulla  are  rouii*l  or  linear  patches  of  suppuration,  sunTJundc*! 
by  zones  of  acut*.^  nephritis.  Pus  is  sometimes  met  with  in  the 
interior  of  the  kidney.  Disseminated  su|ipurative  nei'hritis  may  be 
extensive  without  pivsenting  much  change  to  the  naked  eye  (Kiegler). 
In  this  the  vessels  arcs  dihit^d,  and  m>me  of  the  ca|iillarie«  filled  with 
micrococci.  Around  the  glomeruli  and  smaller  veins  numbera  of 
leucocytes  are  extravasated,  and  ai-e  the  beginning  of  abacfnuii 
(Fig.  33).  The  renal  epithelium  is  granular,  degenerated,  and  dii- 
tached.  The  lumen  of  the  tubules  conUins  granular  debris,  aiba- 
minous  coagulum^  leucocytes,  and  often  bacteria.  Extravasation  of 
red  cori^uscles  is  also  found  between  and  within  the  tubules. 

The  supinirations  which  occur  iJi  the  cellular  tiasuea,  museiea. 
lioiies,  braiiL,  testes,  ovaries,  eyes,  and  elsewhere  call  for  uo  speda] 
deeoripiion. 

In  p^famle  arthritint  the  joint  cavity  is  distended  with  thin  put, 
which  usually  cont»tins  streptoc<:>cci.  {S^t  Fig.  31.)  The  synovial 
membrane  is  swollen  and  inHamed.  The  articular  cartilages  ai^ 
ulcerated,  es)»ecia)ly  txiund  their  edges*  In  advanced  casea  thr 
bones  may  i>e  ctirious,  and  periarticular  abscessetf  may  form«  As  a 
rule  several  joints  ait?  atVecttMi  in  pyit^mic  ai^thritis;  the  knee,  elbow. 
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shoulder,  ankle,  wrist,  hip,  and  sterno-clavicular  ara  those  usually . 
involved  ;  the  knee  the  most  often,  and  then  the  others  in  the  order 
in  which  they  are  placed. 

The  clinical  phenomena  of  pysamia.— The  clinical  history  of 

acute  pysBmia  accords  with  the  account  given  of  its  pathology. 

When  the  infective  material  which  causes  an  acute  pyasmia  is 
introduced  into 
a  fresh  wound 
an  interval, 
which  is  in 
reality  a  period 
of  incubatioTiy 
elapses  before 
the  general 
symptoms  be- 
gin. During 
this  interval 
the  shock  of 
the  injur}'  dis- 
appears, reac- 
tion is  esta- 
blished, and 
the  bacteria 
multiply  in  the 
wound.  The 
temperature  of 

reaction      how-  ^^^-  3^— ^^o^te  Suppurative  Nephritis  in  FjflBmis.  Qlomerular  vasftels 
'    ,  ,  full  of  niicrooocci,  with  Burrounding  infiltration  of  leucocytes. 

ever,         seldom  (After  Ziegler.) 

falls  to  normal, 

but  maintains  the  rise  which  marks  traumatic  fever.  At  the  same 
time  the  pulse  and  respiration  are  accelerated.  After  this  interval 
the  symptoms,  which  are  pathognomonic  of  pyaemia,  may  be  expected 
to  begin.  A  violent  rigor,  which  shakes  the  bed,  occurs,  and  whilst 
it  is  at  its  height  the  tempei-ature  rapidly  increases,  and  may  reach 
some  unusual  degree^say  106^  to  107^  F.  The  rigor  is  followed 
by  profuse  sweating,  which  makes  the  bedclothes  wringing  wet,  and 
the  temperature  falls  as  rapidly  as  it  rose,  but  seldom  falls  to  normal. 
During  the  rigor  the  pulse  and  respiration  are  accelerated,  and  the 
patient  is  greatly  distressed. 

In  pysemia  the  rigors  recur  at  irregular  intervala  The  iiTegular 
and  rapid  alterations  in  the  temperature,  with  the  accom|)anying 
rigors,  are  typical  of  pyaemia,  and  help  to  distinguish  it  from  ague, 
malaria,  acute  rheumatism,  typhoid  fever,  and  septicaemia.  In  the 
last  there  is  usually  a  single  rigor  at  the  commencement,  and  it  is 
not  repeated.  In  pyaemia  a  continuance  of  the  rigors  renders  the 
prognosis  hopeless.  A  single  rigor  soon  after  an  operation  has  no 
particular  import.  It  may  merely  be  due  to  cold  and  ex|HJSure,  or 
to  the  severity  of  the  operation,  and  will  not  recur  after  i  eactiou  is 
established.     Rigors,  too,  are  comparatively  coipmon  after  i 
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the  smaller  art-erioles  near  the  edge  of  the  lan^,  or  at  the  bifoT 
tion  of  arteries.  When  ouce  aiTe«ted,  they  excite  two  kinds  of 
changes  in  thft  wedge  of  lung  supplied  by  the  vessel  which  th»y 
plu^.  The  tirst  change  is  more  or  tens  mechanical,  and  liaii  to  tlo 
with  the  iiiU^rruptioD  in  the  circulation.  It  endn  in  the  wedj((e  of 
lung  supplied  l»y  the  aitery  becoming  filled  with  blood  clot.  The 
^cttct  way  in  which  this  occurs  ia  not  well  understood,  btit  ia 
fiuppofied  to  be  due  to  regurgitation  of  blood  fi*oin  the  \ein8,  Thr 
result  is  called  an  ^*  infarct ^^^  and  the  prooeas  ^^ifi/atrtimi^**  ThQ«», 
whiUt  the  clot  in  in  a  vein  it  is  call^  a  venouH  thrombufs  when 
detached  an  embolus,  and  wlien  lodged  in  a  v tassel  and  accompanied 
with  v.'iRcular  changes  it  helps  to  form  a  hai^morrhagic  infarct 
W edge- sh a peil  infai*cta  are  fouisd  in  the  fipleen  and  kidneys  a^  wtrll 
aa  in  the  lungs* 

The  second  set  of  changes  which  the  septic  euiboLi  excitt;  ara 
dependent  u|K>n  the  bacteria  that  they  carry  with  them.  These 
changes  are  the  «arae  as  those  which  the  bacteria  cau^  elsewhere, 
und  are  an  acute  styptic  iniianimation  end  big  in  suppuration,  ll  is 
this  final  stage  which  constitutes  the  fryt^mie  ah^ceM,  Not  ift* 
frequently  tlie  suppuration  obscnres  the  jireceding  haemorrhagie 
infarction^  and  doubtless  the  latter  often  does  not  occur  at  all 
(Hamilton).  In  this  enilK>lic  process  the  blood  clot  itself  acta  a  mere 
passi\e  part  in  the  causation  of  the  pyannic  abseessea^  and  is  by  no 
means  essential  for  their  form  at  ion » 

Since  the  work  of  Recklinghausen,  Klebs,  Hueter,  and  others 
the  origin  of  the  alwcesses  in  the  liver,  kidneys,  and  elsewhere  has 
been  clearly  undet^stood.  The  pyogenic  cocci  circulating  in  the 
bltXHl  IxX'OUie  arretted  in  the  smaller  capillaries  and  vess^lH  and 
foi-nj  Imcterial  emboli,  and  excite  inflsninrntory  changes  that  end  in 
stt|fpu ration.  The  changes  following  the  an*est  of  the  cocci  arc.  as 
Weigert  and  Cheyne  have  shown,  somewhat  as  follows  :— The  tissue 
around  the  cocci  undergo  coag\ilation  necrosis,  and  refuse  to  stain 
with  ordinary  sniline  dyes.  Beyond  this  ring  of  coa^lation  necrosis 
is  a  dense  aw^nmuhition  of  leucocytes,  which  are  the  beginning  of  the 
abscess ;  l>eyond  these  therct  is  acutely  inflameil  or  engorged  tissues. 

The  minute  micrococci,  which  are  circulating  with  the  blood  in 
pyaemia,  find  no  obstacle  to  their  passage  through  such  relatively 
coarse  ca])illarie8  as  those  of  the  hmgs.  Thus  we  tmd  that  liactenai 
eml»oli  and  pya*mic  abscesses  may  occur  in  any  region  of  the  body  to 
which  the  blood  penetrates.  They  oi-e  commonest  in  organs  and 
tissues  that  have  the  largest  supply  of  bloO<:l  and  the  most  entensive 
capillaries,  as,  for  instance,  the  hmgs,  liver,  kidneys,  sple»^n,  brain» 
JEMisoles,  serous  and  synovial  membranes,  in  the  heart,  thyroid  body, 
parotid  gland,  testis,  and  eye.  (>>«?  page  18L)  Until  the  bacter 
origin  of  jiyiemia  was  understood  pathologists  found  it  hard  to 
cetve  how  emboli,  origitiating  in  a  systemic  vein,  could  elude  the 
capillaries  of  the  lungs,  and  oau^e  an  abscess  in  an  organ  such,  for 
instance,  as  the  liven  The  pei-plexity  was  also  increased  by  thr 
occasional  presence  of  clots  in  the  neighbourhood  of  the  pyiemic 
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Tliesr,  of  course,  nre  foniietl  i^  foco^  and  tlie  iwyatery  is 
ftolred  now  that  pyi^uiia  i*  known  to  be  <iue  to  baoU^ria,  which  are  so 
ftmill  Aft  to  ciruulaie  everywhere  almost  without  hind  ninety  and  that 
iiORA  be  produced  exjHTimentally  by  the  intravenoas  injection  of 
pBfv  onlturtss  gf  pyoj^nic  cocci 

Allkouj^  septic  thrombi  and  emboli  Are  not  essential  in  pyieima, 
ikmrm  m  eTidence  to  jirove  that  they  are  important  factors.     Pya»mia 
•4   ovDJvd    with    much  greater  ease    iii    animals   if,   in    addition  to 
FJDgioic  cocci,  particles  of  some  inert  material  are  injected  into  the 
vaim  at  the  same  time.     Pawlowaky  used  sterilised  cinnabar  and 
Slaplijtococcus    aureus,   and    pnxiueed    typical    pyieuiia ;    Ribbert 
u^fio^&d  fMMtidies  of  the  potato  upon  which  S.  aureus  had  been  grown  : 
BoBOtt^  used  dlder  pith^and  so  forth.     It 
aoettia   prolMble  that  the   clot  or  foreign 
hmdymctM  tm  a  uidujj  in  which  the  bacteria 
mm  mkAe  to  localiBe  themiitelyes,  and  multi- 
ply without  being  washed    away   by  the 
blood  stximni.     Healthy  animals  can  get 
M^  vitliOQt  much  aj^parent  harm,  of  con- 
iiMktmble  doeet  of  pyogenic  cocci  if  they 
\m  gmdtuJly  introduccHJ  into  the  cireiila- 
tioo  in  tfiiapeusion  in  distilled  water^  stUt 
jiolttiioiiv  or  even   in   filtered   or  dialysed 
piM,     Beeidi?«  blood  clot^,  probably  many 
olher  factors  determine  the  arrest  of  cir- 
flnkkiing  ba4;teria  in  particular  places. 
4.  Tile  l^caiiftliiK  oftlie  Imciorin. 
uber  found  that  when  he  intlaine<^l  a 
nibbit*8  «mr  with  blistering  6uid,  and  then 
inocuhited  the  animal  with  anthrax,  the  bacilli  accumulated  in  the 
iiiflium>d  area.     The  effects  of  traumatism  in  causing  the  localisation 
of  dreulating  bacteria  are  well   kno\i^.      Kosenbacl^   Koch^r  and 
oibofa  hav^  caused  osteomyelitis  by  injuriiig  the  bone  either  before 
<>r  alter  the  intravenous  injection  of  Staphylococcus  aureua     Here 
tlw  tearing  of  the  yeeoels,  the  blood  clota,  and  the  lacemted  tissue^ 
aia  all  conducive  to  the  entanglement  and  arrest  of  bacteria.     To 
:l«nt  aimilar  intluences  are  at  work  in  causing  the  localisation 
4li«  bacteria  that  cause  pytemic  absoesaea* 
_    In  pyemia  the  micrococci  sometimea  loealise  themselves  upon  the 
^ihraa   of    the    heart   and    cause    nlc^ative  endocarditis.       This    is 
ilrfwtit#fl    by    the     usual    cardiac    murmurs   and    clinical    signs    of 
VBlvular  diaaase.     WyssokowitAch  caused  ulcerative  endocarditis  by 
ftna   Injuring   the    \'alvea   of    the   heart,   and    afterwai-ds  injecting 
pyofpuilc  cocci  int^i  th«  veins. 

5.  Tlie  rtaamrler  and  Nittttttiuii  of  the  pya^mlr  absceaa* 
^Fy«*mic  absceases  art*  almost  always  small  and  multiple,  but  now 
and  tlwn  solitary  abscf^s^es  of  some  size  are  met  with.  In  a  case  of 
tltis  kind  I  found,  in  fiddition  to  the  abscess,  numljers  of  Wctei^ial 
in  the  liver  and  kidneys.     The  pus  in  the  larger  abscesses  is 
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lium  was  affected  in  36*5  per  cent.,  and  the  myocardium  in 

26*8.     In  pjipniiii  due  to  other  causes  the  proportion  wa8  only  6*5 

per  ceJiL  for  Uie  |>ericardiuTn,  and   2   [ler  cent,  for  the  tnyocardium. 

'  Mr.  Stephen  Paget  says  that  in  eighteen  cases  of  acute  necrosis,  ten 

had  abscess  of  the  heart,  mid   eleven  abscess  or  infarction  o!  the 

Out  of    one   hundred  and    foi*ty    cases    of    pyieniia    after 

one  had  abscess  of  the  heai-t,  and  one  abscess  of  the 

Mr.  Paget  ha.s  also  shown  that  parotitis  is  common  after 

Irtjfulet  to  the  abdomen  and  pelvis,  and  is  often  pjiemic  in  origin. 

It  b  an  observation  as  old  as  Hippocrates  that  after  injuries  of 
the  cranium  and  its  venous  sinuses  pysemic  abscesses  are  formed 
in  tlie  liver  Out  of  two  hundred  and  seventeen  cases  of  pyiemia 
ttHvi*  it\)unes  involving  the  medulla  of  bone,  tifty-six  liad  abscess 
of  the  li\  er  and  twenty-eight  had  abscess  of  the  spleen.  In  sixty* 
seven  cases  of  pyasmia  after  injury  of  the  soft  partes,  four  had  abscess 
•f  ibe  liver  and  three  had  abscess  of  the  spleen.  Dn  Wilks  believes 
the  salivary  glands  are  especially  afieeted  in  the  pysemia 
foUows  typhoid  fever,  and  tlie  joints  in  that  which  follows 
fever.  When  pyaemia  follows  septic  phlebitis  of  the  portal 
the  pyiiMnic  aliscesaes  are  in  the  liver. 
6.  Tlie  poftt-morlein  aiipearnnces.— The  body  ts  emaciatetl 
and  the  skin  of  a  jaundice  hue.  Kigor  mortis  is  slight  ;  Ited-sore^ 
are  often  present.  A  septic  focus  such  as  ha-s  been  described  will  be 
fuunil,  with  the  neighbouring  veins  in  a  state  of  septic  tht-otnl^osis. 
Tlie  lymphatics  may  be  acutely  inflamed,  and  the  lymphatic  gknds 
swollen  or  suppurating.  Occasionally  the  seat  of  infection  is  hard 
tci  find,  but  its  absence  cannot  be  assumed  unless  every  part  of  the 
1)ody  has  been  examined,  especially  the  ear,  alimentary  canal,  and 
geuilo-nrinary  system.  The  blooil  is  <lark»  thin,  and  watery,  with 
little  tendency  to  clot,  and  pix)ue  to  decompose.  Its  red  cor- 
puscles are  diminished  and  the  white  increased  (leucocytosis — Birsch- 
Hirsclifeld). 

The  catties  of  tJus  heart,  especially  those  of  the  left  side,  may  be 
inflamed  and  ulcerated.  The  inBammation  may  affect  a  large  ex- 
tent of  the  endocardium.  The  mrou«  catnties  may  contain  serous, 
blood-stained,  purulent  or  foatid  fluid,  and  the  surface  of  the  heart, 
longs,  or  abdominal  viscera  may  be  covered  with  lymph.  On  mobile 
OTITIS  like  tlie  lungs  or  heart  this  is  often  rough.  Cerebral  or 
apiiiid  m«ningitifi  may  Ije  foutid. 

Tlie  viscem  are  usually  engorge<l  with  dark  blood,  especially  the 
Spleen,  kidneys,  and  lun^^H,     The  changes  found  ai-e  as  follows  t — 

'Ilie  fnwjB  are  usually  engorged  with  blo<Kl,  especially  towards 

their  bases,  and  often  have  areas  of  biY>ncho-pneunionia.     Beneath 

a  number  of  small   deep-red  or  opaque  white  elevations 

•0€ti  and  felL     Their  siae  is  valuable,  but  the  lai'gest  may 

lui¥e  a  diam<!ter  of   an   inch.      An  incision  shows  that  the  deep- 

t«d  paicheN  are   wedge-shaped  luemorrhagic  infarcts.     The  base  of 

'*ihe  wedge  i*  towaixls  the  surface.     Tliey   are  devoid  of  air,  solid, 

sink  in  wat^eri  and  look   like  damson   cheese ;    the  expression 
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ililer,  Miklei^  wrai,  hip,  i^nc!  8teii[icM:laricuIar  are  thone  iisuallj 
ln*ci ;  the  knee  the  most  often ,  and  then  the  othera  in  the  order 
'  in  whic^i  they  are  placed. 

The  clinical  phenomena  of  pyaemia,— Tlie  cHnicnl  history  of 

Mcate  pyiemitt  acoonls  with  tlu'  aecomit  given  of  its  jjathology. 

When  the  infective  material  which  causes  an  acute  pyiemia  ia 
imrodiicec}  into 
A  freah  wound 
an  inter  v^alf 
which  is  in 
romlitv*  -  -  -^ 

fpeneral 
wmptamM  be- 
sfin  Ttuiing 
rriiJ 
of 
I !  ury  diB- 
■  .  I'  ^r%  reac- 
tion w  «sU 
bliabedt  and 
tlie  baf^teria 
mttltiply  in  the 
wound.  The 
temparature  of 

f^n^lOll      how-  Pijf' «GI.^<AQOta  Suppumtire  NephritU  in  PyieiDia^  QlnineruliiT  vesMt'Is 
*       .  fntt  of  iDicrococoi,  with  auiroundtng  infiltrntioii  of  leooooylcs. 

£iUli»4'*  normal, 

in*  the  rijje  which  marks  traumatic  fever.  At  the  same 
ijl»e  and  respiration  are  accelerated.  After  this  interval 
Kptouis^  which  are  pathognomonic  of  pyi^mia^  nmy  be  expects! 
A  violent  rt^or^  which  shakes  the  befi,  occm-s,  and  whilst 
ti  ia  at  its  height  the  temperature  raf)i4lly  increases,  and  may  reach 
Kumi  nnuaual  degree^say  106^  to  107^  F.  The  rigor  is  followed 
hy  proftiise  sweating,  which  makes  the  bedclothes  wringiug  wet,  and 
the  trmperatare  falls  as  rapidly  a,s  it  ro8e,  but  seldom  falls  Ut  uortnaL 
During  the  rigor  the  pulse  and  respiration  are  accelerated,  HJid  the 
distressed. 
I  the  rigors  recur  at  irregular  intervala  The  iiTegular 
MKI  rapid  aflerations  in  the  temperature,  with  the  accomfjanying 
rigom.  are  typicnl  of  pyiemiti,  and  help  to  distinguish  it  from  ague, 
ntahiria,  acute  rheumatiKiu,  typhoid  fever,  and  septiciemia,  lu  the 
Isfit  there  is  usually  a  single  rigor  at  the  commencement^  and  it  ia 
oof  repeatctL  In  pyfrroia  a  continuance  of  the  ri^oi-s  renders  the 
|nof(iiOBS«  hopelMs.  A  single  rigor  soon  after  an  opi^ratiou  has  no 
[lartictikr  import.  It  may  merely  be  due  to  cold  and  exfHjsnre,  or 
to  the  neverity  of  the  operation*  and  will  not  recur  after  reaiaion  ia 
litalillidiedL     Rigora,  too,  are  comparatively  common  after  oiierations 


184 


PYEMIA, 


upon  thf'  urcthnij  proHtate,  or  bladder,  and  have  no  e8j>ecijil  gmvitj 
if  they  ure  early  iind  unaccompanied  with  othc?r  »igna  of  septic 
infection.  The  rigors  which  charactense  ague  or  tropiail  fevem  arr 
also  precipitated  by  operatiotis,  and  might  bo  a  souiioe  of  alarm  if 
their  origin  were  unsuKpected. 

The  8yiijptoin6  attendi»*g  pifmmic  ahacemea  vary  greatly,  A  rigor 
Uliually  mnrks  the  occurrence  of  a  fresh  infaix^tion  or  of  a  new  purulent 
de[>osit.  These  may  1>e  painlcsaa^  but  an  a  rule  they  cause  a  sudden  and 
acute  Blabbing  pain.  In  the  lungs  thin  is  ac^on)|>anied  witli  sliortnest 
of  breath,  the  fonuation  of  an  ai^a  of  dulnesi?,  and  tlie  exj>ectoration 
of  blood-Htaiiied  or  runty  spntum  ;  in  the  liver  by  swelling  of  the 
orgiin  and  by  jaundice  ;  in  the  spleen  by  enlargement ;  in  the  kidneys 
by  albuminuria,  somftinies  Ijy  hiematuria,  and  by  bacteria  in  the 
urine ;  in  the  eye  by  pain  and  l)lindnesB  and  increaseiJ  tension  ;  in  the 
brain  by  deliriuDJ,  coma,  and  cerebral  symptoms;  in  the  heart  by 
rapid  and  irregular  action  and  endocardial  murniui-s,  Abficeaaes  whick 
form  in  acet^ssible  jjositions  appear  witli  great  rapidity,  and  are  acoom- 
panit^  with  the  usual  signs,  as  ai-e  also  empyema,  pyo-pericardium, 
and  suppurative  jieritonitis.  The  joint  suppurations  which  compli- 
cate pytemia  stimulate  acute  rheumatism.  As  several  joints  may  lie 
involved,  and  as  they  have  all  the  clinical  features  of  acute  arthritis, 
tlie  mist&ke  is  easily  made.  However,  doubt  can  easily  and  safely  be 
set  at  rest  by  aseptic  puncture  with  an  aspirator  should  the  other 
clinical  signs  not  {mint  to  a  correct  diagnosis. 

In  some  inst^mces  no  local  symptoms  attend  the  filling  of 
joint  with  pus. 

In  pya*mia  the  patient g  aspect  Ijetokens  the  gi'aWty  of  the  dis 
The  complexion  in  pale  or  jaundiced,  the  eyes  are  sunken,  the  cheeks 
are  hollow,  and  the  lips  and  tongue  dry  or  coverall  with  aphthie^ 
ulcers,  or  sordcK.  Wasting  of  the  tissues  is  rapid,  and  bed-^sores 
soon  form.  The  mind  is  full  of  apprehension  and  very  despondent. 
Delirium  is  conmion.  The  bowels  may  be  continetl,  but  towards  the 
end  diarrhoea  is  not  infrequent  The  urine  is  svanty,  dark-coloured, 
and  of  high  specitic  gravity.  The  hi-eath  and  exhalations  are  sup* 
pjHed  to  have  a  peculiar  sweet  odour  in  pyiemia.  They  merely 
smell  the  same  as  old  cultures  of  pyogenic  cocci. 

Ah  we  have  already  seen,  tfi^  uHPinid  is,  as  a  rule,  in  a  stiite  of 
acute  septic  inflammation.  It  is  painfid,  throbbing,  hot,  swollen, 
red,  witli  inHammation  of  the  neaivjst  hpnpimtic  v^sseU  a^nd  gt^iimU* 
The  vehift  may  Ije  tender  to  the  touch,  hai-d,  and  plugged  with  clot 
The  discliargws,  the  blood,  and  the  urine  should  be  examined  bacteiio- 
logically.  The  urine  should  be  obtained  fresh  in  a  sterilised  test-tube* 
A  little  of  it  boiled  with  acetic  acid  gives  a  trace  of  albumen.  Coier- 
glass  preparations  of  the  sediment  yield  cocci  or  streptococci.  1  believe 
this  to  be  an  almost  constant  sign  if  pro{>erly  sought  for.  The 
aceoinpanying  specimen  was  obtained  from  the  urine  of  a  youth 
whose  leg  was  amputated  for  a  machine  accident  (Kig«  S4k  He  also 
had  streptococci  in  the  pus  in  his  joints  (Fig,  31). 

Recent    investigations    (Hheniugton)    tend    to    show     that    the 
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bacteria  do  not  escape  until  the  kidneys  have  been  injured  by  their 
presence;  or,  in  other  words,  that  normal  kidneys  do  not  excrete 
bacteria.  I  have  always  found  acute  disseminated  nephritis  and 
often  abscesses  when  the  pysemic  urine  has  contained  cocci. 

During  pyaemia  various  skin  eruptions  occur.  These  in  the  order 
of  their  frequency  are  erythema  migitins,  purpura,  papules,  pustules, 

▼esico-pustules,   urti-  

caria,  milium,  and 
sudamina.  The  ery- 
thema may  resemble 
erythema  nodosum 
or  be  like  German 
measles.  Recently  I 
have  seen  a  case  in 
which  it  was  mis- 
taken for  scarlatina. 
Makins  and  Abbott 
mention  a  case  of 
the  same  nature.  The 
rashes  of  pyemia  are 
similar  to  those  of 
septicaemia,  of  which 
Aulas  mentions  the 
following  varieties : 
zona  purpura,  simple 
or  papular  erythema, 
urticaria,  vesico-pus- 
tiilar,  and  miliary 
eniptiona  Some  of  these  are  very  rare,  but  in  neither  pysBmia  nor 
in  septicaemia  are  mistakes  likely  to  occur  if  a  thorough  examina- 
tion of  the  local  and  general  symptoms  be  made. 

Prognosis. — Death  from  pyaemia  is  seldom  delayed  beyond  the 
fortnight  The  average  duration  of  forty-one  cases  complicating 
acute  infective  osteomyelitis  was  twelve  days.  In  a  hundi'ed  and 
thirty-three  cases  of  ordinary  pyaemia  it  was  10-15  days  (Makins 
and  Abbott).  Recovery  from  pyaemia  is  a  slow  and  anxious  process, 
liable  at  any  time  to  be  complicated  with  rigors,  which  portend 
recrudescence  of  the  disease.  Recovery  only  ensues  when  the  pyaemia, 
which  has  had  an  acute  beginning,  has  been  chronic  for  a  long  period. 
The  prognosis,  therefore,  is  more  favourable  as  time  elapses.  The 
average  duration  of  four  cases  which  recovered  was  one  himdred  and 
thirteen  days,  and  in  four  others  the  duration  was  thirty-one  days, 
one  hundred  and  forty-three  days,  one  hundred  and  ninety-three  days, 
and  eighty-six  days  respectively  (Makins  and  Abbott).  The  pro- 
gnosis is  more  favourable  when  the  pyaemic  abscesses  attack  the  limbs, 
or  are  confined  to  the  areolar  planes.  The  prognosis  is  most  unfavour- 
able when  the  abdominal  and  thoracic  viscera  are  affected.  The 
only  difference  betwixt  acute  and  chronic  pyaemia  consists  in  their 
duration  and  in  the  severity  of  the  symptoms. 
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Treatment. — ^The  treatment  of  pyaemia  is  preventive  and  cura- 
tive. The  preventive  trecttment  of  pyaemia  mainly  consists  in  the 
coiTect  practice  of  antiseptic  surgery.  The  only  case  of  pyaemia 
which  I  have  had  was  after  an  amputation  for  an  acute  osteomyelitiB 
of  the  femur.  In  this  it  had  undoubtedly  arisen  before  the  opera- 
tion. Cases  of  suppuration  of  amy  kind  are  to  be  isolated  ais  far  as 
possible,  and  all  who  are  in  contact  with  them  taught  the  dangers 
of  the  conveyance  of  infection  from  them.  These  remau'ks  apply 
with  greater  force  to  cases  of  pyaemia. 

Some  of  the  dangers  of  infarction  and  embolism  may  be  obviated 
by  keeping  the  patient  absolutely  at  rest.  I  have  seen  a  fatality 
which  seemed  directly  caused  by  neglect  of  this  precaution. 

The  curcUive  treatment  of  pyaemia  is  exceedingly  unsatisfactory — 
drugs  are  of  no  avail  Full  doses  of  quinine  help  to  diminish  the 
severity  of  the  rigors.  Every  effort  should  be  made  to  sustain  the 
strength  with  concentrated  and  peptonised  foods,  and  with  alcohol. 
The  latter  may  be  administered  in  considerable  quantities  in  the  form 
of  bi*andy,  poi-t,  burgundy,  or  champagne.  If  pain  be  severe,  ano- 
dynes niay  be  given  to  relieve  it  and  induce  sleep.  Abscesses  should 
be  opened  early  whenever  they  occur  in  accessible  places.  A  pyemic 
abscess  is  a  new  focus  from  which  a  fresh  invarsion  of  microcooci 
and  of  ptomaines  may  enter  the  blood.  The  most  rigorous  attempts 
should  be  made  to  open  up  and  disinfect  the  focus  of  infection. 
When  this  is  in  the  tympanum  or  mastoid  antrum  the  internal 
jugular  vein  should  also  be  exposed  in  the  neck  and  ligature  if  there 
l)e  evidence  that  there  is  a  septic  clot  in  the  lateral  sinus.  Mr. 
Glutton  has  published  a  case  of  this  kind  which  recovered,  altbou^ 
abscesses  had  formed  in  some  of  the  joints.  When  the  pyaemia  *is 
due  to  acute  infective  osteomyelitis,  amputation  ought,  in  some  caaea, 
to  be  performed,  especially  if  there  be  no  evidence  of  abficeeses  or 
infarcts  in  internal  organs. 

The  suppurating  joints  ought  to  be  incised  and  drained.  This 
is  usually  followed  by  relief,  and  does  not  necessarily  end  in  anky> 
losis  should  the  patient  eventually  recover.  Should  the  suppurative 
arthritis  have  damaged  the  joint  irretrievably  it  would  l>e  better  to 
amputate  the  limb,  than  to  run  the  risks  of  prolonged  suppuration. 
To  prevent  pathological  dislocations  and  displacements  of  the  joints, 
the  limbs  ought  to  be  put  in  suitable  splints  and  apparatus. 
Whatever  incisions  or  operations  are  performed  in  pyaemia,  ahoold 
be  done  under  the  usual  antiseptic  precautions.  Although  the 
abscesses  contain  pyogenic  cocci,  yet  they  are  capable  of  being 
infected  with  other  bacteria. 

In  chronic  pyaemia  similar  principles  are  to  be  foUowtsd. 
Abscesses  should  be  opened,  but  there  is  less  need  of  haste  in 
performing  amputation  or  incision.  The  further  danger  of  damage 
to  the  kidneys,  as  evidenced  by  albuminuria,  and  of  amyloid  d*-^ 
generation  of  them  and  other  organs,  has  also  to  be  reckoned  wilL 
in  chronic  pyaemia  sea-air  sometimes  works  wonders. 


IX.     TETANUS   AND   TETANY. 

By  C.  B.  lock  wood,  F.R.C.8., 

Assitiant-Surgeon  to  St.  Bartholomew* $  Ho»piUd  ;  Surgeon  to  the  Great  Northern 

Hospital. 


DefinitioXL — Tetamis  (Greek,  reivw,  I  stretch  ;  rirayoc,  a  sti-etch- 
ing)  is  one  of  the  traumatic  infective  diseases  in  which  the  poison, 
acting  through  the  nervous  system,  causes  violent,  continuous, 
painful  contractions  of  the  voluntary  muscles  of  the  body. 

The  muscular  spasms  which  are  characteristic  of  the  disease  are 
of  the  tonic  kind,  being  continuous ;  they  are,  however,  liable  to 
exacerbations  marked  by  violent  intermittent  clonic  contractions, 
followed  by  periods  of  comparative  rest,  though  very  seldom  by 
complete  relaxation.  Special  groups  of  muscles  are  affected  in  an 
almost  constant  order,  and  the  disease  runs  a  rapid  and  fatal  course. 

When  muscular  spasms  begin  gi*adually,  persist  evenly  for  some 
time,  and  then  gradually  subside,  they  are  called  "tonic  spasms." 
But  when  the  onset  is  sudden,  the  contractions  violent  and  intermit- 
tent,  with  sudden  cessation,  they  are  called  "clonic." 

iEtioloSfy. — ^Tetanus  is  now  a  comparatively  rare  disease  in 
European  hospitals.  During  sixteen  years,  from  1878  to  1893,  only 
thirty-one  cases  of  it  were  treated  in  St  Bartholomew's  Hospital. 

Climate. — In  the  tropics  it  is  a  common  disease,  especially  among 
n^ro  infants ;  indeed,  all  the  dark  races  seem  to  possess  a  special 
proclivity  to  tetanus.  Generally  speaking,  the  inhabitants  of  warm 
countries  suffer  more  than  those  of  cold  or  temperate  climate.s. 
Nevertheless,  more  cases  occur  in  England  in  winter  than  in 
summer.  Military  surgeons  have  observed  that  those  who  were 
wounded  during  inclement  weather  were  more  likely  to  die  of  tetanus 
than  those  injured  when  the  weather  was  salubrious. 

Seoc — ^Tetanus  is  much  commoner  in  males  than  in  females.  The 
proportion  usually  given  is  four  to  one.  Out  of  thirty-one  persons 
treated  for  tetanus  in  St.  Bartholomew's  Hospital,  three  were  females, 
and  twenty^eight  men.  The  greater  liability  of  males  to  injuries  will 
go  far  to  explain  this  disproportion,  although  the  excess  might  be 
expected  to  have  been  reduced  if  the  lesions  incident  to  parturition 
be  taken  into  oonaideration^ 
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It  has  not  been  shown  that  females  enjoy  any  especial  immunity, 
nor  is  the  raoi-tality  of  the  disease  less  high  in  that  sex. 

Constitutuyiud  condition, — This  has  little  to  do  with  the  liability 
to  tetanus,  except  that  those  who  are  young  and  debilitated  are 
more  easily  affected  by  a  given  dose  of  the  poison  than  those  who 
are  mature  and  strong.  But  not  only  the  quantity  of  the  dose, 
but  also  its  quality,  and  the  manner  of  its  introduction,  have  to  be 
taken  into  consideration. 

Injury, — When  accompanying  a  wound,  tetanus  is  called  "  trau- 
matic/' In  the  absence  of  any  obvious  wound  or  puncture,  it  is 
called  '*  idiopathic,"  but  since  the  infective  nature  of  the  disease  has 
been  better  known,  and  the  point  of  inoculation  has  been  more  dili- 
gently sought  for,  idiopathic  tetanus  has  become  a  rapidly-decreasing 
disease. 

It  may  follow  the  most  trivial  injuries.  The  prick  of  a  thorn  or 
of  a  hypodermic  needle,  the  bite  of  an  insect,  the  impaction  of  a 
fish-bone  in  the  fauces,  a  slight  graze  upon  the  pinna,  the  piercing 
the  ears  for  ear-rings,  circumcision,  and  a  slight  woimd  of  the  tongue, 
have  all  sufficed  to  inoculate  the  diseasa  Anomalous  cases  ^ve 
been  described  by  competent  observers.  In  these  tetanus  has  fol- 
lowed subcutaneous  injuries,  such  as  a  contusion  of  the  back  (Mor- 
gagni),  a  dislocation  of  the  finger  (Kichelot),  the  eflfort  to  prevent  a 
fall  (Yemeuil),  or  the  blow  of  a  whip-lash  upon  the  face,  the  skin 
being  unbroken  (Watson).  The  minute  wound  by  which  the  inocu- 
lation may  have  occurred  is  often  healed  long  before  the  symptoms  of 
tetanus  commence,  and  thus  may  easily  have  been  overlooked.  The 
records  of  cases  prior  to  our  knowledge  of  the  infective  nature  of 
tetanus  are  not  very  trustworthy.  As  a  rule,  the  word  *'  idiopathic  " 
meroly  means  that  a  lesion  has  not  been  looked  for  or  has  not  been 
found. 

In  traumatic  tetanus  the  starting-point  is  most  often  a  wound  <tf 
one  of  the  extremities.  This  is  merely  because  wounds  of  the 
extremities  are  by  far  the  most  frequent.  Tetanus  may  follow  any 
kind  of  wound,  but  is  commonest  aiter  those  which  are  punctured, 
lacerated,  or  septic. 

As  actual  examples  may  be  mentioned  three  consecutive  cases 
that  were  caused  respectively  by  a  stick  driven  into  the  fieu^e,  a 
splinter  of  wood  driven  into  the  finger,  and  a  rusty  nail  driven  into 
the  foot.  In  each  instance  the  implement  had  been  in  the  earth. 
Wounds  and  compound  fractures  caused  by  the  wheels  of  vehides  are 
also  apt  to  be  followed  by  tetanus ;  also  gunshot  wounds,  especially 
those  which  occur  in  war,  and  which  do  not  have  immediate  and 
profjer  attention.  Tetanus  has  occurred  after  wounds  inflicted  by 
the  surgeon,  and  has  been  met  with  after  all  kinds  of  amputations, 
excisions,  herniotomies,  ligature  of  arteries,  and  even  after  trivial 
operations — such  as  tenotomy,  ligature  of  hsemorrhoids,  ligature  of 
varicocele,  or  evulsion  of  toe-nails.  All  these  accidents  betoken  want 
of  care  in  antiseptic  precautions.  One  surgeon  is  said  to  have  lost 
ten   major  operations  from  tetanus  before  he  discovered  that,  hii 
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haemostatic  forceps  were  infected  (Roswell  Park).  In  the  tropics 
tetanus  is  exceedingly  liable  to  follow  severance  of  the  umbilical 
cord  (trismus  neonatorum).  Mr.  Mandy  suggests  that  this  is 
due  to  earth  contamination,  as  all  the  nurses  are  field-labourers. 
Wounds  that  are  followed  by  tetanus  are,  as  a  rule,  septic.  Sup- 
puration, ulceration,  sloughing,  and  phagedsena  are  frequently  asso- 
ciated with  the  sepsis.  An  ulcer  caused  by  an  ill-fitting  plaster  of 
Paris  case,  which  had  been  applied  for  tuberculous  disease  of  the 
ankle,  was  the  starting-point  in  a  case  in  St.  Bartholomew's  Hospital, 
and  foul  and  sloughing  bums  sufficed  in  two  others.  A  dustman  was 
inoculated  through  a  chi*onic  ulcer  of  the  leg  which  had  existed 
fifteen  years,  and  two  other  men  with  chronic  ulcers  of  the  legs  died 
with  most  acute  tetanus.  Evidently  the  wound  need  not  be  a 
recent  one. 

An  account  of  the  bacillus  of  tetanus  will  be  found  on  page  44. 

Period  of  incnbatioXL — After  inoculation  the  onset  of 
tetanus  is  always  preceded  by  a  period  of  incubation,  during  which 
the  patient  may  seem  quite  well,  although  careful  inquiry  usually 
elicits  that  indefinite  symptoms,  feverishness,  epistaxis,  or  shivering 
have  preceded  the  attack.  No  definite  limit  can  be  assigned  to  this 
period  of  incubation.  In  the  Peninsular  War,  during  which  tetanus 
was  very  prevalent,  it  was  never  longer  than  the  twenty-two  days. 
In  a  child  aged  4  years  tetanus  began  on  the  fourth  day,  in  a  youth 
of  14  on  the  tenth  day,  and  in  a  strong  young  man  on  the  sixteenth. 
The  period  of  incubation  seems  to  be  shorter  in  childhood,  but  the 
second  week  is  the  period  during  which  the  attack  is  most  likely  to 
occur.  Those  oases,  in  which  th^  convulsions  supervened  directly 
after  the  injury,  are  probably  spurious.  Trismus  neonatorum  is 
popularly  called  '^  nine-day  fits,''  from  the  time  after  birth  at  which 
the  disease  usually  commences.  In  such  cases  as  those  of  bum, 
chronic  ulcer,  and  septic  wound  it  must  obviously  be  very  difficult 
to  say  exactly  when  the  bacillus  was  introduced. 

Degrees  of  tetanus. — Tetanus  is  called  acute  or  chronic, 
according  to  the  severity  of  the  S3rmptoms.  In  acut«  tetanus  the 
incubation  is,  as  a  rule,  short.  The  onset  of  the  symptoms  is  quick, 
and  they  soon  culminate  and  mn  a  rapid  course.  The  end  is  almost 
invariably  fataL  In  chronic  tetanus  the  incubation  is,  as  a  rule,  a 
long  one.  The  symptoms  appear  gradually,  are  mild  and  prolonged, 
and  gradually  disappear.  Recovery  is  comparatively  frequent.  How- 
ever, this  distinction  of  acute  and  chronic  tetanus  is  decidedly 
artificial     Intermediate  degrees  of  severity  are  frequently  met  with. 

Symptoms  of  tetanus. — It  has  been  already  stated  that  tetanus 
is  a  disease  of  the  nervous  system,  manifested  by  tonic  spasms  of 
the  voluntary  muscles.  Various  groups  of  voluntary  muscles  may 
be  afiected.  Those  supplied  by  the  motor  division  of  the  fifth  nerve,  by 
the  seventh,  by  the  spinal  accessory,  and  nerves  of  the  cervical  plexus 
are  osaally  the  first  to  sufier  wherever  the  original  injury  may  have 
Very  often  the  muscles  of  the  neck  are  the  first  to  contract, 
jMttwb  the  patient  thinks  he  has  got  a  stifi*  neck  from  sitting  in  a 
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draught,  or  that  he  is  suffering  from  a  slight  attack  of  rheumatism. 
The  muscles  of  mastication  are  involved  at  an  early  staga  The  con- 
tracted temporals  and  masseters  stand  out  in  bold  relief,  and  the 
jaws  are  tightly  clenched.  This  very  constant  symptom  has  given 
rise  to  the  popular  name  of  the  disease — **  lockjaw/'  The  scientific 
designation  of  this  symptom  is  trismus.  At  first  the  spasm  is 
incomplete,  and  can  be  increased  voluntarily  ;  but  it  afterwards 
increases,  and  at  times  the  muscular  spasms  clash  the  teeth  violently 
together,  causing  them  to  fracture,  and  sometimes  lacerating  the 
tongue  or  cheeks.  The  sjonptoms  may  begin  with  difficulty  in 
swidlowing,  as  in  the  case  of  a  man  who  cut  the  tip  of  his  finger  off 
with  a  pair  of  shears.  This  symptom  is  due  to  spasm  of  the  muscles 
of  the  fauces  and  pharynx. 

When  the  tetanic  spasms  affect  the  muscles  of  expression,  a 
cha^*acteristic  feature  of  the  disease,  the  risua  sardonicti^y  is  produced. 
In  this,  as  Sir  Thomas  Watson  forcibly  says,  ''The  forehead  is 
corrugated  and  the  brow  knit,  the  orbicular  muscle  of  the  eye 
rigid,  the  eyeball  motionless  and  staring,  the  nostril  spread,  the 
comers  of  the  mouth  are  drawn  back,  the  set-teeth  exposed,  and  all 
the  features  fixed  in  a  ghastly  grin."  When  the  tetanic  contractions 
seize  the  muscles  of  the  trunk,  those  of  the  abdomen  and  back  suffer 
most.  The  powerful  extensors  of  the  back  may  act  with  such 
violence  that  the  trunk  becomes  rigid  and  is  thrown  from  the  bed 
with  the  back  arched  and  the  abdomen  projected  into  the  air,  so 
that  the  patient  is  supported  upon  his  head  and  his  heels.  This 
oohdition  is  called  opisthotonos.  The  abdominal  muscles  are  nearly 
always  contracted  in  tetcuius,  and  tisually  at  an  early  stage.  Their 
rigidity  gives  a  peculiar  boaitl-like  feeling  to  the  abdomen,  which  is 
very  characteristic.  When  violent  clonic  spasms  supervene  upon 
the  tonic  contraction  of  the  abdominal  muscles  the  trunk  may  be 
bent  forwards,  so  that  the  chin  touches  the  knees.  This  condition, 
which  is  the  reverse  of  opisthotonos,  is  called  eraprosthotonos.  The 
diaphragm  and  the  other  muscles  of  ordinary  and  of  extraordinary 
respiration  may  all  undergo  spasmodic  contractions,  and  respiration 
becomes  impossible,  the  chest  being  held  as  if  in  a  vice  (Watson). 
Sometimes  the  body  is  bent  to  one  side  by  the  muscular  oontractiona. 
This  is  one  of  the  rarer  manifestations,  and  is  called  pleurostltotcnot. 
Should  the  muscular  spasms  balance  one  another,  so  that  the  body 
remains  stiff  and  rigid  like  a  statue,  the  condition  is  called  orthatonat. 
The  muscles  of  the  limbs  seldom  escape.  Their  contractions  are 
sometimes  so  violent  that  the  muscles  are  torn  across,  and  the  th]|^ 
bone  even  has  been  broken.  As  a  rule,  the  limbs  are  extended,  wiUi 
stiffness  of  the  joints,  those  nearest  the  trunk  being  more  stiff  than 
the  others.  Oftentimes  the  hands  and  feet  are  quite  unaffected 
although  I  have  seen  the  hands  tightly  clenched.  When  many 
groups  of  muscles  are  implicated  at  once  the  whole  body  is  con- 
vulsed.    These  tetanic  convulsions  precede  the  fatal  ending. 

In  tetanus  produced  experimentally  in  animals,  the  spasms  oflten 
begin  in  the   groups  of  muscles  nearest   the  point  of  ' 
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A  child  nnder  my  care  ran  a  stick  into  his  face  whilst  playing 
in  the  gaitlen.  Four  days  afterwards  the  facial  muscles  began  to 
twitch,  and  this  was  followed  by  trismus  and  opisthotonos.  Similar 
instances  are  mentioned  by  Fagge  and  others.  According  to  Rose, 
of  Zurich,  facial  paralysis  may  accompany  tetanus,  especially  when 
the  original  lesion  is  in  the  distribution  of  the  facial  nerve.  In 
these  circumstances  an  ascending  neuritis  is  supposed  to  ensue,  and 
to  cause  swelling  with  compression  of  the  nerve  within  its  bony 
canal. 

The  tetanic  muscles  feel  as  hard  as  stones,  and  their  bellies  stand 
out  in  knotted  masses.  They  are  the  seat  of  horrible  pain,  com- 
parable to  that  of  violent  cramp.  Oftentimes  their  fibres  rup- 
ture, causing  bruising  and  extravasations  of  blood.  Even  such 
muscles  as  the  psoas  and  rectus  femoris  have  been  found  to 
be  torn  across.  The  affected  muscles  are  usually  painful  when 
manipulated. 

Tlie  pcmKCf/sms  of  clonic  spasm,  which  supervene  upon  the 
tonic  spasm,  do  not  occur  spontaneously  at  the  beginning  of  the 
disease,  but  are  usually  excited  by  some  trifling  irritant  acting 
through  any  of  the  senses.  For  instance,  they  may  be  caused  by 
sounds,  such  as  the  banging  of  a  door,  the  moving  of  furniture, 
or  by  loud  voices.  They  are  also  excited  by  strong  light,  by  vibra- 
tions, by  joltings,  by  currents  of  air  upon  the  skin  or  the  contact 
of  bed-clothes,  by  the  patient's  own  efforts  to  eat  or  drink,  or  even 
by  his  emotions. 

The  difficulty  in  swallowing,  and  the  dyspnoea  caused  by  efforts 
to  drink,  simulate  hydrophobia.  Indeed,  the  resemblance  is  some- 
times so  close  that  a  tetanus  hydrophobiciis  has  been  described.  In 
this  the  muscles  of  the  face,  as  well  as  those  of  the  larjrnx  and 
pharjrnx,  are  especially  involved.  However,  the  resemblance  be- 
twixt tetanus  and  hydrophobia  is  very  slight  in  ordinary  cases. 

From  the  above  it  will  be  noted  that  the  spasms  of  tetanus  are 
to  no  small  extent  reflex  in  their  nature.  A  slight  peripheral 
efferent  stimulus,  acting  upon  the  over-irritable  nerve-oenti*es  of 
the  medulla  oblongata  and  spinal  cord,  produces  through  the 
efferent  nerves  violent  tonic  and  clonic  spasms.  The  nature  of 
the  poison  which  causes  the  exalted  reflex  activity  of  the  nerve- 
eentres  will  be  discussed  later.  It  is  to  be  noted  that  as  the  disease 
progresses  the  spasms  become  more  spontaneous,  and  recur  with 
augmented  violence,  frequency,  and  pain. 

In  tetanus  the  general  condition  suffers  less  than  might  be  ex- 
pected from  the  severity  of  the  symptoms.  The  mind  is  clear,  though 
full  of  apprehension.  There  may  be  slight  delirium  towards  the 
dose.  Sleeplessness  prevails,  although  patients  have  been  known 
to  fall  asleep  spontaneously,  the  muscles  becoming  soft  and  yielding 
for  the  time. 

Verboogen  and  Baert  mention  a  rash  like  erysipelas  which  fre- 
qaently  precedes  the  acute  symptoms.     What  was  thought  to  have 

.  an  erysipel^  preceded  tetanus  in  the  case  of  a  youth  who  whs 
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in  St.  Bartholomew's  Hospital  with  a  septic  and  lacerated  wound 
of  the  buttock. 

Fever  is  not  a  necessary  accompaniment  of  tetanus.  The  tem- 
perature is  sometimes  normal  throughout  an  attack.  Aa  a  rule, 
however,  a  moderate  rise  of  temperature  is  met  with,  the  ther- 
mometer registering  100®  F.  to  102®  F.  Just  before  death,  as 
Wunderlich  pointed  out,  hyperpyrexia  is  common.  Thus  a  tempera- 
ture of  110®  F.  has  been  seen  before  death,  and  immediately  after 
has  risen  to  112°  F. 

As  a  rule,  profuse  perspiration  accompanies  the  tetanic  convul- 
sions. The  exudation  may  be  sufficient  to  soak  the  garments  of  the 
patient  and  the  bed-clothes.  It  has  been  supposed  by  some  that  this 
free  secretion  of  sweat  has  a  ^vourable  influence  upon  the  course  of 
the  disease,  and,  therefore,  it  has  been  promoted  by  vapour  baths, 
and  by  the  subcutaneous  injection  of  pilocarpina  Both  of  these 
remedies  have  enjoyed  some  repute. 

In  tetanus  the  puUe  only  undergoes  such  alterations  as  might  be 
expected  to  be  caused  by  the  violent  exertions  of  the  muscles.  At 
first  it  is  natural,  and  merely  increases  in  frequency  during  the  con- 
vulsions. When  exhaustion  supervenes,  it  beats  feebly,  and  with 
uncountable  rapidity.  By  some  this  last  symptom  has  had  import- 
ance attached  to  it,  and  it  has  been  considered  a  sign  of  paralysis 
of  the  vagus.  Many  patients  die  from  sudden  cessation  of  the  heart's 
beat.  It  is  much  disputed  whether  this  is  due  to  cardiac  paralysis 
or  to  caixliac  spasm. 

Respiration  is  unembarrassed  so  long  as  its  muscles  are  unaflfected. 
It  merely  becomes  deeper  and  quicker  during  the  convulsions.  But 
when  the  abdominal  muscles  become  rigid,  they  cease  to  act  in  ex< 
piration,  and  as  the  muscles  attached  to  the  thorax  become  tetanic, 
the  chest  is  held  "  as  if  in  a  vice,"  and  dyspnoea  becomes  an  urgent 
symptom.  The  diaphragm,  without  doubt,  participates  in  the  tetanic 
spasm,  and  its  forcible  contractions  help  to  account  both  for  the 
dyspnoea  and  for  the  pain  which  is  so  often  complained  of  in  the 
sternum  and  pit  of  the  stomach.  The  fear  of  impending  sufTocatum 
is  one  of  the  most  painful  features  of  this  horrible  disease. 

The  spasm  of  tJie  respiratory  muscles  may  be  so  extreme  as  to 
cause  sudden  death,  and  sometimes  this  occurs  at  a  very  early  stage. 
It  is  also  probable  that  the  muscles  of  the  glottis  may  be  involved  in 
the  spasm,  the  patient  becoming  deeply  cyanosed  during  the  closiure 
of  that  aperture.  In  the  case  of  a  man  aged  27,  who  was  inoculated 
through  an  ulcer  caused  by  a  plaster  case,  tracheotomy  was  per- 
formed without  any  relief  of  the  dyspnoea  and  cyanosis.*  But  aooord- 
ing  to  Bauer,  the  danger  of  dyspnoea  is  always  obviated  by  the 
muscular  relaxation  spontaneously  caused  by  the  carbapiii  acid 
poisoning. 

The  urine  is  usually  normal  in  tetanus,  although  albununiirift  and 
htematuria  are  said  to  have  been  observed.  Both  of  these  < 


*  St.  Bartholomew's  Hospital  Beports,  1884»  «.i    ,«-«^ 
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met  with  in  other  infective  diseases.  Perhaps  a  more  careful  record 
would  show  that  they  occur  oftener  than  is  suspected.  When  the 
sweating  is  very  profuse,  the  quantity  of  urine  is  diminished,  and 
inability  to  swallow  liquids  brings  about  the  same  result.  Owing  to 
spasm  of  the  compressor  urethrse  and  the  rigidity  of  the  abdominal 
muscles,  there  may  be  i*etention  of  urine.  It  is  important,  therefore, 
that  the  state  of  the  bladder  be  always  ascertained. 

Obstinate  constipation  is  constant  in  tetanus.  The  tongue  is  foul 
and  the  bowels  refuse  to  act  for  days  together.  The  constifjation 
cannot  be  altogether  explained  by  attributing  it  to  the  condition  of 
the  expiratory  muscles  or  to  spasm  of  the  sphincter.  It  is  seen  at 
the  b^^ning  of  an  attack,  and  long  before  those  muscles  are  in- 
volved. Ordinary  mild  purgatives  are  powerless  to  overcome  it,  and 
such  drugs  as  croton  oil  do  not  always  act,  unless  in  full  doses.  The 
motions  are  of  a  dark  colour,  and  sometimes  abominably  foetid. 

Diagnosis  of  tetanus. — The  differential  diagnosis  of  traumatic 
tetanus  ought  to  offer  few  difficulties. 

(1)  Trismt4s,  and  even  opisthotonos,  are  sometimes  simulated  by 
hysterical  females.  However,  the  other  features  of  the  disease  are 
wanting,  and  an  anaesthetic  at  once  puts  any  doubt  at  rest.  The  im- 
paction of  a  wisdom  tooth,  or  inflammatory  affection  of  the  jaws,  may 
also  cause  a  spurious  kind  of  trismus.  The  finger  would  promptly 
detect  this  occurrence.  The  retraction  of  the  head  is  much  alike 
both  in  tetanus  and  in  cerebro-spinal  meningitis.  The  cephalalgia, 
high  temperature,  vomiting,  optic  neuritis,  paralysis,  stupor  and 
coma  which  accompany  the  latter  disease  suffice  for  its  discrimination. 

(2)  It  has  been  already  mentioned  that  there  is  a  resemblance 
betwixt  tetanus  and  hydrophobia;  but  in  hydrophobia  there  is  no 
trismus,  and  in  the  intervals  between  the  convulsions  there  is  a 
complete  absence  of  spasm. 

(3)  In  strydmia  poisoning  the  convulsions  are  tetanic  in  char- 
acter, and  there  may  be  pronounced  opisthotonos,  with  spasms  of  the 
muscles  of  respiration.  The  suddenness  of  the  onset  of  the  muscular 
spasms,  the  rapidity  with  which  they  become  general,  the  absence  of 
muscular  rigidHty  during  the  intervals,  the  discovery  of  strychnia  and 
brucia  in  the  urine,  the  rapidity  with  which  death  or  recovery  occui's, 
and  spasm  of  the  muscles  of  the  hands  (Fagge),  may  all  be  adduced 
as  aids  to  differential  diagnosis. 

(4)  Tetany  is  dealt  with  on  page  200. 

Prognosis  of  tetanus. — The  prognosis  of  tetanus  is  most  un- 
favourable. At  Guy's  Hospital  72  cases  wei*e  treated  between  182-^ 
and  1857,  inclusive^  and  60  of  them  died.  At  St  Bartholomew's 
Hospital  31  cases  were  treated  between  1878  and  1893,  inclusive,  and 
of  these  20  died.  It  is  also  to  be  noted  that  nearly  all  the  cases 
which  recover  are  either  chronic  or  "  idiopathic." 

The  so-oalled  idiopsthio  tetanus  seems  less  fatal  and  more  chronic 
than  ULiuiii^itir  U'UuiU.v  Fur  obvkms  rca^tjii^  the  tinjt  cIels.**  has 
hitherto  Ijet-ii  twimitted  into  the  inedieal  wanin,  atici  1  find  that  at 
BU  BartUolom#3w'fi  Hospitnl,  out  ol  eight  such  tiasas,  tive  recovered  ; 
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>«iK4«^cv  Aiv  /i  tw^itv-thi'ee  cases  treated  in  the  surgical  wards,  no  less 
uK^  ^^^uDtf^reii  «iH^).  Of  the  six  surgical  cases  which  recovered,  it  is 
>Mu^sft  9^1  9>in!>^  were  idiopathic.  It  may  be  assumed,  perhaps,  that 
\i  nbf&  voi^i  of  inoculation  be  so  minute  as  to  have  been  overlooked, 
Aft^  iJw'  \t»s^^  therefore,  called  idiopathic,  that  only  a  very  small  doee 
v>*  ^^f«^»u«  Kiicilli  can  have  been  introduced.  Recoveiy  is  more  likely 
x»  M«  AtMok  which  has  had  a  long  incubation,  which  is  mild  in  its 
syiia|>9iM»«  and  prolonged  in  its  course.  However,  danger  is  to  be 
«|>|>«>^h^nded  so  long  as  the  spasms  continue.  Since  Hippocrates, 
*xir\  i\*iil  lH\vond  the  fourth  day  of  the  attack  has  been  considered  a 
f»\\mmblo  indication.  Few  cases  die  before  the  .third  day.  As  a 
nilt*  toUnus  is  fatal  between  the  third  and  seventh  day  (Fagge). 

IVath  may,  nevertheless,  be  much  deferred.  It  has  ensued  upon 
th«*  twenty-eighth,  thirty-second,  and  thirty-ninth  days.  In  a  case 
of  Mr.  Golding-Bird's,  the  spasms  subsided  upon  the  fifty-first 
day,  but  the  patient  (a  boy)  became  emaciated  and  covered  with 
iHHl-aores,  and  ultimately  died  upon  the  hundred  and  seventh  day. 
Ot^th  from  prostration  and  exhaustion  seems  not  unusual  after  the 
subaidence  of  tetanus.  Convalescence  is  usually  slow,  and  some 
Htiffness  and  spasm  may  persist  for  many  weeks,  or  even  months, 
aftt^r  the  attack. 

Morbid  anatomy. — Injuries  to  nerves  have  always  been 
supposed  to  play  an  important  part  in  the  pathology  of  tetanus.  It 
has  been  much  discussed  whether  injuries  of  the  great  trunks  or 
their  smaller  branches  were  the  most  likely  to  cause  the  disease. 
Weir  Mitchell  collected  statistics  which  showed  that  the  peripheral 
nerves  were  most  involved.  He  says  "the  tendency  towards 
irritation,  resulting  in  spasm,  seems  to  increase  as  the  nerves  divide 
and  approach  the  skin.''  Now,  of  course,  we  know  that  tetanus  is 
an  infective  disease,  and  is  almost  invariably  inoculated  through  the 
skin,  80  that  the  peripheral  nerves  nmst  be  implicated.  Tetanus 
leaves  no  characteristic  poat-mortem  signs.  A  wound  can  usually  be 
found,  and  it  is,  as  a  rule,  obviously  septic.  Rigor  mortis  is  generally 
well  marked.  Laceration  of  muscles  and  ecchymoses  may  be  present 
when  the  convulsions  have  been  severe.  The  thoracic  and  abdominal 
visceiti  may  ap|>ear  normal,  but  sometimes  there  is  engorgement  of 
the  spleen  and  kidneys,  as  in  other  infective  diseases  (Yerhoogen  and 
Baert).  When  death  has  been  due  to  suffocation,  the  heart  and 
lungs  will  show  the  usual  characteristic  signs.  In  the  nervous 
system  the  spinal  cord  and  its  membranes  have  been  found  congested 
and  inflamed.  However,  as  is  well  known,  congestion  of  the  spinal 
cord  is  apt  to  be  caused  by  the  gravitation  of  blood  into  its 
capacious  and  valveless  veins,  or  to  dyspnoea.  Perhaps  a  little  moro 
importance  may  be  attached  to  areas  of  softening,  which  have  been 
noted  V)y  Clarke  and  others  in  the  grey,  and  sometimes  in  the  white, 
matter  of  the  cord.  It  is,  however,  a  question  how  far  these  are 
due  to  decomposition.  The  brain,  especially  the  pons  and  medulla 
oblongata,  may  also  be  congested  in  a  manner  similar  to  the  OQldi 
and  probably  for  similar  reasons.     Small  localised  haemorriiagieB  liavs 
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been  found  in  the  substance  of  the  spinal  cord  and  of  the  medulla 
oblongata. 

The  peripheral  nerves  which  are  connectcfd  with  the  wound  are 
frequently  in  a  condition  of  acute,  septic,  ascending  neuritis.  This 
may  have  proceeded  as  far  as  softening  or  sloughing.  Carle  and 
Battone  caused  tetanus  with  portions  of  inflamed  nerves,  and 
Giordano  produced  it  with  pus  from  the  sheath  of  a  nerve.  Ecchy- 
moses  ai-e  sometimes  seen  in  the  sheaths  of  the  inflamed  nerves.  In 
doubtful  cases  light  might  be  thrown  upon  the  cause  of  death  by 
inoculation  experiments  upon  rodents.  The  pus,  margin  of  the 
wound,  inflamed  nerve,  or  cord,  or  cerebro-spinal  fluid  may  be  used. 
The  first  of  these  has  been  the  most  efficacious.  It  is  necessary  to 
place  a  considerable  quantity  of  the  infective  material  in  a  pocket 
beneath  the  animars  skiu.  Buedinger  and  Schnitzler  have  recently 
attributed  great  eflicacy  to  portions  of  the  lymphatic  glands  in  the 
vicinity  of  the  point  of  inoculation. 

The  niorhid  histology  of  tetanus  has  hitherto  thrown  little  light 
upon  its  pathology.  The  microscopical  examination  merely  confirms 
the  anatomical  appearances.  It  shows  that  there  may  be  hyperemia 
of  the  cord,  medulla,  and  pons  Varolii,  with  exudation  of  leucocytea 
into  the  perivascular  lymph  spaces.  In  cases  which  I  have  examined, 
the  pia  mater  and  arachnoid  were  especially  the  seat  of  these 
changes,  which  were  accompanied  by  proliferation  of  endothelium. 
The  patches  of  softening  and  the  small  haemorrhages  exhibit  nothing 
which  calls  for  a  special  description.  The  neuntis  has  also  the 
ordinary  histological  characters. 

We  owe  nearly  all  our  present  knowledge  of  the  pathology  of 
tetanus  to  experimental  pathology.  The  infective  nature  of  the 
disease  has  been  long  suspected.  As  long  ago  as  1870  inoculation 
experiments  were  performed  by  Arloing  and  Tripier,  and  subse- 
quently by  others,  but  with  negative  results.  Some  have  failed 
because  they  used  dogs,  which  are  refractory  to  the  disease. 

It  is  only  during  the  last  ten  years  that  the  infective  nature  of 
tetanus  has  been  definitely  proved.  In  1884  Carle  and  Rattone  caused 
tetanus  in  rabbits  by  inoculating  them  with  a  solution  of  the  skin  of 
a  person  who  had  died  of  tetanus.  In  the  same  year  Nicolaier 
published  his  essay  upon  infective  tetanus.  When  this  observer  was 
experimenting  upon  rodents  with  earth  and  dust  from  fields,  gardens, 
and  roads,  he  discovered  that  some  died  of  malignant  oedema,  or,  as 
we  more  commonly  call  it,  acute  spreading  traumatic  gangrene,  and 
others  of  true  tetanus.  This  was  transmitted  to  other  animals  by 
inoculating  them  with  material  from  the  place  in  which  the  earth 
had  been  inserted. 

Nicolaier  attributed  this  result  to  a  slender  bacillus,  an  observa- 
tion which  was  confirmed  by  Rosenbach  (1886)  and  Bonome,  who 
described  the  characteristic  drum-stick  appearance  of  the  8[)ore- 
bearing  bacilli.  Neither  of  these  observers  succeeded  in  separating 
the  tetanus  bacilltis  in  pure  cultures.  In  1889  Eitasato,  a  Japanese 
worker  in  Eloch's  labcnratcNryy  succeeded  in  achieving  this  important 
ir  2 
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step,  and  obtained  the  first  cultures  of  tetanus  bacilli  uncontaminated 
wiUi  any  of  the  bacteria  of  putrefaction  or  sepsis,  with  which  thej 
are  almost  invariably  associated. 

Tetanus  bacillus.— This  micro-organism  (Fig.  35)  has  been  de- 
scribed elsewhere  (page  44),  and  it  is  only  necessary  to  mention  here 
those  peculiarities  which  are  of  particular  importance  to  surgeons. 
A  feature  of  especial  interest  is  its  extreme  abhorrence  of  free  oxygen. 
It  is  an  obligatory  anaerobe,  and  the  presence  of  air,  and  probably 
of  oxygenated  fluid  like  the  blood,  is  inimical  to  its  propagation. 
Thus  it  is  prone  to  live  and  grow  in  wounds  which  are  deep  and 
punctured.    A  suitable  absence  of  oxygen  may  also  be  brought  abont 

by  the  simultaneoos 
growth  of  oxygen- 
loving  bacteria,  such 
as  those  which  cause 
putrefaction.  Thus 
the  tetanus  bacillus 
is  favoured  by  sepsis. 
Indeed,  Vaillard  and 
Vincent  go  so  far  as 
to  say  that  the  pres- 
ence of  septic  organ- 
isms is  indispensable, 
and  that  apart  from 
them  the  tetanus  ba- 
cillus cannot  form 
its  toxins.  This  is 
much  disputed.  The 
next  characteristic  of 
the  tetanus  bacillus 
is  its  great  resistance 
to  the  two  most  com- 
mon forms  of  dudn- 
fection — namely,  heat  and  chemicala  The  spores  and  spoi-e-bearing 
bacilli  resist  the  temperature  of  80^  C.  for  an  hour,  but  are  killed  by 
five  minutes'  stay  in  the  steam  steriliser  at  100^  C.  (Kitasato). 

Chemicals  act  somewhat  feebly  upon  the  bacillus  of  tetanm. 
Kitasato  ascertained  that  they  were  still  virulent  after  ten  hoan' 
immersion  in  5  per  cent,  carbolic  lotion,  but  that  fifteen  hours'  kilkd 
them.  A  solution  of  perchloride  of  mercury,  one  part  in  one 
thousand  parts  of  water,  with  5  per  cent,  of  hydrochloric  acid,  killed 
them  in  thirty  minutes,  although  the  same  strength  of  perdiloride 
without  the  acid  took  three  hours. 

Almost  any  surface  soil  or  dust  will  produce  the  so-called  "f 
tetanus,"  and  it  has  been  caused  by  dust,  mud,  or  soil  from  | 
fields,  roads,  and  buildings,  especially  churches.     FurtheTy 
which  has  been  contaminated  with  such  dust,  mud,  or  aoil 
capable  of  transmitting  the  disease.     Yerneuil  has  attribatsd  ^ 
the  admixture  of  horse-dung.     The  equine  origin  of  teteav 


Fig.  35.— Baoillns  of  Tetanus.  ( After  Fraenkel  and  Pfeiffer.) 
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much  credence  given  to  it  in  France.  Of  late  years  cases  of  tetanus 
have  been  recorded  there  as  being  of  exceptional  interest,  because  no 
contact  with  horses  or  horse-dung  could  be  discovered.  Horses  and 
those  who  work  amongst  them  are  somewhat  liable  to  tetanus.  Poland 
relates — quoting  Hurtel  d'Arboval — that  twenty-four  horses  were 
castrated  on  the  same  day,  and  afterwards  led  four  times  a  day 
through  a  pond  of  water  supplied  by  a  very  cold  spring.  Sixteen  of 
them  died  from  tetanus  between  the  tenth  and  fifteenth  day  after 
the  operation.  In  this  brief  account  the  cold  spring  is  especially 
mentioned  to  support  the  '*  cold  theory  "  of  tetanus.  Vemeuil  gives 
a  great  number  of  instances  of  the  transmission  of  tetanus  by- 
veterinary  tools,  and  amongst  those  who  had  had  to  do  with  horses. 
Park  asserts  that  although  tetanus  is  rare  amongst  sailovs,  yet  when 
it  does  occur  it  is  almost  exclusively  on  board  of  ships  used  for  the 
transportation  of  horses.  The  following  is  an  example  of  earth 
tetanus  in  a  human  being : — A  boy  aged  four  years  was  under  my 
care  for  a  fatal  attack  of  tetanus,  which  had  been  caused  by  a 
punctured  wound  of  the  face.  Whilst  playing  in  the  garden  he  ran 
a  piece  of  firewood  into  the  subcutaneous  tissue  of  the  faca  A 
drachm  of  the  garden  soil  was  placed  in  a  pocket  beneath  the  skin  of 
a  rabbit.  It  died  of  tetanus,  as  did  also  mice  which  were  inoculated 
from  the  tenacious  white  lymph  which  formed  where  the  earth  had 
been  inserted.  It  is  recorded  by  those  who  took  part  in  the  last 
Stanley  expedition  that  the  natives  poisoned  their  aiTows  with 
juices  mixed  with  earth,  and  that  many  of  those  injured  with  them 
died  of  tetanus. 

Within  the  body  the  comportment  of  the  tetanus  bacillus  is  not 
well  understood.  Its  presence  at  the  seat  of  inoculation  is  beyond 
doubt,  and  can  be  ascertained  by  inoculation  experiments  and  by 
microscopical  examination.  Both  the  typical  drumstick  spore-bearing 
and  non-spore-bearing  bacilli  are  found  in  the  pus  or  discharges  from 
the  wound.  A  cover-glass  preparation  stained  with  carbol  fuchsia 
gives  the  best  results.  The  tissues  in  the  proximity  of  the  wound 
are,  at  early  stages,  infective,  and  Beumer  and  others  have  caused 
tetanus  with  them  ;  but,  like  other  observers,  I  have  failed  to  find 
the  tetanus  bacillus  in  the  tissues  of  the  wound. 

Tetanus  bacilli  cling  to  splinters  of  wood  or  foreign  bodies,  such 
as  are  found  in  wounds.  Many  observei*s  have  caused  tetanus  with 
such  splinters,  and  some  have  procured  from  them  the  bacilli  The 
tissues  in  the  neighbourhood  of  these  foreign  bodies  are  highly 
infective. 

It  has  been  shown  by  very  large  numbers  of  inoculation  experi- 
ments that  the  blood  is  not  iniective  in  tetanus. 

After  animals  have  been  inoculated  with  pure  cultures  of  tetanus 
bucillii  the  iniirolRS  are  found  dunng  the  Hrjst  twenty-foiir  boura  at 
tlie  seat  of  inoculation  and  in  its  immetli^it**  vicinity  ;  but  they  then 
disappear  from  all  parts,  except^  perhaps,  from  the  pns  of  the  wouud^ 
•ad  SIB  said  not  to  be  found  in  any  of  the  fluids  or  tisisues  of  the 
bodj.     Moreover,  it  is  taid  that  tMy^mg^&iids  or  tisiiuea  of 
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animals  experimentally  inoculated  are  infectious,  except  the  pus  and, 
for  a  time,  the  recently  inoculated  tissues.  However,  it  may  he 
found  that  this  assertion  needs  modification.  Buedinger  discovered 
that  veiy  small  hits  of  the  lymphatic  glands  in  connection  with 
the  wound  would  cause  tetanus  when  transplanted  into  rodents. 
Schnitzler  has  confirmed  this  observation,  and  found  sporeless  tetanus 
bacilli  in  the  substance  of  tha  lymphatic  glands. 

Shakespeare  induced  tetanus  in  rabbits  by  subdural  inoculation 
with  an  emulsion  of  the  spinal  cord  or  medulla  of  horses  and  mules 
that  have  died  of  that  disease.  I  myself  grew  an  impure  culture 
of  tetanus  bacilli  from  the  spinal  cord  of  a  man  who  had  died  of 
tetanus,  and  caused  tetanus  in  mice  by  inoculating  these  impure 
cultures.  ])(^oreover,  I  was  of  opinion  that  tetanus  bacilli  could  he 
seen  upon  the  pia  mater  and  arachnoid  of  the  man's  spinal  cord. 
If  it  could  be  shown  that  the  tetanus  bacillus  has  its  habitat  within 
the  body  upon  the  pia  mater  and  arachnoid,  this  would  go  far  to 
explain  the  clinical  features  of  the  disease. 

After  its  passage  through  a  series  of  animals  such  as  guineapigs 
the  tetanic  poison  becomes  attenuated  as  was  shown  by  Bossana 
This  is  one  of  the  facts  which  bears  upon  the  question  of  the 
varymg  severity  of  the  disease. 

Animals  that  have  recovered  from  an  attack  of  tetanus  are  for 
a  long  period  protected  against  further  inoculation,  and  it  is  pro- 
bable that  this  immunity  is  produced  in  human  beings.  Tizzimi 
and  Cattani  have  made  the  curious  observation  that  in  animals 
the  immunity  is  transmissible  from  the  mother  to  her  ofiEspring; 
possibly  through  her  milk,  which  contains  antitoxin. 

Up  to  the  present  it  has  been  thought  that  when  the  tetanus 
bacillus  has  been  inoculated,  it  multiplies  for  a  time  at  the  point  of 
inoculation.  Here  it  manufactures  that  most  potent  toxin  which 
Brieger  has  isolated  and  called  tetanin,  and  which  Faber  is  of 
opinion  is  of  the  nature  of  a  diastase,  as  it  is  destroyed  by  a  heat  of 
65 '^  C.  This  toxin,  whatever  its  exact  nature  may  be,  is  supposed 
to  become  absorbed  from  the  wound,  and  by  its  action  upon  the 
nervous  system  to  produce  the  symptoms  which  have  been  described. 
Fermi  and  Celli  say  that  this  poison  has  no  action  when  introduced 
by  mouth  or  rectum,  and  is  not  acted  upon  by  bile,  pancreatic  juice, 
saliva,  or  by  bacteria  of  various  kinds,  but  is  destroyed  by  the  gastric 
juice. 

Treatment  of  tetanus. — The  treatment  of  tetanus  is  local  and 
general.  With  regai-d  to  the  local  trealmetU,  the  wound  may  contain 
infective  pieces  of  wood,  or  glass,  and  therefore  it  ought  always  to  be 
carefully  searched.  This  procedure  may  requii-e  an  ansesthetia  If 
small,  the  whole  of  the  wound  may  be  excised,  although  I  have  never 
seen  any  actual  benefit  result  from  this  measure.  In  any  case  it  should 
be  thoroughly  exposed  and  disinfected,  and  any  damaged  tissues 
removed.  In  addition  to  the  ordinary  disinfectants,  such  as  have 
just  been  mentioned,  a  ten  per  cent,  solution  of  peroxide  of  hydrogen 
may  be  used.     When  the  wound  is  upon  an  extremity,  amputation 
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has  frequently  been  performe<l  The  results  of  this  practice  have, 
however,  been  too  equivocal  for  it  to  have  become  a  reco^ised  mode 
of  treatment.  At  St.  Bartholomew's  Hospital  I  am  unaware  of  a 
limb  having  been  saciificed  in  the  forlorn  hope  of  cuiing  an  attack 
of  tetanus.  Success  might  ensue  in  a  certain  numlier  of  cases, 
because,  as  I  have  already  shown,  a  fair  proportion  of  the  less  severe 
end  in  recovery.  A  finger  or  toe  might  reasonably  be  sacrificed. 
It  would  also  be  reasonable  to  remove  any  obviously  inflamed  nerves 
or  lymphaticfl.  The  division  of  nerve  trunks  or  their  stretching  has 
hitherto  given  no  trustworthy  results. 

The  general  treatment  of  tetanus  affords  as  little  satisfaction  as 
the  local.  The  remedies  that  have  been  used  almost  exhaust  the 
pharmacopoeia.  The  following  is  the  routine  which  is  usually  adopted 
at  St.  Bartholomew's  Hospital,  and  which  has  afforded  fair  results. 
The  bowels  are  thoroughly  moved  with  a  minim  of  croton  oil.  For 
children  a  less  violent  purge  suffices.  Then  the  patient  is  kept 
under  the  influence  of  a  mixture  consisting  of  equal  parts  of  bromide 
of  potassium  and  of  chloral  hydrate.  A  usual  doso  is  twenty  grains 
of  each  every  six  hours.  Chloroform  is  administered  when  the 
convulsions  are  Wolent  and  distressing,  and  may  be  increased  or 
diminished  as  is  found  requisite.  A  light  and  nourishing  fluid  diet 
is  administered.  If  trismus  prevent  the  mouth  from  being  opened, 
food  may  be  given  by  a  tube  passed  behind  the  teeth  or  through  the 
nose.  At  the  same  time,  as  Vemeuil  recommends,  the  patient  may 
be  wrapped  in  cotton-wool,  and  isolated  in  a  warm,  silent,  darkened 
room.  Amongst  the  other  remedies  which  have  been  given  may 
be  mentioned  oxygen  gas  (from  this  I  have  seen  a  slight  benefit), 
coniuni,  belladonna,  cannabis  indica,  opium,  jaborandi,  calabar  bean, 
tobacco  enemata,  nicotine,  and  other  remedies  too  numerous  to 
mention,  and  all  equally  dubious  in  their  action. 

The  preventive  treatment  of  tetanus  is  fully  attained  by  adherence 
to  the  tenets  and  practice  of  aseptic  surgery.  It  is  necessary  to 
remember,  however,  that  this  bacillus,  owing  to  the  extreme  vitality 
of  its  spores,  oflers  great  resistance  to  heat  and  chemicals.  Instru- 
ments of  any  kind,  and  especially  those  which  may  have  been  used 
for  a  case  of  tetanus,  should  be  boiled  in  washing  soda  and  water  for 
at  least  twenty  minutes.  All  recent  wounds  into  which  earth,  mud, 
or  dust  may  have  entered  ought  to  be  thoroughly  explored  and 
cleansed  by  the  removal  of  fouled  tissues,  and  thoroughly  disinfected 
with  solutions  of  chemicals,  such  as  a  solution  of  perchloride  of 
mercury — one  part  in  five  hundred  parts,  with  the  addition  of  5  per 
cent,  of  hydrochloric  acid ;  or  a  lotion  of  carbolic  acid,  one  part  in 
ten.  The  wound  should  afterwards  be  dusted  with  iodoform  powder 
and  packed  with  iodoform  gauze.  An  outbreak  of  tetanua  in  a 
hospital  ought  to  be  traced  to  its  source,  and  thorougli  disinfection 
practised  under  the  strict  superintendence  of  a  com^iieteat 
All  the  dressings  and  discharges  from  a  tetanic  imtient 
burnt. 

But  the  treatment  of  tetanus  cannot  be  diHmisBed  witliou 
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to  the  more  hopeful  methods  which  we  owe  to  the  labours  of  Tizzoni 
and  Cattani,  and  of  Roux  and  Vaillard.  Tizzoni  and  Cattani  first 
ascertained  that  susceptible  animals  could  be  protected  against 
tetanus  and  rendered  immune  by  the  injection  of  minimal  doses  of 
cultures  attenuated  by  filtering,  by  heat,  or  by  the  addition  of 
mineral  acids.  They  have  since  discovered  that  this  immunity  cannot 
be  obtained  when  the  spleen  has  been  previously  removed.  Next 
they  found  that  the  blood  or  blood-serum  of  an  immunised  animal — 
usually  a  dog  or  rabbit — rendered  a  filtered  tetanus  culture  inert 
when  mixed  with  it  for  twenty  houra  The  next  step  was  to 
inject  the  serum  into  animals  before  inoculating  them  with  tetanus. 
They  were  found  to  have  been  rendei'ed  immune.  Then  it  was  dis- 
covered that  the  serum  also  antagonised  the  tetanic  poison  when  it  was 
injected  after  inoculation,  and  even  when  tetanus  had  begun.  The 
antitoxin  was  found  to  reside  in  the  albuminous  constituents  of  the 
serum.  These  can  be  precipitated  by  alcohol  and  dried  in  vacuo. 
In  this  form  the  tetanus  antitoxin  can  be  preserved  like  any  other 
drug.  At  present  it  can  only  be  obtained  from  Italy,  or  from 
M.  Roux,  of  the  Institute  Pasteur,  and  from  some  chemists. 

These  brilliant  investigations  were  soon  applied  to  roan,  and 
with  promising  results.  The  cases  which  have  now  been  reported 
are  too  numerous  to  mention  separately.  About  eleven  subcutaneous 
injections — each  consisting  of  fifteen  grains  of  the  dried  serum 
dissolved  in  one  hundred  and  fifty  grains  of  distilled  water — are 
usually  required.  Clarke,  of  Leicester,  who  seems  to  have  been 
the  first  to  treat  a  case  successfully  in  England,  gave  a  hundred 
grains  during  the  first  twenty-four  hours.  In  cases  by  Oattai, 
Morgagni,  and  Finotti,  the  treatment  lasted  a  fortnight.  Tizzoni 
and  Cattani  have  also  vaccinated  horses  against  tetanus,  and  Led 
has  used  the  serum  of  one  of  them  to  cure  a  man  of  acute  tetanua 
Kanthack,  however,  has  pointed  out  that  in  the  earlier  cases  treated 
with  antitoxin,  twelve  out  of  thirty  were  fatal.  Also  that  those 
which  recovered  were  not  of  the -worst  kind.  Also  Escherich  reports 
that  out  of  four  eases  of  trismus  neonatorum  treated  with  tetanus 
antitoxin,  three  died.  Of  late,  however,  the  cure  of  acute  cases  has 
been  reported,  and  it  seems  safe  to  say  that  no  i-emedy  which  has 
yet  been  used  has  given  such  promise  of  ultimate  success. 

Tetany • — Tetany  is  a  rare  disease,  which  has  sometimes  been 
mistaken  for  tetanus.  Very  little  is  known  as  to  its  pathology.  It 
is  evidently  an  afiection  of  the  nervous  system  characterised  by  tonic 
spasm  of  the  muscles,  and  has  nothing  to  do  with  infection  of  any 
kind.  The  spasms  are  tonic  in  character,  but  liable  to  exacerbar 
tions.  In  severe  cases  the  muscles  may  become  as  hard  and  rigid  as 
in  tetanus.  Similar  groups  are  also  afiected.  The  muscles  cf  the 
face,  laiynx,  eyes,  and  jaws,  the  stemo-mastoids,  the  pectorals, 
abdominal  muscles,  and  muscles  of  the  back,  may  all  be  rigidly 
contracted,  and  cause  symptoms  closely  simulating  tetanus.  The 
muscular  spasms  may  be  accompanied  by  much  pain,  so  that  the 
patient  cries  out.     The   spasms  may  be  produced  or  increased   bj 
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mechanical  or  electrical  stimuli,  and  by  compression  of  the  great 
arterial  or  venous  trunks,  or  by  tapping  the  motor  nerves.  The 
spasms  of  the  facial  muscles,  caused  by  tapping  the  facial  nerve,  are 
said  to  be  pathognomonic  of  tetany  (Chvostek's  sign),  as  is  also  the 
spasm  of  the  limb-muscles  caused  by  pressure  upon  the  main  vessels 
(Trousseau's  sign).  The  slight  attacks  of  tetany  which  are  seen 
in  children  are  often  relieved  by  cold  applications.  In  surgical  prac- 
tice, tetany  is  most  often  met  with  after  complete  removal  of  the 
thyroid  gland,  and  is  then  exceedingly  fatal  in  its  effects.  After 
partial  extirpations  it  is  almost  unknown.  Women  are  most  prone 
to  its  attacks,  but  men  are  sometimes  affected.  Tetany  occurred 
twelve  times  in  fifty-three  cases  operated  upon  by  Billroth,  and  of 
these  twelve  no  less  than  eight  died.  The  onset  of  tetany  may  be 
delayed  for  weeks,  or  it  may  occur  directly  after  the  operation.  It 
may  be  fatal  in  a  few  hours,  or  last  for  many  months.  During  its 
course,  owing  to  the  muscular  spasms,  the  face  may  be  distorted  so  as 
to  assume  a  risus  sardonicus;  the  eyes  may  squint;  the  jaws  may 
be  clenched,  so  as  to  interfere  with  speech,  mastication,  and  deglu- 
tition ;  there  may  be  dyspncea,  due  to  spasm  of  the  larynx,  or  of  the 
thoracic  and  abdominal  muscles  ;  and  lastly,  the  limbs  are  flexed  at 
nearly  all  their  joints,  and  the  hands  are  clenched,  with  the  thumb 
flexed  and  adducted  into  the  palm  of  the  hand,  or  amongst  the 
fingers.  The  temperature  in  tetany  is  usually  elevated,  but  not 
immoderately. 

After  death  from  tetany  no  characteristic  morbid  change  has  been 
found. 

Experimental  patliology  shows  that  tetany  is  common,  and  can 
easily  be  studied,  after  the  removal  of  the  thyroid  gland  of  camivora, 
such  as  cats  and  dogs.  In  addition  to  a  notable  fall  of  temperature, 
many  of  the  animals  treated  in  that  manner  show  characteristic 
signs  of  tetany.  There  is  reason  to  suppose  that  the  symptoms  may 
be  abated  by  massive  doses  of  thyroid  juice,  or  of  thyroid  extract. 

Hitherto  treatment  seems  to  have  had  little  influence  over  this 
disease  in  the  aggravated  form  in  which  it  is  sometimes  met  with  in 
surgery.  General  measures  directed  towards  the  maintenance  of  the 
strength  by  nourishment  and  stimiilants  are  indicated.  Also  chloral 
hydrate,  bromide  of  potassium,  or  morphia  to  relieve  the  pain  and 
spasms.  Perha|)s  something  may  be  ultimately  hoped  for  from 
treatment  with  thyroid  juice  or  extract. 


X.     WOUNDS  AND  CONTUSIONS. 

By  W.  WATSON  CHEYNE,  F.R,S.,  F.R.C.S., 
Surgeon  to  King's  College  HospitcU  ;  Profeuor  of  Surgery  at  King^s  College, 

THE   HEALING  OF   WOUNDS. 

There  are  various  ways  in  which  wounds  may  heal,  namely — 

1.  Healing  by  first  intention ; 

2.  By  granulation ; 

3.  By  union  of  granulations ; 

4.  By  Vjlood  clot ; 

5.  By  scabbing. 

1.  Healing  by  first  intention. — ^The  simplest  and,  therefore, 
the  first  method  to  be  considered,  is  healing  by  first  intention. 
When  a  wound  is  inflicted,  the  knife,  in  passing  through  the 
tissue,  sets  up  the  early  stages  of  inflammation  in  a  microecopic 
layer  of  the  living  tissue  in  the  immediate  vicinity.  This  in- 
flammation, as  can  be  readily  seen  in  a  frog's  foot,  does  not 
extend  more  than  a  line  or  two  beyond  the  cut  surface,  but  the 
extent  will  vary  according  to  the  degree  to  which  the  tissues  have 
been  injured  by  manipulation,  sponging,  etc.  The  inflammation  so 
set  up  goes  on  to  the  flrst  stage,  namely,  in  the  flrst  instance  there 
is  dilatation  of  the  blood-vessels  and  an  increased  flow  of  blood, 
followed  by  slowing,  and  ultimately  stasis ;  while  at  the  same  time 
exudation  of  liquor  sanguinis  and  blood  corpuscles  takes  place  from 
the  inflamed  vessels,  and  thus  the  surface  of  the  wound  becomes 
in  a  few  hours  glazed  over  with  exuded  material — wliat  is  termed 
lymph.  (See  page  59.)  If  at  the  time  of  the  operation  all  foreign 
material,  such  as  blood  clot,  etc.,  be  removed  from  between  the  cut 
surfaces,  and  they  be  placed  in  accurate  apposition,  this  lymph  will 
glue  them  together.  If  no  further  causes  of  inflammation  come 
into  play,  the  inflammatory  process  ceases  at  the  point  of  exudation, 
and  healing  changes  commence. 

In  a  very  short  time,  this  lymph  which  glues  together  the  cut 
surfaces  becomes  infiltrated  with  large  numbera  of  cells,  in  part 
leucocytes  which  have  emigrated  from  the  blood- v^essels,  and  in  part 
also  larger  plasma  cells  which  are  derivatives  of  the  fixed  connective 


HEALING   BY   GRANULATION. 


203 


tissue  cells.  The  function  of  the  white  corpuscles  seems  to  be  to 
remove  the  coagulated  blood  and  lymph  which  previously  glued  the 
edges  together,  while  the  plasma  cells  very  soon  become  spindle- 
8ha(>ed,  acquire  connections  with  the  cells  on  either  side  of  the  cut 
surfaces,  and,  developing  into  fibrous  tissue,  thus  unite  the  cut  edges 
by  a  layer  of  young  fibrous  tissue.  Very  soon  this  fibrous  tissue 
becomes  more  fully  developed,  and  the  union  is.  in  the  course  of  a 
few  days,  comparatively  firm.  In  addition  to  the  development  of 
this  fibrous  tissue,  young  blood-vessels  are  also  formed,  though  in 
the  case  of  union  by  first  intention  this  does  not  go  on  to  any  very 
great  extent.     As  the  fibrous  tissue  becomes  older  and  more  perfect, 


J  ♦  '^Pff^i  \ 


Fig.  Sa.— OnmulatiDft  Wound  of  the  Arm  tft^r    Loss  of  n  lar^^i? 
Portion  of  Skin. 


these  new  l>lood-vefisel8  agtiin  disappear.  At 
the  aame  time  that  tliene  processe.H  are  occurring 
between  the  cut  surfacf^i,  the  epithelium  at  the 
margins  of  the  wound  Jipreada  over  the  in t*?r veiling 
^p  on  the  surface  of  tliif^  cellular  mass  and  cotii" 
pietes  the  union.  This  process  of  healing  by  first 
intention  varies  in  rapidity  chiefly  according  to 
the  age  of  the  patient,  and  also  according  to  his  general 
condition,  the  union  being  fairly  firm  in  the  case  of  young  children 
after  three  or  four  days,  and  in  older  people  within  a  week.  The 
process  is  the  same  in  the  various  tissues  of  the  body,  and  the  fibrous 
tissue  which  is  developed  tends  to  approximate  in  character  to  the 
normal  fibrous  tissue  of  the  part.  Thus  in  the  dermis,  the  fibrous 
tissue  becomes  firm,  resembling  that  of  the  skin ;  in  the  subcutaneous 
tissue  it  becomes  loose,  and  fat  cells  develop  in  it ;  in  the  case  of 
tendon  again,  it  resembles  tendon,  and  so  on. 

2.  Healing  by  granulation. — In  this  process  the  edges  of  the 
wound  are  not  brought  together  in  the  first  instance,  or,  if  they 
are,  further  causes  of  inflammation  coming  into  play  prevent  the 
occurrence  of  union  by  first  intention,  and  they  subsequently  become 
separated.  Perhaps  the  simplest  way  of  studying  healing  by  granu- 
lation is  to  suppose  that  a  portion  of  the  skin  and  subcutaneous 
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tiHHues  has  been  completely  removed,  and  that  no  attempt  has 
been  made  to  bring  the  edges  of  the  wound  together.  In  such  a 
case,  the  first  effect  of  the  operation  is  the  same  as  in  union  by 
fii-st  intention,  namely,  that  as  the  result  of  the  injury  done  to 
the  tissues  by  the  knife  and  by  the  manipulations,  the  early  stages 
of  inflammation  occur  up  to  the  point  of  exudation,  and  the  sur&ce 
of  the  wound  becomes  covered  with  lymph. 

In  healing  by  granulation,  further  causes  of  inflammation  now 
come  into  play  and  keep  up  the  process,  the  most  common  being 
the  development  of  pyogenic  organisms.  Other  causes,  however, 
which  produce  a  certain  amount  of  granulation,  are  the  irritation 

of  the  dressing  or  of  chemi- 
5^|tfl^^^      cal  substances  applied  to  the 
i  n:!*j^      wound.       Whatever  be  the 
cause,  the  result  is  that  after 
a  few  hours  the  lymph,  which 
-         in  the  first  instance  glazed 
the    surface   of  the  wound, 
becomes   liquefied    and    dis- 
appears, and  the  inflamma- 
tion over  the  whole  surface 
continues  up  to  the  stage  of 
destruction  of  the  tissue  and 
its  replacement  by  granula- 
tion tissue  (Fig.  12). 

After  the  wound  has 
become  covered  with  this 
tissue,  granulations  appear, 
the  young  tissue  being 
heaped  up  in  the  form  of 
little  buds  over  the  whole 
surface,  so  that  the  wound 
instead  of  being  smooth,  is 
covered  with  little  red  warty  projections  or  granulations  (page  61) 
(Figs.  36,  37).  These  granulations  go  on  increasing  in  size,  till 
by-and-by  the  whole  wound  becomes  filled  up,  at  the  same  time  the 
older  granulation  material  at  the  deeper  parts  of  the  wound  being 
protected  from  further  irritation  by  the  layer  of  granulations  above 
it,  organises  into  fibrous  tissue,  which  like  all  young  fibrous 
tissue,  tends  to  contract,  and  thus  while  on  the  one  hand  the  depth 
of  the  wound  is  being  filled  up  by  granulations,  the  extent  of  the 
wound  is  being  diminished  by  the  contraction  of  this  young  fibrous 
tissue  formed  in  the  deeper  parts.  When  these  granulations  have 
nearly  or  quite  reached  the  level  of  the  skin,  epithelium  begins  to 
spread  over  the  surface  from  the  margins  of  the  wound  (Fig.  38),  and 
as  soon  as  they  become  covered  with  epithelium  and  are  thus  protected 
from  irritation,  the  cells  in  the  granulations  develop  into  fibrous  tissue, 
which  again  contracts.  This  process  of  growth  of  granulations,  ol 
contraction  of  the  wound,  and  of  growth  of  epithelium  over  it^  goes 


Fig.  37.— GrannlatiouB  from  the  Surface  of  a 
Wound,  Bbowing  the  Buds,  the  numerous 
young  Blood-veasels  shooting  up  into  each,  and 
the  Organisation  of  the  deeper  Layers  into 
fibroDs  Tissue. 
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tbjr-Aud-by  t^e  wotind   is  comfjletely  liealed,  and   we  have  a 
'lich  is?  considerably  smaller  in  area  than  the  original  wound. 

Wliile  heiiling  is  going  on,  one  can  easily  distinguish  two  or  thi^*e 
biyeni  AToand  the  central  grannlations^  the  outer  layer  being  a  white 
riisg,  where  there  are  considerable  masses  of  epitht*Huni  which  hav»? 
beoome  tnaoerated  by  tJje  dlschat^e  ;  inside  this  a  bluish  layer,  whei-e 
UieraiB  a  moderate  thickness  of  epithelium  ;  and  the  innermost  layer 
of  all  being  a  pink  layer,  where  there  are  only  one  or  two  strata  of 
epithelial  cells  through  which  the  rod  granulations  show  (Fig,  38). 
Tills  pink  layer  generally  indicates  that  healing  has  occuri^Mi  within 
quite  a  recent  period,  usually  within  24  or  48  hours,  and  it  is  of 
great  ito|>ort- 
attoe  aa  indi- 
cating whether 
the  pfooeu  is 
acCiTely  going 
on  or  notu 

When  the 
sou*  i»  first 
formed  it  is  red 
on  acootint  of 
the  large  num- 
ber of  new 
irettels  which 
have  been 
formed  in  the 
gramilation  tis- 
sue,  but  as  time 
goae  on  it  be- 
comet  paler» 
and  Qliinkatdy  :,v '>s-v-\*:%" '• 

it  whiter   than 

the  surround ing  skin,  because  the  new  vesseb  have  become 
tiotupr»8ed  und  ditsappear  as  the  result  of  the  contraction  of  tlie 
fibrous  tiRsue  { Fig,  39), 

^*  Healing  by  imion  of  granulations, — Al>out  the  l>eginning 

ul  the  century  it  was  v<iry  much  the  fashion  in  some  ipmrters  not  to 
atteiii{it  in  any  circumstances  to  obtain  union  by  tirst  intention^ 
on  aooaiint  of  the  very  serious  consequences  that  so  commonly 
followed  the  occurrence  of  auppunition  iu  the  deej»er  parts  of  wounds, 
the  skin  edges  of  which  had  been  brought  together.  Hence  the 
teeaimeni  often  adopted  wa^  to  introduce  cliarpie  or  other  dressing 
between  the  edges  of  the  wound  til]  granulation  had  completely 
occnrred,  and  then,  after  washing  the  pus  away,  the  twi»  surface-^ 
were  allowed  to  corae  into  contact,  and  immediate  union  often 
occurred  over  a  large  area.  In  this  c^ase  the  two  gi'iinulutiiig  sur- 
hceB  protect  one  another  fixim  further  irritation,  a  slight  amount  of 
lymph  is  poured  out  after  the  washing  of  the  wound,  and  then  union 
ooeurt  between  the  granulating  surfaces  at  once,  the  cells  present 


:^P 


fig,  aa  —  HMliiif 
Bdireof  ftWound. 
showing  the  Epi- 
ttt^iliuiD  •pread- 
iijgoT«r  the  •nr* 
face.  Tha  tbiu 
lAjrer  ^f  epithet 
Hum  of  tlie  iv- 
ceiitW  heiled 
pun  Ul  weD  maen. 
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in  the  granulations  developing  into  fibrous  tissue  and  joining  the 
cells  on  the  opposite  surface  of  the  wound. 

This  is  not  a  method  of  healing  to  be  aimed  at  at  the  present 
time,  because,  apart  from  the  fact  that  we  can  obtain  healing  more 
lupidly  in  other  ways,  pus  is  apt  to  accumulate  at  some  part  where 
the  granulations  have  not  been  actually  in  contact^  or  where  the 
suppurative  process  is  going  on  more  actively,  and  consequently  the 
wound  may  have  to  be  opened  up.  It  is,  however,  well  to  bear  in 
mind  that  granulating  surfaces  will  adhere  in  this  way  under 
suitable  conditions,  and  if  pi-oper  provision  be  made  for  the  escape  of 
discharge  from  parts  of  the  wound  where  the  surfaces  do  not  oome 

properly  in  contact,  it  is  a  plan  which 
may  be  employed  in  certain  instances. 

4.  Heaiixiir  hj  blood  clot.— This 

is  a  method  of  healing  which  only  occurs 
in  aseptic  wounds,  and  which  was,  there- 
fore, undescribed  and  but  seldom  ob- 
served before  the  Listerian  era.  In  tins 
case  the  edges  of  the  wounds  are  not 
brought  together  in  the  first  instanoa 
A  cavity  is  left  into  which  bleeding  goes 
on,  this  blood  accumulating  and  filling 
it  up  with  clot.  As  the  result  of  the 
operation  itself,  lymph  is  poured  oot  as 
usual  on  the  sui^ace  of  the  wound  be- 
tween it  and  the  clot,  and  no  septic 
organisms  coming  into  play,  and  the 
wound  being  kept  at  rest,  the  clot  re- 
mains in  it,  and  no  further  exudati<m 
takes  place  on  the  cut  surfaces.  Hence, 
in  the  course  of  a  few  hours,  leu- 
cocytes which  liave  passed  out  of  the 
blood-vessels  begin  to  penetrate  into  the  clot,  and,  as  shown  by  the 
researches  of  Bal lance  and  Sherrington,  collect  around  the  nodal 
points  of  the  tibrine,  and  proceed  to  destroy  the  red  corposclea  in 
the  clot  Following  them,  there  is  an  emigration  into  the  clot  of  the 
larger  plasma  cells  derived  from  the  connective  tissue  corpusdes,  which 
in  their  turn  prey  u))on  and  remove  the  white  corpuscles,  and  at  the 
same  time  become  elongated  and  spindle-shaped,  and  develop  into 
fibrous  tissue.  Hence,  after  a  few  days,  those  portions  of  the  dot 
in  the  immediate  neighbourhood  of  the  wound  are  infiltrated  with 
cells  which  are  developing  into  fibrous  tissue,  and  very  soon  the 
whole  thickness  of  the  clot  becomes  similarly  attacked.  Daring 
this  process  the  clot  itself  is  absolutely  inert,  and  simply  acts  as  a 
mould  into  whicli  tlie  cells  penetrate,  and  as  a  pabulnm,  more 
especially  for  the  white  corpuscles.  After  a  time,  when  this  procen 
has  gone  on  to  a  considerable  extent,  and  reached  to  or  near  the 
surface  of  the  clot,  epithelium  begins  to  spread  from  the  divided 
edges  of  the  skin  over  this  organising  materud,  usually  under  a  thin 


Fig.  89. -Cicatrix,  showioK  the 
great  Decrease  of  Vascularity, 
and  the  fact  that  there  is  uo 
Regeneratiou  of  any  of  the 
complex  Structures  of  the 
Skin  such  as  Hair  and  Glands. 
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layer  of  clot  on  the  surface  which  does  not  become  infiltrated  with 
cells,  and  in  the  course  of  a  few  weeks,  if  this  thin  layer  of  clot  be 
lifted  up  and  peeled  off,  a  cicatrix  is  found  beneath. 

This  process  of  healing  by  blood  clot  is,  of  course,  not  limited  to 
open  wounds.  Where  a  wound,  in  which  the  edges  of  the  skin  are 
united  at  the  time  of  the  operation,  is  deep  and  extensive,  it  is  very 
seldom  that  the  whole  of  the  cut  surfaces  are  in  actual  contact  as  is 
requisite  for  union  by  first  intention  ;  and  in  the  parts  where  these 
surfaces  are  not  in  actual  contact  blood  clot  is  formed,  and  the 
process  just  described  takes  place.  In  subcutaneous  injuries  also 
this  healing  by  blood  clot  is  almost  the  only  form  in  which  healing 
takes  place. 

5.  HealiXig  by  scabbing. — As  I  have  already  said,  where  a 
portion  of  skin  is  removed,  or  where  the  edges  of  the  skin  are  not 
brought  together,  the  surface  of  the  wound  becomes  in  the  first  instance 
glazed  with  lymph,  as  a  result  of  the  early  stage  of  inflammation 
set  up  by  the  irritation  of  the  operation.  In  certain  cases,  where 
the  wound  is  exposed  to  the  air,  this  lymph,  which  in  such 
circumstances  would  be  somewhat  excessive  in  amount,  dries  up  on 
the  surface,  and  a  scab  forms  in  which  micro-organisms  cannot 
grow,  and  which  thus  protects  the  actual  surface  of  the  wound  from 
further  irritation.  That  being  the  case,  the  processes  which  go  on 
under  the  scab  are  essentially  the  same  as  thase  which  go  on  between 
the  cut  surfaces  of  a  wound  which  is  healing  by  first  intention,  with 
the  single  exception  that  these  surfaces  are  not  in  accurate  apposi- 
tion. The  lymph  originally  poured  out,  the  surface  of  which  has 
dried  and  formed  a  crust,  remains  on  the  surface  of  the  wound,  and 
becomes  infiltrated  with  cells,  which  organise  in  the  same  manner  as 
between  the  cut  edges,  while  after  a  time  epithelium  spreads  in 
beneath  the  scab  over  the  surface  of  the  organising  material,  and 
leads  to  complete  cicatrisation,  so  that  when  the  scab  is  picked  oft'  a 
cicatrix  is  found  beneath.  This  method  of  healing  by  scabbing  is, 
however,  not  to  be  reconmtiended  unless  in  very  small  wounds, 
because  it  is  seldom  that  the  scab  is  complete  over  the  whole 
surface,  or  that  it  forms  quickly  enough  to  prevent  the  entrance  of 
micro-organisms  ;  and  if  micro-organisms  have  entered,  suppuration 
is  very  apt  to  occur  beneath  the  scab  which  confines  the  pus,  and 
thus  lead  to  the  occurrence  of  ulceration  or  inflammation  of  the 
wound. 

General  sjrmptoms  attending  the  healing  process.— We 

have  now  to  note  the  constitutional  condition  of  the  patient  dur- 
ing the  process  of  healing  in  the  various  ways  which  have  been 
described.  Where  healing  takes  place  by  firwt  intention^ 
blood  clot,  or  by  scabbing,  the  general  state  of  tlie'  patient 
good,  and  unless  the  operation  has  been  a  severe  one,  there  In 
disturbance  of  the  temperature  or  pulse,  while  after  tlieeftect^nsl  f 
anaesthetic  have  passed  off,  the  patient  is  as  well  tm  hefo 
operation. 

In   cases  where   the   operation  has  been   exteiist^T,  or 
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much  blood  has  been  lost,  we  may  have  during  the  first  twenty- 
four  hours  the  condition  spoken  of  as  aseptic;  fever.  In  the 
first  instance  in  such  cases  the  temperature  generally  falls  below 
normal,  as  the  result  of  the  shock  and  loss  of  blotxi  Following  this 
fall  there  is  a  reactionary  rise  of  temperature,  so  that  within  twenty- 
four  or  thirty-six  hours  after  the  operation  the  temperature  may- 
have  reached  100*^  or  even  101°.  Wliere  the  wound  is  aseptic  the 
temperature  does  not  remain  at  this  point,  but  immediately  after- 
wards falls  again  to  normal,  and  during  this  period  of  slight 
elevation  of  the  temperature  the  patient  does  not  suffer  from  any 
other  symptoms  of  fever.  This  is  what  is  spoken  of  as  tlie 
aseptic  temperature,  and  the  aseptic  course  of  tlie  wound  is  where 
there  is  no  inflammation  in  it.  Whether  the  wound  be  unit^nl 
throughout  its  whole  extent  or  be  left  open,  where  there  is 
no  general  disturliance  and  no  elevation  of  temperature  beyond 
that  mentioned  just  now,  it  will  be  found  that  after  the  effects  of 
the  anaesthetic  have  passed  off  the  patient  is  to  all  intents  and 
purposes  quite  well,  unless  where  the  operation  has  been  ho 
extensive,  and  where  the  blood  lost  has  been  so  great  as  to 
cause  excessive  weakness. 

On  the  other  hand,  where  the  wound  is  not  aseptic — for  example, 
in  wounds  where  the  liealing  takes  place  by  granulation — there  will 
be  more  or  less  constitutional  disturbance.  In  the  first  instance  the 
temperature  rises  very  soon  after  the  operation,  and  reaches  its 
higliest  point  within  twenty-four  to  forty-eight  hours — usually 
103^  or  104^.  It  remains  at  about  this  height  for  three  or  four 
<lays,  and  then  pretty  i-apidly  falls  to  normal.  During  this  period 
the  wound  is  painful,  the  edges  are  red  and  swollen,  and  there 
is  a  considerable  amount  of  discharge  from  it,  while  the  patient 
suffers  from  the  various  symptoms  of  fever — namely,  quick  pulae, 
loss  of  appetite,  arrest  or  diminution  of  the  excretions,  and  the 
various  symptoms  described  in  speaking  of  acute  inflammation.  This 
is  the  condition  known  as  traumatic  or  iaflammatory  feveWn 
and  is  due  to  absorption  from  the  wound  of  septic  products  which 
have  been  developed  by  the  bacteria  growing  in  it,  more  especially 
by  the  pyogenic  bacteria. 

Where  the  wounds  are  very  large  and  contain  a  quantity  of  decom- 
posing blood,  a  large  amount  of  the  chemical  substances  may  be 
rapidly  absorbed,  producing  the  condition  known  us  septic  intoxicaUon 
or  saprannia.  In  this  condition  there  is  usually  a  rapid  rise  of  tem- 
erature  with  a  very  rapid,  feeble  pulse,  and  great  exhaustion  of  the 
patient ;  indeed,  in  very  bad  cases,  after  the  pi*eliminary  rise  of 
temi>erature,  it  again  fiills,  and  the  patient  passes  into  a  state  of 
collapse  and  may  die.  Formerly,  this  condition  was  not  rec(^;mBed 
as  being  due  to  septic  absorption,  and  was  spoken  of  as  secondary 
shock  ;  but  we  now  know  that  the  great  majority  of  the  cases  of  so- 
called  secondaiy  shock  are  in  reality  cases  of  acute  septic  poisoning. 

Further,  during  the  early  period  of  these  septic  wounds  the 
initial  temperature  of  titiumatic  fever  may  not  fall  when  the  wound 
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has  granulated,  or,  having  fallen,  may  again  rise,  and  the  condition 
of  sefjticofmia  sets  in,  where  an  intermittent  high  fever  is  developed, 
and  the  patient  passes  into  a  state  of  asthenic  fever.  This  condition 
of  septicfemia  is  probably  due  to  the  penetration  of  pyogenic 
organisms  into  the  body,  and  possibly  into  the  blood,  and  the  poison- 
ing of  the  blood  with  the  products  of  their  growth.  Or,  again,  even 
after  the  complete  subsidence  of  the  traumatic  fever,  the  patient  has 
a  severe  rigor,  accompanied  by  a  rapid  rise  of  temperature,  and 
followed  by  an  equally  rapid  fall,  these  rigors  being  repeated  at 
lessening  intervals,  and  the  condition  of  py(emia  developing. 

Conditions  which  intexfere  with  healing^  by  first  inten- 
tion or  l>lood  clot. — It  is  thus  evident  that  wherever  it  is  possible 
one  should  strive  to  obtain  healing  by  first  intention  or  by  blood 
clot,  and  to  avoid  healing  by  granulation  and  suppuration.  By 
doing  so,  the  patient  recovers  much  more  rapidly,  without  having 
suffered  any  pain  or  constitutional  disturbance,  and  without  having 
run  the  risks  which  I  have  mentioned  as  incidental  to  the  process 
of  healing  by  granulation,  and  at  the  same  time  the  resulting  scar 
is  much  less  e\4dent^  becoming,  in  fact,  after  some  months,  but 
slightly  visible.  It  is  necessary,  therefore,  to  consider  more  in  detail 
the  conditions  which  interfere  with  healing  by  first  intention  or  by 
blood  clot. 

In  order  to  obtain  healing  by  first  intention  or  by  blood  clot,  the 
essential  point  is  to  place  the  wound  completely  at  resi^  whether  it 
be  from  mechanical  disturbance  or  from  the  action  of  chemical  sub- 
stances. Mechanical  rest  of  the  wound  may  in  most  cases  be 
obtained  by  bringing  the  edges  accurately  together  and  by  placing 
the  part  at  absolute  rest,  if  necessary,  on  a  splint,  while  at  the  same 
time  care  is  taken  that  the  dressings  shall  not  irritate  either  by 
rubbing  over  the  surface  of  the  wound  or  by  direct  contact  with  it. 
The  most  important  point,  however,  is  to  provide  against  the  irrita- 
tion of  chemical  sul^tanqes,  and  these  chemical  substances  may  be 
either  various  applications  which  are  made  to  the  wound,  or  sub- 
stances developed  in  it  as  the  result  of  the  growth  of  certain  bac- 
teria. The  irritation  of  chemical  lotions  is,  of  course,  readily 
avoided,  and  lotions  that  are  irritating  to  the  wound  should  not  be 
applied  to  it  during  the  after-treatment.  Above  all,  where  a  wound 
is  aseptic  there  is  absolutely  no  necessity  for  injecting  antiseptic 
solutions  into  it ;  on  the  contrary,  to  do  so  will  be  to  irritate  it  and 
prevent  the  desired  result  of  union  by  firat  intention. 

The  essential  causes  which  lead  to  the  failure  of  healing  by  first 
intention  or  by  blood  clot,  and  which  expose  the  |>atient  to  the  risk 
of  various  septic  diseases,  are  the  growth  of  inicro-organiams  in  the 
material   on   the   surface  of  the  wound,  and  subsequently  in  tlie 

tissues  themselves.     The  organisms  that  act  in  this  wny  are  gene^   

rally  the  pyogenic  organisms,  more  especially  the  various  kind*  of  ^t" 
pyogenic  cocci  that  have  been  already  referred  to  iii  s^iei^kitig  ef^m 
suppuration  (pages  25  and  81).     Where  a  wound  i^  freely  open 
to  the  entrance  of  organisms,  lioweyer,  these  are  not  the  only  oum 
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which  may  grow  in  it.  The  early  disappearance  of  the  blood  clot 
and  the  occurrence  of  traumatic  fever  and  of  septic  intoxication  are 
often  associated  with  and,  no  doubt,  in  part,  due  to  the  growth  of 
ordinary  saprophytic  and  putrefactive  bacteria  in  the  fluids  and  blood 
of  the  wound,  and  although  these  organisms  are  not  parasitic  and 
cannot  penetrate  into  the  living  body,  their  chemical  products  are 
intensely  poisonous  and  irritating,  and  if  absorbed  may  cause  vezy 
serious  effects.  I  have  already  described,  in  speaking  of  suppuration 
(page  82),  how  it  is  that  these  organisms  produce  an  acute  absoess, 
and  the  process  is  exactly  the  same  where,  instead  of  causing  the 
formation  of  pus  in  a  closed  cavity,  they  lead  to  granulation  and 
suppuration  from  the  surface  of  the  wound. 

I  have  already  discussed  the  conditions  under  which  these 
organisms  can  act  in  the  tissues,  and  the  same  facts  hold  good  with 
regard  to  open  wounds.  More  especially  it  must  be  borne  in  mind 
if  these  organisms  are  likely  to  enter,  that  the  manipulations  of  the 
surface  of  the  wound  should  be  particularly  gentle,  so  that  as  healthy 
a  tissue  as  possible  is  opposed  to  their  entrance.  Where  this  point 
is  not  attended  to,  tlie^e  organisms  are  particularly  likely  to  gain  a 
foothold  in  the  tissues  and  cause  suppuration,  and  thus  prevent 
healing  by  first  intention  ;  while  if  parts  of  the  wound  are  much 
bruised,  actual  sloughing  may  take  place. 

As  to  the  mode  in  which  these  organisms  enter  wounds,  they 
may  fall  in  along  with  the  dust  of  the  air,  but  most  usually  they  are 
conveyed  to  it  from  the  instruments  or  the  operator*s  hands,  or  grow 
into  it  subsequently  from  the  skin  of  the  patient  himsell  These 
pyogenic  organisms  seem  to  be  normal  inhabitants  of  certain  parts 
of  the  surface  of  the  skin,  more  especially  parts  that  are  moist,  for 
example,  the  axillae,  perineum,  the  space  between  the  toes,  etc.,  and 
unless  special  care  be  taken  to  destroy  those  which  are  present  on 
the  surface  of  the  skin,  they  may,  after  the  operation,  spread  into 
the  wound  and  grow  there,  producing  the  various  effects  to  which  I 
have  referred.  In  fact,  it  is  but  seldom  that  these  organisms 
gain  entrance  to  the  wound  along  with  dust,  because  they  die 
soon  if  they  be  allowed  to  dry,  and  consequently,  unless  when  one 
is  operating  in  hospitals,  or  in  places  where  there  are  patients  with 
septic  wounds,  and  where  therefore  the  drying  of  the  dischaige 
containing  the  organisms  has  only  recently  taken  place,  living 
organisms  are  not  likely  to  be  introduced  from  the  air. 

We  must  also  consider  the  various  modes  in  which  the  life  and 
action  of  these  organisms  may  be  interfered  with.  They  grow  very 
readily  on  a  variety  of  soils  outside  the  body,  but  one  very  essential 
condition  of  their  growth  is  that  the  nutrient  material  shall  contain 
a  large  quantity  of  water,  at  least  90  per  cent.  Where  the  nu^ont 
material  is  too  concentrated  bacteria  cease  to  grow,  or  grow  only  with 
great  difficulty  and  without  any  marked  degree  of  virulence,  and  this 
is  a  point  of  great  importance  to  bear  in  mind  in  the  treatment  of 
wounds,  because  if  it  l)e  not  possible  to  exclude  bacteria  from 
wounds,  one  way  in  which  their  action  may  be  interfered  with  is 
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by  permitting  evaporation  of  the  fluids  contained  in  the  wound, 
and  thus  producing  too  concentrated  a  medium  for  their  growth. 
Another  point  which  the  pyogenic  bacteria  share  in  common  with 
a  considerable  number  of  others  is  that  when  grown  in  the  presence 
of  air  they  do  not  produce  such  a  quantity  of  poisonous  materials  as 
when  air  is  absent,  and  it  was  on  these  two  points  that  the  good 
malts  which  were  formerly  obtained  by  the  open  method  of  treat- 
ment depended,  for  on  the  one  hand  plenty  of  air  was  furnished  to 
the  part,  and  thus  the  amount  of  poisonous  materials  produced  by 
the  bacteria  was  diminished,  while  evaporation  was  promoted,  and 
tlie  fluids  tended  to  become  so  concentrated  that  the  bacteria  did 
not  readily  grow. 

The  most  important  point,  however,  with  reference  to  the  life 
history  of  these  bacteria,  more  especially  in  relation  to  the  present 
methods  of  woimd  treatment,  is  their  behaviour  with  regard  to  heat 
and  various  chemical  substances.  Bacteria  vary  greatly  in  their  re- 
lation to  heat,  according  to  the  stage  of  their  existence.  Those  forms 
which  grow  rapidly,  more  especially  the  micrococci,  are  very  readily 
destroyed  at  comparatively  low  temperatures ;  but  those  forms  which 
produce  spores,  if  they  have  already  passed  into  the  spore  stage,  resist 
heat  to  an  extrabrdinary  degrea  Indeed,  the  spores  of  bacteria  may 
be  exposed  to  dry  heat  considerably  above  the  boiling-point  of  water 
for  hours  without  losing  their  vitality ;  while,  on  the  other  hand, 
the  same  bacteria  in  the  adult  stage  will  be  destroyed  by  short 
exposure  to  a  very  moderate  degree  of  heat ;  indeed,  a  thorough 
and  prolonged  drying,  even  without  the  action  of  heat,  will  lead 
to  their  death.  The  same  diflerences  ai-e  observed  between  adult 
bacteria  and  spores  in  their  relation  to  various  chemical  substances, 
Fortunately,  the  organisms  wliich  for  the  most  part  come  into  play 
in  surgery  belong  to  the  non-spore-V)earing  Imcteria,  and  are  thus 
much  more  readily  killed  ;  indeed,  with  the  exception  of  the  anthrax 
bacillus,  the  tetanus  bacillus,  the  tubercle  bacillus,  and  one  or  two 
others,  we  have  essentially  to  do  with  cocci,  which  are  very  readily 
destroyed  by  comparatively  dilute  chemical  substances.  The  pyo- 
genic cocci,  for  example,  are  destroyed  in  a  few  seconds  by  the 
action  of  a  5  per  cent,  watery  solution  of  carbolic  acid,  and  even 
by  a  2i  per  cent,  solution  ;  and  they  are  also  destroyed,  though 
perhaps  not  quite  so  rapidly,  by  a  1  in  2,000  solution  of  bichloride 
of  mercury,  and,  of  course,  much  more  rapidly  where  the  solutions 
are  more  c<mcentrated.  While  this  is  the  case  with  regard  to 
watery  solutions  of  these  antiseptic  substances,  it  is  very  important 
to  bear  in  mind  that  oily  solutions  are  not  nearly  so  active  ;  in  fact 
1  to  20  solution  of  carbolic  acid  in  oil  is  practically  inert  as  a  means 
of  killing  bacteria ;  indeed,  a  1  to  5  solution  of  carbolic  oil  will  not 
do  what  a  1  to  20  watery  solution  will.  Apart  from  the  destruction 
of  the  vitality  of  these  organisms  by  antiseptic  solutions,  we  liave 
in  the  treatment  of  wounds  to  rememl)er  also  that  it  is  sufficient 
if  we  prevent  their  growth,  and  that  very  much  smaller  quantities 
of  carlx>lic  acid,  and  more  especially  of  corrosive  sublimate,  will 
o  2 
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interfere  with  the  growth  of  the  organisms,  although  they  may  still 
remain  alive ;  and  if  the  growth  be  prevented,  they  cannot  pene- 
trate into  the  tissues,  or  if  they  do  come  in  contact  with  living 
cells,  they  are  quickly  destroyed. 

It  is  also  an  important  point  to  remember  that  the  tissues 
themselves  have  a  very  great  power  of  resisting  the  entrance  of 
bacteria,  and  hence  it  is  only  under  certain  special  conditions, 
which  have  been  in  part  referred  to  in  speaking  of  suppuration, 
that  they  can  really  obtain  a  foothold  in  the  body.  How  it  is 
that  the  tissues  act  as  destructive  agents  of  bacteria  is  still  a 
matter  of  dispute.  It  is  supposed  that  the  products  of  certain 
bacteria  have  an  attractive  power  on  white  blood  corpuscles, 
what  is  termed  chemiotaxis,  and  that  it  is  in  consequence  of 
this .  attractive  action  on  the  white  blood  corpuscles  that  the 
enormous  migration  of  cells  which  takes  place  in  inflammation  is 
brought  about.  The  products  of  other  bacteria,  on  the  other 
hand,  have  the  opposite  effect,  so  that  with  them,  instead  of 
an  active  migration  of  leucocytes,  their  field  of  action  remains 
comparatively  free  from  cells.  Whether  thei'e  is  such  an  effect 
on  the  white  corpuscles  by  the  products  of  the  bacteria  or  noi, 
it  is  certain  that  in  cases  where  death  is  not  occurring  with  ex- 
traordinary  rapidity,  that  is  to  say,  where  the  bacteria  are  not 
extremely  virulent,  there  is  enormous  heaping-up  of  leucocytes  in 
their  neighbourhood,  and  it  is  held  on  the  phagocytic  theory  that 
these  leucocytes  or  other  free  cells  seize  on  the  bacteria  by  maaos 
of  their  amoeboid  action,  take  them  into  their  own  protoplasm,  and 
there  cause  their  destruction.     (See  also  page  23.) 

On  the  other  hand,  a  large  amount  of  evidence  has  been 
brought  forward  to  show  that  thei'e  is  present  in  the  semm  of 
the  blood  in  certain  animals  and  in  certain  circumstances  sab- 
stances  that  have  a  destructive  action  on  the  bacteria,  and 
hence  some  hold  the  view  that  the  first  thing  which  occurs  is  a 
weakening  or  destruction  of  the  vitality  of  the  bacteria  by  means 
i)i  these  chemical  substances,  and  that  it  is  only  when  the  organ- 
isms are  so  injured  that  the  cells  are  able  to  take  them  up  and 
destroy  them.  It  is  most  likely  that  the  truth  lies  between  these 
two  theories,  if  indeed  these  are  the  only  possible  explanations. 
However  that  may  be,  we  have  the  broad  fact  perfectly  clearly 
established  as  the  result  of  clinical  evidence  that  the  tissues  when 
in  a  healthy  condition  have  a  great  power  of  resisting  the  entrance 
of  l)acteria,  and  even  of  destroying  them  when  present  under  cer- 
tain conditions,  such  as  where  the  number  of  the  oi^ganisms  is  not 
too  great,  where  their  products  are  not  too  concentrated,  where 
their  virulence  has  l>een  diminished,  and  so  on. 

THE   TREATMENT    AND    VARIETIES   OF   WOUNDS- 

The  treatment  of  wounds  must  vary  in  different  circum- 
stances, and  we  shall  have  to  consider  the  following  classes  of 
wounds  from  the  point  of  view  of  treatment,  namely — 
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1.  Those  made  by  the  surgeon  through  unbroken  skin. 

(a)  Whei-e  the  edges  of  the  skin  can  be  brought  together. 
{b)  Where  union  by  first  intention  fails. 

(c)  Where  the  edges  of  the  skin  cannot  be  brought  together. 

(d)  Wounds  of  mucous  membi-ane. 

2.  Accidental  wounds. 

3.  Contused  wounds. 

4.  Lacerated  wounds. 

The  importance  of  these  distinctions  concerns  the  question  of 
sepsis,  which,  as  I  have  already  indicated,  is  the  main  point  to  be 
considered  in  the  treatment  of  wounds.  Where  the  wound  is  made 
through  unbroken  skin  by  the  surgeon  the  avoidance  of  sepsis 
practically  entirely  depends  on  his  care.  Where  mucous  membrane 
is  involved  in  the  wound  it  is  impossible  for  the  surgeon  completely 
to  exclude  l>acteria,  and  he  must  do  his  best  to  diminish  their 
action. 

Where  the  wound  has  been  made  accidentally  the  problem  is, 
on  the  other  hand,  a  totally  different  one,  because  here  the  bacteria 
have  already  entered  the  wound,  and  the  surgeon's  efforts  must  be 
directed,  if  possible,  to  getting  rid  of  them  again. 

1.  Wounds  made  by  the  surgeon  through  unbroken 
skin,  (a)  l¥taere  the  edgres  of  the  skin  can  be  brou§rht 
together.— In  such  wounds  the  great  aim  must  be  to  obtain  healing 
by  first  intention,  and  in  order  to  get  this  we  have  to  follow  out  the 
principles  which  have  been  already  indicated — namely,  to  provide 
re8t  for  the  part,  to  avoid  any  mechanical  or  chemical  irritation  by 
applications  to  the  wound,  and,  above  all,  to  secure  the  absence 
of  pyogenic  organisms.  This  is  best  done  by  paying  the  fullest 
attention  to  the  details  of  antiseptic  or  aseptic  surgery,  which  is 
the  best  and  most  certain  method  of  treatment.  With  the  view  of 
obtaining  healing  by  first  intention,  and  avoiding  the  various  dangers 
of  wounds,  I  shall  describe  the  method  I  now  carry  out — namely, 
aseptic  treatment  on  the  Ltsterian  principle^  which  aims,  as  far  as 
possible,  to  destroy  all  organisms  which  may  obtain  access  to  a 
wound,  and  to  prevent  their  entrance  subsequent  to  the  operation. 

In  taking  measures  to  prevent  the  entrance  of  bacteria  into  a 
wound  we  must  in  the  first  place  look  to  the  sources  from  which 
the  bacteria  may  come.  As  I  have  mentioned,  they  may  come 
from  the  dust  either  in  the  air,  or  deposited  on  surrounding  objects, 
or  from  the  skin  of  the  patient,  or  from  that  of  the  operator,  on 
which  they  may  not  only  be  lying,  but  actually  growing.  In  the 
foremost  place  the  greatest  attention  must  be  paid  to  the  skin ;  in 
fact,  it  is  essential  that  the  pyogenic  organisms  should  be  thoroug:hlj 
removed  both  from  the  skin  at  the  seat  of  operation,  anfl  over  a 
sufficient  area  around  to  allow  ample  overlapping  of  the  tlt*^,ssing, 
and  also  from  the  hands  of  the  surgeon  and  his  assistant.  On  the 
skin  these  bacteria  especially  inhabit  the  surface  epitheljitiii  and 
hairs,  and  penetrate  to  a  slight  extent  into  the  sebaceous  and  liair 


214  WOUNDS   AND    CONTUSIONS. 

follicles  where  these  are  large.  Care  must  be  taken  that  the  anti- 
septic substances  employed  shall  thoroughly  reach  and  act  upon  the 
bacteria  contained  in  these  parts.  It  may  be  sufficient,  in  order  to 
avoid  the  introduction  of  bacteria  at  the  time  of  the  operation 
itself,  to  destroy  the  bacteria  which  are  present  on  tlie  surface  of 
tlie  skin,  and  that  is  probably  all  that  need  be  done  with  regard  to 
the  surgeon*s  hands ;  but  in  the  case  of  the  skin  in  the  neighbour- 
hood of  the  wound  this  is  not  always  suihcient,  because,  in  spite  of 
the  antiseptic  dressings  applied  afterwards,  bacteria  which  may 
have  been  left  behind  in  the  deeper  parts  in  the  hair  and  seba- 
ceous follicles,  may  grow  in  the  epithelium,  and  very  shortly 
reach  the  wound  and  develop  in  it.  Therefore  it  is  of  import- 
ance that  the  disinfection  of  the  skin  of  the  patient  should  be 
so  thorough  as  to  destroy,  if  possible,  all  the  bacteria  present  in  it, 
and  certainly  all  the  pyogenic  cocci.  In  order  to  do  this  we  have  to 
get  rid  of  the  surface  epithelium,  to  get  rid  of  all  the  oily  material 
on  the  surface  of  the  skin,  to  remove  the  hairs,  and  then  to 
saturate  the  part  thoroughly  with  strong  antiseptic  solutions  for  a 
sutlicient  length  of  time.  Hence  the  method  which  I  adopt  to  dis- 
infect the  skin  is  in  the  first  instance  to  wet  it  thoroughly  with  tur- 
pentine, with  the  view  of  getting  rid  of  the  fatty  materials  (Uic 
turpentine  also  is  an  antiseptic).  Following  the  application  of 
the  turpentine  the  part  is  well  washed  with  soap  and  carbolic 
acid  lotion.  I  generally  use  a  five  per  cent  lotion  of  carbolic  acid 
containing  a  five-hundredth  part  of  corrosive  sublimate  in  solution. 
By  means  of  soap  and  this  solution  and  a  nail-brush  the  surface 
epithelium  and  fatty  material  are  thoroughly  removed  from  the 
surface  of  the  skin,  and  the  part  is  then  shaved  in  order  to  get  rid 
of  the  hairs.  A  further  application  of  this  same  '*  strong  mixture  " 
is  then  made,  and  where  time  will  permit,  a  cloth  saturated  in  the 
solution  is  wrapped  i*ound  the  part  for  some  two  or  three  hours 
before  the  operation,  and  then  at  the  time  of  the  operation  the  whole 
process — turpentine,  nail-brush,  etc. — is  repeated. 

As  regards  the  surgeovkS  lunnds,  the  main  point  to  be  attended 
to  is  the  disinfection  of  the  nails  and  the  parts  under  the  nails,  and 
around  their  bases,  and  here  also  the  same  measures  are  employed. 
The  hands  are  first  sponged  over  with  turpentine,  then  they  are 
thoroughly  washed  witli  soap  and  the  ^'  strong  mi|Lture "  and  a  nail- 
brush, and  then  the  nails  are  carefully  cleaned  with  a  knife  so  as 
to  remove  all  the  dii-t  and  dead  epithelium  from  beneath  and  around 
them.  The  hands  disinfected  in  this  manner  are  not  dried  after* 
wards,  but  a  basin  containing  1  in  2,000  sublimate  solution  is  kept 
close  by  in  which  they  are  repeatedly  dipped  during  the  progress  of 
the  operation. 

All  the  iiistruments  which  will  come  in  contact  with  the  wound 
should  also  be  thoroughly  disinfected,  and  this  is  generally  quite 
satisfactorily  done  by  immersing  them  in  1  to  20  carbolic  acid  solution 
for  at  the  most  al)out  half  an  hour  before  the  operation.  This  is 
quite  satisfactory  except  in  the  case  of  toothed  instruments,  such  as 
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\  on  the  surface  which  does  not  becotue  infiltrated  with 
c^eUs,  Knd  in  the  oonrBe  of  a  few  weeks,  if  this  thin  layer  of  dot  Ije 
lifted  tip  and  [leeled  ofl;  a  cicatrix  is  fouiul  beneath. 

This*  proee*vf4  of  healing  by  blood  clot  is,  of  course,  not  limited  to 
open  voundii.  Where  a  wound,  in  which  the  edges  of  the  skin  are 
itnillid  at  the  time  of  the  openvtion,  is  deep  and  extensive,  it  is  very 
Oilgidin  that  the  whole  of  the  cut  surfaces  are  in  actual  contact  tin  ia 
raqoiule  for  union  by  tinit  intention  ;  and  in  the  part«  where  these 
miiiniBB  jin*  not  in  actual  contjict  hlcKKi  clot  is  fonned,  and  the 
prorawii  just  described  take>*  place.  In  suWutaneouB  injuries  also 
thi»  heailiiig  by  bl(»od  clot  i»  almost  the  only  form  in  which  healing 
tAkiv  place. 

^.  Healing'  by  SC&bbing. — A»  I    have  already  said,  where  a 

Kioti  of  ?ikiri  in  renioveil,  or  where  the  edges  of  the  skin  are  not 
jgbi  loigether,  the  surface  of  the  wound  becomes  in  the  first  instance 

glftnvi  with  lymph,  as  a  renult  of  the  early  Htage  of  in  Ham  mat  ton 
«ttK  op  by  the  irritation  of  the  operation.  In  certain  eiuse?*,  whei-e 
tile  wound  i?s  exposed  to  the  air,  thin  lyiuph,  which  in  such 
circuniHtance^  would  be  somewhat  exceH^Hive  in  aniimut^  tlrics  up  on 
tlie  surfacv,  and  a  scab  fomin  in  which  micro-organ ismn  cannot 
grow,  and  which  thus  protects  the  actual  nurface  of  the  wound  from 
further  irritation.  That  being  the  case^  the  processes  which  go  on 
under  thr  scab  are  cHjientially  the  same  iis  tho^e  which  go  on  between 
the  cut  nurfaoes  of  a  wound  which  is  healing  by  first  intention,  with 
^^tmgle  exception  that  thene  iiurface.H  are  not  in  accurate  apposi- 
Tlie  lyiupli  originally  |K)ured  out,  the  surface  of  which  has 
( and  formed  a  crust,  rcniains  on  the  surface  of  the  wound,  and 
inHltrated  with  cells,  which  organise  in  the  same  manner  as 
en  the  cut  eciges,  while  after  a  time  epithelium  spr'eads  in 
the  scab  over  the  surface  of  the  organising  material,  and 
I  lo  ctimplete  cicatrisation,  so  that  when  the  scab  in  picked  ott'a 
cicftCrix  ia  found  beneath.  This  method  of  healing  by  scabbing  is, 
oot  to  be  recommended  unless  in  very  nmall  wounds ^ 
it  i»  seldom  that  the  scab  is  complete  over  the  whole 
miriMSt\  or  that  it  forms  quickly  enough  to  pn*vent  the  entrance  of 
micTCMJV^nisnis  ;  and  if  microorganism?^  have  entered,  suppumtion 
i»  tety  upt  to  occur  beneath  the  scab  which  contines  the  pus,  and 
Urns  lead  to  the  occurrence  of  ulceration  or  inflammation  of  the 
voimd. 

General  symptoms  attending  the  healing  process.— We 

hiivt*  now  to  not^  the  constitutional  condition  uf  the  pit  lent  dur- 
ing tiie  procciis  of  healifig  in  the  various  ways  which  have  l>een 
dMicrilied.  Where  healing  takes  place  by  first  intention,  or  Ijy 
blood  clot,  or  by  scabbing,  the  general  state  of  the  jwitient  remains 
^ood.  And  unlesis  the  oj>ei*ation  has  bet»n  a  severe  one,  there  is  no 
dkitarb&nce  of  the  tenii^entture  or  pulse,  while  after  the  effects  of  the 
iiiBMlh^tic  have  |^»a8*«ed  off,  the  pitient  is  as  well  as  liefore  the 
tipe  ration. 

In  omm»  wher^   the   opf^ration   ha»i    been   extensive,  or   where 
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A  very  important  question  is  whether  it  is  necessary  to  irri^aie 
Ohe  wound  during  the  course  of  the  operation,  that  is  to  say,  whether  it 
is  necessary  to  take  means  to  destroy  organisms  which  may  have  iaWea 
in  from  the  air.  In  hos[>ital  practice  I  think  that  this  is  necessary. 
In  places  where  there  are  wounds,  dried-up  discharges,  dried-up 
blood,  numbers  of  people — many  of  whom  have  come  from  dissecting- 
rooms — and  so  forth,  I  cannot  but  think  that  the  air  in  an  operating 
theatre  must  contain  pathogenic  organisms,  and  therefore  I  think  it 
is  necessary  to  take  means  to  prevent  their  taking  foothold  in  the 
wound.  Formerly  this  was  done  by  means  of  a  spray  of  carbolic 
acid,  and  it  was  supposed  that  the  spray  acted  by  destroying 
organisms  which  were  floating  in  the  air.  This  has  now  been  cleauiy 
proved  to  have  been  erroneous,  but  in  addition  to  the  spray  passing 
through  the  air  over  the  wound,  the  wound  itself  was  constantly 
bedewed  with  the  antiseptic  solution — in  other  words,  it  was  gently 
irrigated — so  that  although  the  organisms  were  not  disinfected  while 
floating  in  the  air,  they  fell  on  to  a  wound,  the  surftuse  of  which 
was  covered  with  a  layer  of  antiseptic  fluid,  which  could  at  once 
act  on  them.  The  objections  to  the  spray  as  an  irrigator  were, 
however,  numerous,  more  especially  the  strength  of  the  carbolic 
acid  was  very  disadvantageous  for  the  healing  of  the  wounds,  and 
therefore  it  has  been  given  up  almost  entirely,  and  its  place  taken 
by  irrigation.  As  a  material  for  irrigating  wounds  I  use  a  weak 
sublimate  solution,  certainly  nothing  stronger  than  1  to  2,000: 
and  in  cases  where  a  joint  is  opened,  I  generally  employ  1  to  4,000 
or  1  to  6,000.  These  sublimate  solutions  do  not  irritate  the  wound 
to  anything  like  the  degree  that  carbolic  acid  does^  and  in  fact  I  see 
no  reason  to  suppose  that  they  materially  interfere  with  the  healing 
process,  while  for  the  reasons  I  have  mentioned  I  believe  that  they 
are  an  advantage,  more  especially  in  hospital  practice.  That  they 
are  not  absolutely  essential  in  the  great  majority  of  cases  we  know, 
but  what  one  aims  at,  especially  with  this  method  of  treatment^  is 
to  obtain  certainty  and  not  probability  as  regards  the  results.  As 
a  rule  I  do  not  employ  any  special  irrigator.  In  the  majority  of 
wounds  I  simply  from  time  to  time  squeeze  a  sponge  saturated 
with  1  to  2,000  solution  over  the  wound,  and  this  is  more  especially 
done  while  the  wound  is  being  stitched  up.  In  cases,  however, 
where  I  am  operating  on  a  healthy  joint,  such  as  the  knee  joint,  I 
feel  happier  when  there  is  a  constant  gentle  stream  of  weak  sub- 
limate solution  flowing  over  the  wound  from  the  time  that  the  joint 
is  opened. 

As  regards  the  use  of  sponges,  for  my  own  part  I  still  employ  theoL 
Some  surgeons  have  given  them  up,  and  use  instead  pads  of  absorbent 
wool,  but  these  are  to  my  mind  very  objectionable,  especially  in  the 
way  in  which  I  have  often  seen  them  employed.  It  is  not  un- 
common to  see  a  dishful  of  dry  pads  of  wool  brought  into  the 
operating  room,  and  these  are  simply  wrung  out  of  the  solution 
before  being  handed  to  the  operator.  In  such  circumstances,  no 
time  is  allowed  for  proper  disinfection  of  the  pad,  and  the  result 
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h.nM  gnutalated,  or,  having  fallen,  may  a^in  rise,  and  the  conditiori 
ol  mp^emnkin  sets  in,  where  ww  intermittent  hiijli  fever  is  developed, 
«fkd  the  patient  pasae-i  into  a  »tat^  of  asthenic  fever.  This  condition 
ol  srrpticurmia  is  probably  due  to  the  penetration  of  pyogenic 
Of^yiiftins  into  the  body,  and  possibly  into  the  bloofl,  and  the  poison- 
m%  of  the  blood  with  the  protlucts  of  their  growth.  Or»  again,  even 
tflies*  the  complete  subsidence  of  the  tranmatie  fevei"»  the  patient  has 
A  ■ftf^^e  rigor,  accompaniefl  by  a  rapid  rise  of  temperature,  and 
folknrvc)  by  &ii  ecjually  rapid  fall,  thtise  ri^cnra  beiny;  repeated  at 
l^fM^ning  interv»4l«,  and  the  condition  of  fnftftum  developing. 

Conditions  which  interfere  with  healing  by  first  inten- 
tion Or*blood  clot. — It  in  thus  evident  that  wherever  it  in  possible 
IMM  should  strive  to  obtain  healing  by  first  intention  or  by  blood 
otot«  and  to  avoid  heAling  by  jarnvnulation  and  suppiimtion.  By 
4oiiig  N>,  the  patient  recovers  much  more  nipidly»  without  having 
MiSered  any  pain  or  constitutional  disturbance,  and  without  having 
rvn  the  risks  whicli  T  have  mentioned  as  incidental  to  the  prcjceas 
oC  haaling  by  jrranulation,  and  at  the  same  time  the  resulting  scar 
is  am^  lesH  evident,  becoming,  in  fact,  after  some  uionths,  but 
xliglitly  risible.  It  is  necessary,  therefore,  to  consi<ier  more  in  detail 
Um  O09iditions  which  interfere  with  healing  by  first  intention  or  by 
blood  eloC 

In  order  to  obtain  healing  l»y  first  intention  or  by  blood  clot,  the 
WUfflliil  point  is  to  place  the  wound  completely  at  r*>iii^  whether  it 
\m  frovn  mechanieal  disturbance  or  from  the  aotioti  of  eliamioal  sub- 
mtMXKf&.  Mechanical  i^st  of  the  wound  may  in  most  cwses  be 
by  bringing  the  ©flges  accurately  together  and  by  placing 
pvt  at  ahsolate  nest,  if  necessary,  on  a  splint,  while  at  the  same 
taoie  oare  is  taken  that  the  dressings  sliall  not  irritate  either  by 
niblnng  o^'er  the  sui-face  of  the  wound  or  by  direct  contact  with  it, 
Hm  most  important  point,  however,  is  to  provide  asfiiinst  the  irrita- 
of  chemical  stdwtances,  and  these  chemical  Hubstance^  may  l>e 
vmrioas  applications  which  are  niwde  to  the  wound,  or  snb- 
dewloped  in  it  as  the  result  of  the  growth  of  certain  Imc- 
THe  irritation  of  chemical  lotions  is,  of  counie,  readily 
avoided,  and  lotions  that  are  irritatinoj  to  the  wound  should  not  Vie 
apfilied  to  it  during  the  after-treatment.  Aljove  all,  where  a  wound 
i%  aseptic  there  is  absolutely  no  necensity  for  injecting  antiseptic 
'loIutiouH  into  it ;  on  the  contrary,  tr>  do  so  will  be  to  irritate  it  and 
prm'etit  the  desiitnl  result  of  union  by  first  intention. 

Th<»  tywential  causers  which  lead  to  the  failure  of  healing  by  first 
m^Mttion  or  by  blood  clot,  and  which  expose  the  ]>atient  to  the  risk 
itf  -various  septic  (Jiseasen,  are  the  tjnnoth  of  miero-orffanisins  in  the 
al  on  the  surface  of  the  wound,  and  suVisequently  in  the 
themselveM.  The  organisims  that  act  in  this  way  are  gene- 
th^  pyogenic  orgAnbims,  more  especially  the  various  kinds  of 
intt!  cocci  that  have  been  already  referred  to  in  s|>eMkinj:  of 
«iippuration  (pagen  25  and  81).  Where  a  wound  is  freely  open 
«atnuioe  of  organisms,  however,  these  are  not  the  only  onen 
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whicli  may  grow  in  it.  Tlie  early  disai[)peaiii.iice  of  tlie  blood 
and  tiij^  Dcourroiio**  of  ti-auiiiatic  tVver  and  of  septic  intoxication  iwr 
often  aH8ociat€Hi  witli  and^  no  doubt,  in  jmrt,  due  to  iht?  growth  of 
ordinary  saprophytic^  and  putrefactive  bacteria  in  tUe  Huidnand  blood 
of  the  wound,  and  although  theat3  orgaiiiNms  ait^  not  pui'^nitic  mid 
cannot  penetrati*  into  the  living  ljody»  their  cliemical  prociuct*  mr 
intensely  poiBonoiis  and  irntating,  and  if  abnorbed  nuiy  cause  vrry 
Heriousi  efl'eetH*  1  liave  aliTftdy  dc^scribed,  in  nyHviking  of  suppuration 
(page  82),  how  it  is  that  these  organi.snis  produce  an  acute  ab«Hce«i, 
and  the  proce>w  is  exactly  the  Harue  wbei^,  in^stead  of  cJiuning  thr 
formation  of  pus  in  a  closiNi  caAuty*  they  lead  t<>  granulation  and 
suppuration  from  the  .surftice  of  the  wound. 

I  have  alrt^ady  discussed  the  conditions  under  which  tbe«f 
organiHrnH  can  act  in  the  ti».Hue8,  and  the  naine  facts  hold  good  iwitli 
regard  to  open  wounda  Moi'e  especially  it  must  l>e  Imrne  in  mind 
if  these  organi.sms  are  likely  to  enter,  that  the  manipulations  of  the 
Hurface  of  the  wound  should  \w  particularly  gentle,  so  that  f%H  healthy 
a  tissue  as  possible  is  op|M>8ed  to  their  entrance.  Where  thia  point 
18  not  attended  to^  thene  organisms  are  })articularly  likely  to  gun  n 
foothold  in  the  tissues  and  caune  suppuration,  and  thus  prevoal 
healing  by  first  intention  ;  while  if  part**  of  the  wound  are  mtsdi 
bruised,  actual  sloughing  nmy  take  place. 

Ah  to  the  mode  in  which  the?^  organisms  enter  wound%  tli«y 
may  fall  in  along  with  the  dust  of  the  air,  but  niotit  usually  they  air 
conveyed  to  it  fi^om  the  instnimentH  or  the  operator***  hands,  or  grow 
into  it  subaecfuently  from  the  skin  of  the  patient  himsell  These 
pyogenic  organisms  seem  to  V>e  normal  inhabitantis  of  i^H^in  parln 
of  the  Hiirface  of  the  skin,  oiohl^  esj:»eeially  jiartH  tliat  are  moist,  for 
example,  the  axillie,  perineym,  the  ispace  between  the  toes,  etc\,  «tid 
unles8  special  care  l>e  taken  to  destroy  those  which  are  prestsnt  on 
the  surface  of  the  skin,  they  may,  after  the  ojieration,  sprend  into 
the  wound  and  grow  there,  producing  the  various  etfect«  to  which  1 
have  referretL  In  fact,  it  is  Imt  seldom  that  these  organi.sm» 
gain  entrance  to  the  wound  along  with  dust,  iwjcausve  they  die 
soon  if  they  J>e  allowed  to  dry,  and  consequently,  unles«  when  one 
is  operating  in  hospitals,  or  in  places  where  there  are  patienta  with 
septic  wounds,  anti  where  therefore  the  drying  of  the  di^^^harge 
containing  the  orgiinisins  haa  only  recently  taken  place,  living 
organisms  are  not  likely  to  be  introduced  from  the  air. 

We  must  also  consider  the  various  modea  in  which  the  life  asiid 
action  of  these  organisms  nmy  be  interfered  with.  They  grow  veiy 
readily  on  a  variety  of  soils  outside  tiie  body,  but  one  very  esa^ott^l 
condition  of  their  growth  is  that  the  nutrient  material  ahall  ooillftili 
a  large  (quantity  of  water,  at  least  W  per  cent.  W^here  the  nutrioo&t 
material  is  too  concentrated  bact€iiA  cease  to  grow,  or  grow  only  with 
great  difficulty  and  without  any  marked  degree  of  virulence,  and  iht«i 
is  a  point  of  great  importance  to  bear  in  mind  in  the  treattuent  of 
wou ndn,  because  if  it  lie  not  possible  to  exclude  bacteria  from 
woonds,  one  way  in  which  their  action  may  be  interfere^i  with  in 
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^  Hjvoitition  of  the  fltiuls  contained   in   the   wound, 
mnd  ihii-  uig  t4Xj  concentrated   a  medium  for  their  growth. 

jpuiiit  which  the  pyogenic  bact€?ria  share  in  common  with 
eoDildetiible  numher  of  others  is  that  when  grown  in  the  presence 
of  wit  tl»ey  do  not  produce  such  a  quantity  of  poisonous  materials  a^ 
vlieii  air  is  absent,  and  it  was  on  these  two  points  that  the  gocKl 
malts  which  were  formerly  obtained  hy  tlie  open  method  of  treat- 
ineiit  depended,  for  on  the  one  hand  plenty  of  air  was  furniBhed  to 
the  fmrt,  and  thus  the  amount  of  poisonous  niaterialsi  protluced  by 
the  hacteria  was  diminished,  while  e%^aporation  wa^  promoted,  and 
the  Unids  tended  to  become  so  concentiat<*d  that  the  btcteria  did 
&0(  t^e^ily  grow. 

The  tiioet  important  point,  however,  with  reference  to  the  life 
of  these  bacteria,  more  especially  in  relation  to  the  present 
b  of  wound  treatment,  is  their  behaviour  with  regard  to  heat 
snil  Y»rious  chemical  sulwt^inees.  Bacteria  vary  greatly  in  their  re- 
latkvn  to  beat,  accoixling  t^  the  stage  of  their  existence.  Those  forms 
which  grow  rapidly,  more  especially  the  micrococci,  are  very  readily 
deeti03n!>d  at  comparatively  low  temperatures;  but  those  fonns  which 
produce  spores,  if  they  have  already  passed  into  the  spore  stage,  resist 
heat  to  an  extraordinary  degree.  Indeed,  the  spores  of  bacteria  may 
be  exposed  to  dry  heat  considerably  alcove  the  boilintjj'point  of  water 
Ukt  hours  without  losing  their  vitality  ;  while,  on  the  other  hand, 
the  flame  bacteria  in  the  adult  stage  will  be  destroyed  by  short 
f*xpo«ure  to  a  very  mo«rierate  degree  nf  heat  :  indi^ed^  a  tlion:mgh 
and  pndonged  dryings  even  without  the  actitm  rif  he^t,  will  lead 
to  th»nr  death.  The  same  difi*ei*enceH  are  tibservefl  between  adult 
bact«*na  and  spores  in  their  relatic»n  to  various  chemiail  siibstances, 
F(irtufmt*»ly,  the  organisms  which  for  the  most  part  come  int*>  play 
in  siirgrry  belong  Uy  the  non-sjK>re-l>eaKng  bacteria,  and  are  thus 
mtieh  more  readily  killed  ;  indeed,  with  the  exception  of  the  anthrax 
liacilluA,  the  tetanus  bacillus,  the  tubercle  bacillus^  and  one  ur  two 
othf?T«,  we  have  essentially  tfi  do  with  cocci,  which  are  very  readily 
ilesttmyed  by  comparatively  dilute  chemical  flul>stance>^.  The  pyo- 
genic eoccL  for  example,  are  destiwed  in  a  few  seconds  by  the 
actioti  of  a  5  per  centw  watery  solution  of  carbolic  acid,  and  even 
by  a  2J  per  cent,  solution  ;  and  they  ai^  also  destroyed,  thougli 
|ierha}ii!«  not  quite  m4»  nipidly,  by  a  1  in  2,000  solution  of  liichloride 
fjf  merrury,  and,  of  cour^,  much  ujore  rapidly  where  the  solutions 
am  mtM^  cimcent rated.  While  this  is  tlie  case  with  regard  to 
watrnr  wdutions  of  these  antiseptic  substances,  it  is  very  important 
to  bear  in  mind  that  oil^r  solntifins  are  not  nearly  ho  active  ;  in  fact 
1  to  20  «*olution  of  carbolic  aoid  in  oil  is  pnictically  inert  as  a  means 
*if  killing  bacteria ;  indeed,  a  1  t^  5  solietion  of  carlxilic  oil  will  not 
du  what  a  1  to  20  watery  solution  will.  Apart  from  the  destruction 
of  tbi*  vitality  of  these  organisms  by  antisej>tic  solutions,  we  liave 
in  the  irttattnent  of  wimnds  to  rememl)er  aUh  that  it  is  suflicient 
if  we  prevent  their  growth,  and  that  very  nmcli  smaller  quantities 
of  eacmlic  acid,  and  more  espe^rially  of  corrt>iive  sublimate,  will 
O  a 
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titterfere  ^ith  the  growth  of  the  ofgatitHins,  althuugli  tliey  nui 
i-einain  ulive ;  uud  if  the  gi-owtU  he  preventwJ,  they  dLtmiit  pern- 
irate  iiito  the  tii^HueH,  or  if  they  di»  anue  In  mjtnUusi  with  livijig 
oellH,  they  are  quickly  destruyecJ. 

It  hi  alno  au  imjiortant  |M)mt  in  remember  that  tlie  tMO«i 
themselven  have  a  very  gi'eat  jniwer  uf  reHiMtiiig  tlie  eritranctt  aC 
bacteria,  and  hence  it  in  only  under  certain  npecual  o^mditionis 
w  hie  1 1  have  been  in  part  referred  to  in  Hjieakiiig  of  Huppumtion, 
that  they  can  really  obtain  a  foothold  in  the  body.  How  it  is 
that  the  tissuPM  act  as  destructive  agentw  of  bacteria  ij*  »till  li 
matter  of  dispute.  It  in  «uppoHe<l  that  the  pniduct»  of  certain 
bacteria  have  an  attractive  jniwer  on  white  bhwxl  corpUfw:le% 
wliat  i**  termed  eheniicjtaxiM,  and  that  it  in  in  cMnsequeuct*  of 
thin  attractive  action  on  the  white  bhwid  corpuscles  that  the 
enorniowH  migration  of  cells  which  takes  place  in  inflamniati<m  is 
brought  al>out.  The  products  of  other  li^veteria,  on  the  othi^r 
liand,  have  the  oppiiHit^  effect,  «o  that  with  them,  instead  qf 
an  iM:tive  migration  of  leucocytes,  their  Held  of  action  renuum 
comparatively  fi*ee  from  cells,  Whetlier  thei-e  is  nuch  an  efliMt 
on  the  white  corpuncle^  by  the  products  oi  the  bacteria  or  iiol, 
it  h  certain  that  in  cases  where  death  is  not  occumiig  with  tx- 
tmordinary  rapidity,  that  is  to  say,  where  the  liacteria  an*  not 
extremely  virulent »  there  is  enomiou.H  heapinsf-up  (»f  leucocytrw  in 
their  neigh bourhotKi,  and  it  i«  held  on  the  phagocytic  theory  tWt 
these  leucocytes  or  other  fi'ee  eel  Ik  seize  on  the  Iwicteria  by  meaiui 
of  their  amcrlxnd  action,  tiike  them  int4j  their  own  protoplatmi,  and 
there  cause  their  destruction.     (See  aho  imge  23.) 

On  the  other  hand,  a  large  amount  of  eWdence  haj»  beoi 
brought  forward  to  show  that  then^  is  present  in  the  serum  «f 
the  bloofl  in  certain  animals  and  in  c-ertain  circumstances  sub- 
«taU066  that  have  a  destructive  actitm  on  the  Iwicteria,  and 
henoe  tome  hold  the  view  that  the  first  thing  which  occurs  is  a 
weakening  or  destruction  of  the  vitality  of  the  Imcteritt  by  means 
of  tJiene  chemical  aulistances,  and  that  it  is  only  when  the  organ- 
isms are  so  injured  tluit  the  cells  are  able  to  take  them  up  and 
destroy  tht»m.  It  is  mtmt  likely  that  the  truth  lie«  between  theae 
two  theories,  if  indee<l  these  an^  the  only  possible  explanatitms. 
However  that  may  lie,  we  have  the  broad  fact  j^rfectly  clearly 
established  as  the  result  of  ctinical  evidenc^e^  that  the  tissues  when 
in  a  healthy  condition  have  a  gi^at  piwer  of  re-siating  the  entrance 
of  l>acteria,  and  even  of  destruying  them  when  present  under  cer- 
tain conditions,  such  as  where  the  number  of  the  organisms  is  not 
too  great,  where  their  products  are  not  too  ci>ncentrat-ed,  wliere 
their  virulence  has  l>een  diminished,  and  so  on, 

THE   TREATMENT   AND   VARIETIES   OF   WOUNDS 

The  treatment  of  wounds  must  vary  in  different  circuin- 
HLaiiceSi  and  we  shall  have  tt>  consider  the  following  clauses  of 
wounds  from  the  point  of  view  of  treatment,  namely — 
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1.  Hose  made  by  tbe  surgeon  through  unbroken  skin. 

(a)  Where  the  edges  of  the  skin  can  be  brought  together. 
(6)  Where  union  by  first  intention  fails. 

(c)  Where  the  edges  of  the  skin  cannot  be  brought  together. 

(d)  Wounds  of  mucous  membrane. 

2.  Accidental  wounds. 

3.  Oontnsed  wounds. 

4.  Lacerated  wounds. 

The  importance  of  these  distinctions  concerns  the  question  of 
sepaia,  which,  as  I  have  already  indicated,  is  the  main  point  to  be 
considered  in  the  treatment  of  wounds.  Where  the  wound  is  made 
throagh  vnbroken  skin  by  the  surgeon  the  avoidance  of  sepsis 
practioally  entirely  depends  on  his  care.  Where  mucous  membrane 
is  involved  in  Uie  wound  it  is  impossible  for  the  surgeon  completely 
to  exclude  bacteria,  and  he  must  do  his  best  to  diminish  their 
aetioii. 

Where  the  wound  has  been  made  accidentally  the  problem  is, 
on  the  other  hand,  a -totally  different  one,  because  here  the  bacteria 
have  already  entered  the  wound,  and  the  surgeon's  efforts  must  be 
directed,  if  possible,  to  getting  rid  of  them  again. 

1.  Wounds  made  by  the  surgeon  through  unbroken 
SkilL     (a)  l¥taere  tlie  edgres  of  the  skin  can  be   broug^ht 

fgctiier«~In  such  wounds  the  great  aim  must  be  to  obtain  healing 
hj  first  intention,  and  in  order  to  get  this  we  have  to  follow  out  the 
principles  which  have  been  already  indicated — namely,  to  provide 
rest  fbr  the  part,  to  avoid  any  mechanical  or  chemical  irritation  by 
applications  to  the  wound,  and,  alx)ve  all,  to  secure  the  al>8ence 
of  pyogenic  organisms.  This  is  best  done  by  paying  the  fullest 
attention  to  the  details  of  antiseptic  or  aseptic  surgery,  which  is 
the  best  and  most  certain  method  of  treatment.  With  the  view  of 
obtaining  healing  by  first  intention,  and  avoiding  the  various  dangers 
of  wounds,  I  shall  describe  the  method  I  now  carry  out — namely, 
aseptic  treatmeiU  on  the  LUf^rian  principle,  which  aims,  as  far  as 
possible,  to  destroy  all  organisms  which  may  obtain  access  to  a 
wound,  and  to  prevent  their  entrance  subseijuent  to  the  operation. 

In  taking  measures  to  jirevent  tfie  entrance  of  hcvcteria  into  a 
wound  we  must  in  the  first  place  look  to  the  sources  from  which 
the  bacteria  may  come.  As  I  have  mentioned,  they  may  come 
from  the  dust  either  in  the  air,  or  deposited  on  surrounding  objects, 
or  from  the  skin  of  the  patient,  or  from  that  of  the  operator,  on 
which  they  may  not  only  be  lying,  but  actually  growing.  In  the 
foremost  place  the  greatest  attention  must  l)e  paid  to  the  skin  :  in 
fact,  it  is  essential  that  the  pyogenic  organisms  should  be  thoroughly 
removed  both  from  the  skin  at  the  seat  of  operation,  and  over  a 
sufficient  area  around  to  allow  ample  overlapping  of  the  dressing, 
and  also  from  the  hands  of  the  surgeon  and  his  assistant.  On  the 
skin  these  bacteria  especially  inhabit  the  surface  epithelium  and 
hairs,  and  penetrate  to  a  slight  extent  into  the  sel)aceous  and  hair 
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fcillieles  whei*e  thcwe  are  large.  Care  mii>4t  he  tjikeii  I  hat  the  luiti- 
septiL*  HuiwUiiice.H  emplojed  .sliail  thomuglily  reach  and  act  U[K»n  tht 
Uict-eria  i'uiit4vint*tl  in  thene  parts.  It  may  ix'  HuHicient,  in  r»itier  to 
avoid  tho  intruduetiun  i>f  liact-eria  at  the  timo  of  the  oi»eiatiiiti 
it>4elf,  to  destroy  tlie  Imct^ria  which  are  present  t>ii  the  surface  uf 
tlie  nkin,  and  that  is  probably  all  that  need  be  dune  with  regiirri  Ui 
the  Hurgenn'H  hands  ;  lint  in  the  Cfine  of  tlie  skin  in  the  nei^hUmr- 
hooil  of  the  wound  thin  is  nut  always  «uflicient,  because,  in  spite  of 
the  antiHeptic  cires+siTigs  applied  ftfterwaj*dH,  liacteria  which  nmy 
have  [teen  left  behind  in  the  deeper  |iartH  in  the  hair  and  ^elinr- 
oeou8  follicleii,  tnay  grow  in  the  epitheliuni,  and  very  nhurtly 
I'Sacli  the  wound  and  develop  in  it.  Therefore  it  is  uf  import' 
ance  that  the  diHinfectitm  of  the  skin  <»f  tlie  {patient  nliould  be 
Htj  tliorough  Its  to  dentroy,  if  ptinsible,  all  the  bacteria  prejseiit  in  it, 
anfl  certainly  all  the  pyogeinc  eoeci.  In  order  t**  do  tluM  we  have  to 
get  rid  of  the  .surface  epitbelitHii,  to  get  rid  of  all  the  oily  inat4*riiil 
on  the  surftice  of  the  skin,  to  renjove  the  haint^  anrl  then  to 
saturat^e  tlie  part  thoroughly  with  strong  antiseptic  solutions  fr»r  ft 
suffieient  length  of  time.  Henee  the  method  whieh  T  iuh»pt  to  did- 
infect  the  skin  in  in  the  fu-st  instance  to  wet  it  thoroughly  with  tur- 
pentine, with  the  view  of  getting  rid  of  the  fatty  mat+^rials  (the 
turjtentine  also  is  an  antiseptic).  Following  the  application  of 
tlie  turjientine  the  part  is  well  washed  with  stiap  and  carlHilie 
acid  lotitUL  I  genenilly  une  a  five  [n-r  cent^  lotion  of  carliolic  acid 
containing  a  tivehundretith  ]i/irt  of  corrosive  sublimate  in  Holuti4)n. 
By  means  <»f  soiip  and  this»  solution  and  a  nHibhrusli  the  nurface 
epithelium  and  fatty  material  are  thoroughly  n_*iui»vefl  from  the 
surface  of  the  skin,  and  the  j»art  is  then  shaded  in  ortler  to  get  rid 
of  the  hairw,  A  further  application  *>f  thin  same  **stitmg  mixtuiv" 
is  then  made,  and  where  time  will  penuit,  a  cloth  HAtunited  in  tht? 
solution  is  \vrapjK*d  round  tfie  jjart  for  some  two  or  three  hours 
liefure  the  o[>erationf  and  then  at  tlie  time  of  the  operation  the  whotn 
proceas^ — turpentinet  nail-brush,  etc. — iw  repeatetl. 

Ah  regards  the  ^utymns  hmid^f  the  nmin  point  to  be  atteiKlfd 
to  is  the  disinfection  of  the  nails  and  the  ]jarts  under  the  nails  atid 
around  their  bases,  and  liere  also  the  same  meaJiure^  are  eniployiKi* 
Tlie  handn  are  first  spMtnged  over  with  turjientine,  then  they  an* 
thoi'^iughiy  wa»he<:l  with  soaj)  and  the  *•  Mtrong  mixture'*  and  a  tmil* 
brush,  and  then  the  nails  are  carefully  cleaned  with  a  knife  s*i  aa 
tjo  i^emove  all  the  dirt  and  de^id  epithelium  from  Ix^neath  and  around 
them.  The  hands  disinfected  in  this  manner  are  not  drie<l  after- 
wardn,  but  a  basin  containing  1  in  2,000  sublimate  solution  is  kept 
cU>Ht*  by  in  which  they  are  repeatedly  dipped  during  the  prugren  ul 
the  oj»eration. 

All  the  ijuirutiien/»  which  will  come  in  contact  with  the  wotiud 
should  ulso  l>«  thoroughly  diisinfectedj  ond  thi^  is  genenilly  qtiita 
8atisfact*>rily  done  by  immei'siug  them  in  I  to  20  carWic  acid  solution 
for  at  tlie  most  al*out  half  an  hour  before  the  o|Jomtion.  Thi«  is 
quite  sattBfactory  except  in  tlie  case  of  toothed  instruments,  such  a& 
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f  care  must  be  takeii  to  clean  the  teetli  tljor«jiighly»  and 

noi  lo  Itmve  any  greasy  material  bcthind.      It  may  be  acct^pted  aM  an 

that  a  1  to  20  watery  solution  of  carbolic  acid  wiJi  destroy 

i  any  rate,  cooci^— in  a   few    seconds,    provided    it   can 

into  all  the  recesses  of  the  material.      It  can  certainly  do 

90  ill  almost  any  material  in  a  few  hours,  antl  many  of  the  preoau- 

which  are  taken   in   asepticising  instruments,  etc.,  are  quite 

,  and  are  only  too  often  employed  with  the  most  serupulouB 

wliil«  equally  important  precautionB  are  totally  neglected.     No 

dddbt    the    boiling   of    the    instruments    renders    their    disinfection 

perfectly  certain,    and   it   is    strongly    to   be    recomnsende^l    where 

instruments  have  been  previously  employed  for  a  septic  case,  more 

opectally  for  cases   where  bacillary  diseases    are    present,  such   aa 

leianus,  but  in  the  majority  of  instances  it  is  unnecessary,  and  it  is 

OMtainly  not  so  rapid  in  its  action  as  undiluted  carbolic  acid,  while 

it   lit   only   applicable   to    instruments   that   are   made   entirely    of 

melHl.      Where  sotne  instrument  hiis  been  overlooked  in  arranging 

for  Jill  operation,    and    i«^    called    for   during  its  course,  it  is  most 

rapidly  diainft^t^ted  by  dipping  it  in  undiliited  carbolic  acid  for  a  few 

ieoonds.     This  is  then  washed  away  by  a  1  to  20  carlwlic  acid  lotion, 

when  Uie  instrument  is  ready  for  use.     Simple  immersion  in  boiling 

mter — which  is  as  long  as  one  could  give  if   the  instrument  were 

rM|iliftd  in  the  course  of  an  operation — would  not  disinfect  it      It 

must  actually  remain  in  the  Ixjiling  water  for  some  minutes.     On  the 

wliole»  therefore,  I  prefer  to  adhere  to  the  old  plan  of  employing  a  1 

to  20  solution  of  carbolic  acid  for  the  disinfection  of  the  instruments^ 

hot  in  cameiB  when*  ver>'  septic  wounds  have  been  treat4*d,  I  think  it 

i«  veil  to  boil  them  before  laying  them  ftside. 

Not  only  must  the  instruments  be  diHinfected  before  the  operation 
has  begun,  but  care  must  lie  taken  not  to  infect  them  again  duong  the 
CQMt  ol  the  oi>eratinn.  Thus  reinfection  might  i*eadily  tyccnr  if  the 
tiudniiasilla  were  laid  on  a  blanket  or  dry  towel,  or  allowed  t-o  drop 
Oft  the  Hoor  ;  and  it  is  therefure  necessary  so  t^i  arrange  matters  that 
an  amdent  «innot  «K?cur,  atid  this  is  done  by  placing  o^er  the 
:f»|j«  and  clothes  and  table,  for  a  considerable  area  an>und  the 
nl  the  <iperation,  towels  which  liave  l>een  sotiked  for  some  time 
ill  A  strong  aiieptic  solution,  either  of  carbolic  ficid  or  of  corrosive 
wttbliniate.  The»e  towels  are  squeezed  out  of  the  solution,  but  should 
not  be  wrung  dry  ;  it  is  well  Uj  have  them  fairly  saturated  with  the 
HoiiL  They  are  then  placed  on  mackint'oshes  and  arranged  around 
tbe  an?^  of  the  operr4tion,  so  that  if  instruments  are  laid  down,  or  if 
liwi  hands  are  rested  ut  any  time,  they  can  only  be  placed  on  this 
aneptic  bairiii.  As  a  further  precaution,  1  always  have  befoi-e  me 
a  umall  baisin  containing  a  1  t^i  2,000  sublimate  soluttuu,  in  which  I 
dip  my  liands  fmm  time  t^i  time  as  well  as  forceps  and  other'  instru- 
BMDtfl.  It  is  just  p<issible  that  one  might  atX'ident«iHy  stiil  one's 
hflflida  i*r  the  instruments  during  the  course  of  the  oj^ieratiou,  and 
■  without  such  a  stdutiun  at  hand,  mistakes  might  lie  made  wliich 
H  would  lead  to  septic  infection  of  the  wound. 


ftL6 


WOUNDS    AND    CONTUSIONS. 


A  very  important  queetion  ih  whether  it  m  neceswiry  to  im^iBlr 

//m  "ironrtd  ihiriug  the  euui*st^  uf  the  np^^ration,  that  in  toHuy,  whf'ther  it 
in  necesHiiry  to  take  nieaiiK  ti^dentroy  urganiHiiiH  whicli  inav  have  faJlf-Ti 
\t\  honi  tlie  air.  In  hoHj»itul  practice  1  ihiiik  that  thU  is  iiece«Hary, 
111  phu-es  where  there  are  wimmls,  drie«l-up  cHwcliargeH,  dri«?d-up 
bliKHl,  numbers  of  people —  immy  of  whom  have  cotiie  from  tliHHi*ctiiij:' 
ronm«— and  ho  forth^  I  caninit  but  think  that  the  air  in  an  operattng 
theatre  niu8t  contJiin  patho«^'<^nie  organinms,  and  therefore  I  think  it 
18  neeewHary  t<»  take  means  to  prevent  their  taking  fiwthuld  in  th«» 
wound.  Formerly  thin  was  done  by  nieanM  of  a  »pray  uf  carbolic 
aeid»  an<l  it  wns  nuppt^sed  that  the  »pray  acted  by  dentroying 
<ir;LcaniHms  which  were  tloati ng  in  tlie  air,  TIuh  han  now  ljt?en  clearly 
proved  to  have  been  erroaeouH^  but  in  additif>n  to  the  sprny  {i«niiiig 
thmugh  the  air  over  the  woiituJ^  the  wound  itself  was  oonstantly 
bedewed  with  the  antineptie  Holution— in  other  wordii,  it  wiw  giently 
irri^iit-ed — ho  that  although  the  organ inmN  were  not  diHinfected  while 
thuLting  in  the  air,  they  fell  on  U)  a  w*>und,  the  surface  of  whicli 
was  covi^i*ed  with  a  layer  of  antiseptic  Huid,  which  could  at  oner 
act  t»n  them.  The  objectionH  to  the  spray  a^  an  irrigator  werr* 
however,  numerous,  more  enjiecially  the  stivnj^h  of  the  carVioUr 
acid  w*tH  very  disadvantageouM  for  tlie  healintj  of  the  woundn,  and 
therefore  it  ha**  been  ^iven  up  almost  entirely,  and  it»  place  taken 
by  irrigation.  As  a  material  for  irrigating  woundt^  I  iif*e  a  w«*ak 
.siibiimate  Hi)lution,  certfiiniy  notfiing  ntr^mger  than  1  to  2»000  r 
aTid  in  c^iMTM  where  a  joint  is  opt^ne^l,  1  generally  cTuploy  I  to  4,0OC> 
<ir  I  t4>  0,OO(K  Thes^e  sublimate  Kolutions  do  not  irntate  the  wound 
to  anything  like  the  degi-ee  that  carlK>lic  acid  doe>vand  in  fact  I  8t?e 
no  rea.son  to  supptwe  that  they  materially  interfere  with  the  healing 
pn>cess,  while  for  the  re*i»on«  I  have  mentioned  I  believe  that  tlwy 
ar^  an  atlvant-age,  moi-e  especially  in  hospital  practice,  Tliat  they 
are  not  absolutely  essential  in  the  great  majority  of  cafleH  we  kmiw, 
but  what  one  aims  at,  eH|>f*cially  with  this  met  lux!  of  treatment,  w 
U*  obtain  certiiinty  and  not  prt>lj«il»ility  as  regards  the  re^ulta.  An 
a  rule  I  do  not  employ  any  special  irrigiitor.  In  the  majority  uf 
wound»  I  simply  from  time  t*>  time  squeeze  a  sponge  mtturat^ 
with  1  tAi  2,000  st^hition  over  the  wound,  and  thij*  in  mora  especially 
done  while  tlje  wound  is  being  nt itched  up.  In  caiiej*^  howevt-r, 
where  I  am  o|>erating  on  a  healthy  joint,  such  an  the  knee  joint,  I 
fenl  happier  wlien  there  i.«*  a  constant  gentle  stream  of  weak  siiib- 
limate  nolution  flowing  over  the  wound  from  the  time  that  tlie  joint 
is  opened. 

A»  regards  the  ii»©  of  wpon^es^  for  my  own  part  I  still  employ  them, 
Sooie  surgeons  have  given  them  up,  and  une  instead  pads  of  alworlieiit 
wool,  but  these  are  to  my  mind  very  *»bjectionaljle,  esj>ecially  in  the 
way  in  which  I  have  often  seen  them  employed.  It  is  mit  iin* 
common  to  «ee  a  diHliful  of  dry  pads  of  wool  bn»ught  into  the 
opemting  room,  and  the^e  are  »imply  wrung  out  of  the  Molution 
before  being  handed  to  the  ofierutor  In  such  cii'cuuistanoest  i>o 
time  18  Allowed  for  pix>}>er  disinfection  of  the  \wu\,  and  the  result 


^HKhit  bcs  in  A  cxmsidemble  mimber  of  vH;»eii,  that  infective  timti^rial 
M  U  left  t)ehiiid  in  the  wound.  Further,  thene  pad«  are  not  so  absorbent 
■  ••  upon 
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$m  ifpocM^  and^  in  addition,  portions  of  wtK>l  are  apt  U*  become 
dslMsliftt  mild  rennain  liehind  in  the  wound.  That,  of  courne^  would 
be  m  niAilar  of  no  consequence  if  the  wikjI  were  really  aseptic  ;  but, 
OK  I  hmre  said,  in  many  caMes  the  imniet^ion  in  the  an  tine  p  tic  Is  so 
tiliort  that  these  portionjf  of  wool  left  l>ehind  not  infrequently 
oonlaiii  bacteria,  and  fomi  a  s*ouTx;e  of  subsequent  infection  of  the 
wottmL  SfMMiges  are,  on  the  (»ther  hand^  nmch  moi-e  .satiMfactory 
for  tlie  |MEr|>oee  of  absorbing  blocnlf  and  are  perfectly  reliable  if  only 
tbey  are  priiperly  seen  to.  After  an  operation  I  always  have  the 
flpcitigeM  thoroughly  washed  in  cold  water,  and  then  subsequently 
with  soap  and  wat6r  containing  a  little  soda,  and  when  they  ai^ 
ilicjrL>tighIy  cleansed  they  are  placed  in  a  jar  containittg  1  t4i  tiO 
carbolic  acid  solution,  and  this  solution  is  renewed  every  tliree  or  four 
dajl*  The  result  is,  that  at  the  end  of  a  week — and  the  same 
are  not  used  again  l>efore  that^ — they  are  satisfaetoHly 
I  and  care  must  sim|ily  be  taken  not  tA)  infect  them  during 
,>it  Ui  the  surgeon.  This  is^  however,  what  is  very  often 
The  nurse  often  rinses  the  sponges  in  wat^r,  then  dips 
in  an  antiseptic  solutiotii  squeezes  them  dry,  puts  them  in  a 
which  haa  not  been  rendered  aseptic,  and  fnira  the  dish  hands 
tbcfO  to  th©  surgeon,  eitlier  directly  or  very  often  after  rubbing 
bbttlketa,  coat«|  etc,  in  their  transit.  What  I  do  ifl,  after  removing 
Kftmgtii  from  the  1  in  20  solution,  to  rinse  them  thoroughly  in  1  to 
iflOO  sublimate  lotion,  and  then  to  place  them  in  a  basin  contain- 
tni^  ibe  same  solution.  This  basin  is  lield  within  reach  of  the  surgeon 
or  kim  liMifltanta,  and  when  a  sponge  is  required  they  squeeze  it  uut 
iar  tliemiielveai.  Thus  the  errf»rs  which  may  be  ctininiitte*!  by  the 
mtne  during  the  transit  of  the  sponge  are  completely  avoided,  and 
thate  b*  practically  no  losa  of  time  or  increase  of  truuliie  tu  the 
itif]06Oci  in  squeezing  the  sp>nge ;  in  fact,  I  very  often  squeeze  the 
tfoogn  over  Uie  wound,  thus  at  tlie  same  time  employing  it  for  the 
fitttyiae  of  irrigation.  After  the  sponge  has  lieen  used  it  is  returned 
to  th^  nurse,  wh(»  again  washes  it  in  sublimate  solution  and  phuws 
it  iu  a  fre»h  vessel  of  the  name. 

Am  regards  ligatnrtM^  I  believe  that  catgut  is  still  the  moat 
iu^tverBatly  applicable  material  when  prepared  in  the  way  laAit 
«Ji«icribed  by  Sir  Joseph  Lister,  by  the  employment  of  sulphurous 
«cid  and  chromic  acid.  As  a  matti^r  of  fact,  one  does  not  reijuire 
Co  ItAature  many  vessels  in  a  wound  now  that  we  have  such 
^aCOSlKfii  preaniire  forceps ;  but  where  it  is  nece.ssary,  the  tint'st 
^ttlpbo-ebromic  catgut  forms  a  trustworthy  ligatuiv.  Objections  havf 
Ijgwil  orgod  as  to  the  a«epticity  of  catgut,  and  these  objectinns 
n«s  dovbt  hold  good  with  regard  to  the  old  metliod  of  prejianitinn  in 
Garbolk  oil  In  hospital  wa  always  keep  our  catgut  in  L  to  iO 
^aarbolic  acid  ikilution  for  at  least  a  week  before  using  it^  and  it  is 
laandfd  directly  from  that  solution  to  the  surgeon,  and  used  in  this 
^way  it  may  be  relied  on  as  being  thoroughly  aseptic.      Silk  also  acts 
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perfectly  well  for  ligatures,  but  one  must  be  quite  satisfied  as  to  its 
asepticity.  In  order  to  ensure  this,  some  surgeons  take  excessiTe 
precautions,  the  most  essential  of  which  is  that  they  boil  the  silk 
very  carefully  before  use.  This  precaution  is,  I  believe,  quite  un- 
necessary. As  I  have  said  before,  twenty-four  hours'  immersioii  in 
1  to  20  carbolic  acid  solution  will  ensure  the  asepticity  of  almost 
anything  which  can  be  thoroughly  penetrated  by  the  solution,  and, 
therefore,  it  seems  to  me  quite  sufficient  to  keep  the  silk  in  it  for  a 
sufficient  length  of  time  before  it  is  used.  We,  therefore,  keep  the 
silk,  like  the  catgut,  for  about  a  week  in  the  1  to  20  solution  before 
employing  it 

The  operation  having  been  concluded  the  wound  must  of  course 
be  stitched  up,  and  in  connection  with  this  point  the  question  of 
drainage  arises.  Formerly,  great  stress  was  laid  in  antiseptic  work 
on  the  importance  of  drainage  of  the  wounds,  and  undoubtedly  it 
was  a  matter  of  clinical  experience  that  if  the  wounds  were  not 
satisfactorily  drained,  one  frequently  had  interruption  of  the  heal- 
ing process  from  the  large  amount  of  serum  which  was  poured  out 
after  the  operation.  This  was,  I  believe,  to  a  great  extent  due  to 
the  constant  irritation  of  the  wound  with  carbolic  acid,  more  especi> 
ally  with  the  spray,  and  the  consequent  excessive  amount  of  serum 
which  was  exuded.  I  certainly  have  found  that  since  employing 
weak  sublimate  solutions  for  irrigation,  this  great  quantity  of  serum 
is  not  poured  out,  and  consequently  one  of  the  chief  reasons  for 
employing  drainage  is  done  away  with.  In  fact,  I  very  seldom 
employ  drainage  of  a  wound  unless  in  certain  circumstances, 
using  instead  of  it  pressure  by  means  of  sponges  incorporated  in 
the  dressing  in  the  manner  to  be  immediately  described.  Where, 
however,  pressure  cannot  be  satisfactorily  employed,  I  think  that 
it  renders  the  rapid  healing  of  the  wound  more  certain,  and  adds 
to  the  comfort  of  the  patient,  to  insert  a  drainage-tube  for  two  or 
three  days.  Such  cases,  for  example,  as  the  stump  after  amputation, 
where  the  flaps  are  thin  and  cannot  be  subjected  to  pressure,  re- 
moval of  a  bronchocele,  where  pressure  cannot  be  applied  on  account 
of  the  presence  of  the  trachea,  the  removal  of  the  breast  in  very 
thin  women,  where  the  flaps  of  skin  are  thin  and  might  slough,  in 
very  fat  people  also,  where  a  quantity  of  oil  is  poured  out  into  the 
wound,  I  believe  that  it  is  always  best  to  employ  drainage.  Of 
course,  in  cases  where  the  asepticity  of  the  wound  is  doubtful — 
as,  for  example,  where  there  has  been  an  open  sore  or  a  sinus  in 
the  region  operated  on — it  is  essential  to  employ  drainage  for  tvro 
or  three  days  in  case  the  wound  should  not  be  aseptic.  In  the 
great  majority  of  cases,  however,  the  wound  may  be  sewn  up  with- 
out the  use  of  drainage.  Some  surgeons  stitch  together  the  deeper 
planes  of  the  wound  with  catgut  so  as  to  avoid  the  occurrence  of  a 
cavity,,  but  except  where  one  wishes  to  unite  muscular  or  fibrous 
tissues  in  order  to  give  support  to  the  part,  I  think  this  is  quite 
uimecessary,  because  the  same  result  will  be  obtained  by  suitably 
applied  pressure. 
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An   reganin  thtf  union  of  the  edges  of  fJte  womul^  one  must   as 

few  M  posaible  avoid  hU  ti-action  on  the  immediate  edges.     If  thei-e 

be  a  difficulty  in   bringing  the   sides  of  the   wound   together,   the 

«litebe»    that   are    emplojed   for    the   purpose    must  be  inserted  at 

^assm  distance  from   the  edge;  in   fact,   where  the    tension  is  very 

greAt  ft  18  well  t4»  enipUiy  the  button  stitchen  that  were  iiititKiluceti 

by  Sir  Jcnepli    Lister,     Tn    applying    the    button    ntitch,    a   neeille 

threfided  with  ntout  silver  wire  in  injierted  at  a  ctjnsidenible  distance 

frr>ni  tiie  cvige  of  the  wound,  and  the  end  of  it  is  fa-stenc^  to  a  lead 

button,  »i»  that  a  connideralile  area  of  prensure  is  exerted  at  the  ba.se 

of  the  tlap.      The  neetlle  is  then  carried  tlirough  the  «>ppri?*ite  side  of 

th^  wound,  also  far  away  from  the  edge,  and  when  the  wire  is  pulled 

I  itgbi  Ml  possible,  another  button  m  attached  in  a  similar  manner  on 

%t  «ide.    Two  or  thi'ee  jiairn  of  buttons  will  generally  suthce  in  the 

of  a  large  wound,  and  will  enable  one  to  approxiniate  the  edges 

Such  more  clostely,      A»  a  rule,  where   much  skin  has  Ijeen  Uiken 

away,  it  is  necesisary,  in  addition  to  these  butt^m  stitclies,  to  employ 

Htitcbe«  of  thick  silver  wire  at  variouH   point**  in  the  course  of  the 

wound,  tiiese  stitclies  being  alsf*  inserte^d  at  some  little  distance  from 

\km  edge,  so  nm  not  to  constrict   the  actual  healing  edge.      Where 

llierQ  is  much  teasiim  thene  stitches  shtmid   be  numerous,  ho  as  to 

ibut^e  the  pressure  over  a  considerable  area.      Finally,  the  jietual 

of  the  w^amd  ai'e  brought  mUy  contact  without  any  tension  by 

of  fine  8Uture  of  silk,  fishing  gut,  horse-hair,  catgut,  or  any 

which  the  surgeon  fancies.     For  my  own  part,  I  generally 

employ  a  oontinuoiLs  stitch  of  fine  silk,  the  stitch  being  inaerttHl  in  the 

manner  as  in  making  button -holes,  that  is  t<j  say,  the  needle 

Iways  passing  ifuntie  the  iot>p  of  the  silk,  s<.j  that  on  «ine  siile  there 

b  practically  a  continuous  line  of  silk.     These  stitches  may  l>e  left 

in  for  a  week  «ir  ten  days.      As  a  rule,  however,  it  is  well  tA)  iTmove 

Ibe  button  stitchen  after  four  or  five  days  ;  otherwise  they  are  apt  to 

out   thfuugh   or  even   t-ti   cause  a   sltjugh  at   the   |M:*iiit  of  greiitest 

Where  it  is  desirable  to  have  as  little  scar  as  possible,  as, 

nple,  in   the  face,  it  is  very  iniport^mt  t*i  avoid   the  stitch 

nittrks,  which  are  often  much   more  disfiguring  than  a  linear  scar, 

moA  tbia  civn  l)e  done  by  inserting  stitches  of  very  fine  catgut  by 

laeitflfi  of  a   Hageiiorn's  needle   between  the  deejiest  layers  of  the 

dirmis  on  each  side.     These  stitches  remain  in  and  gradually  becnime 

abiHjrbed,   and  there  is  no  puncture  through   the  skin   itself.     The 

tual   epidermic   line  can    then   be   brought   togethei-  by  strips  of 

itUBi?  tixeil  on   the  akin  on  each   side   of  the  wound  by  means  of 

I  hid  ion, 

_       Having  stitched  up  the  wound,  it  should  be  thoroughly  squeezed, 

i«>  aa  to  prei*»  out  all  tlie  suhlimate  solution  vvhich  hjus  entered  during 

the    irrigation,  and    also  to  ex|»el    any   fiuid    bliHKl   which    may   Ije 

|in9iieilt,  and  then  the  nntUf'/ftiv  fir^SMtngM  are  applied.      I  believe  the 

ittuiit  universiiUy   applicable  and   nuM    satisfactory  dressing  is   the 

doubles  cyamd*^  gauste  (mert^ury  and  zinc)  introduced  by  iSir  Josi-ph 

Listen     Tbi«  should  be  wrung  out   of  either  1  to  40  carlwilic  lotion. 
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or  1  to  4,000  sublimate  solution,  and  applied  over  the  wound,  and  in 
a  considerable  mass  over  a  large  area  around ;  and  among  the  lajere 
of  this  gauze  I  place  one  or  more  sponges  which  have  been  thoroughly 
wrung  out  of  carbolic  acid  solution,  so  arranged  as  to  press  over  all 
the  recesses  of  the  wound.  Outside  these  sponges  fresh  layers  of 
gauze  are  applied,  overlapping  them  in  all  directions,  and  outside  of 
all  a  mass  of  salicylic  wool.  This  is  then  firmly  bandaged  on,  and, 
unless  where  a  drainage-tube  is  employed,  the  dressing  need  not  be 
changed  for  about  ten  days,  when  it  will  be  found  that  the  wound 
has  healed  and  the  stitches  can  be  removed. 

It  is  an  occurrence  of  the  very  greatest  rarity,  where  proper  pre- 
cautions are  taken,  for  suppuration  to  occur  in  a  wound ;  and,  if  it 
does  occur,  we  must  at  the  present  day  accept  tjie  view  that  it  is 
due  to  some  overaight  on  the  part  of  the  surgeon  or  his  assistants. 
Where  a  drainage-tube  has  been  used  and  the  wound  remains  aseptic, 
the  dressing  should  be  changed  after  about  three  days  in  order  to 
remove  it ;  and,  no  doubt,  the  patient  is  more  comfortable  after  the 
first  dressing,  because  the  bandage  can  be  applied  more  in  accord- 
ance with  his  sensations ;  but,  on  the  whole,  I  think  where  a  drain- 
age-tube is  not  employed  that  it  is  best  to  leave  the  dressing  on  till 
the  wound  is  completely  healed,  otherwise,  in  removing  the  dressing, 
one  is  very  apt  to  disturb  the  union  which  is  occurring  in  the  deeper 
parts,  because  the  dressings  applied  as  I  have  described  very  soon 
dry  up,  and  the  deeper  layer  adheres  firmly  to  the  skin  and  the 
edges  of  the  wound,  and,  therefore,  in  removing  it,  these  parts  are 
apt  to  be  pulled  upon. 

In  cJuinging  the  drestdngs  similar  precautions  must  be  employed 
as  have  been  described  in  making  the  wound.  For  example,  a  wet 
towel  should  be  arranged  in  the  neighbourhood  of  the  wound,  so  that 
if  by  any  accidental  movement  of  the  patient  the  clothes  should 
shift,  what  would  come  in  contact  with  the  wound  would  be  an 
aseptic  towel,  and  not  the  dirty  blankets.  The  lotion  I  generally 
use  is  1  to  2,000  sublimate  solution,  but  in  parts  such  as  the  axillf^ 
or  after  operation  for  hernia,  where  there  may  be  a  certain  amount 
of  bacteric  growth  in  the  neighbourhood  of  the  wound,  I  generally 
wash  the  surrounding  skin  with  1  to  20  carbolic  lotion.  For  the 
purpose  of  washing  the  skin  I  use  salicylic  wool  taken  from  the 
layer  of  wool  removed  in  the  dressing  which  has  been  next  the 
cyanide  gauze.  This  layer  of  wool  is  aseptic,  having  been  pro- 
tected from  dust  by  the  superficial  layer  next  the  bandage,  which  is 
not  employed  for  this  purpose.  Of  course,  it  need  hardly  be  pointed 
out  that  in  washing  the  parts  after  the  removal  of  the  dressing  one 
must  not  wash  the  surrounding  skin,  and  then  with  the  same  cloth 
wash  the  wound  subsequently,  because  one  might  quite  readily 
transfer  septic  material  from  the  surrounding  skin  to  the  wound  in 
this  way  ;  and  in  order  to  avoid  any  risk  of  this  kind  it  is  well,  as 
soon  as  the  wound  is  uncovered,  to  lay  a  piece  of  the  soaked  wool 
over  the  line  of  incision  before  proceeding  to  clean  the  parts.  One  may 
then  set  to  work  and  thoroughly  cleanse  all  the  skin  in  the  vicinity 
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^vitliout  any  risk  of  involuntarily  transferring  septic  material  to  the 
'w^ound  itself.  As  a  matter  of  fact,  it  is  not  necessary  to  wash  the 
-wound,  and,  above  all  things,  it  is  not  necessary  to  inject  antiseptic 
Molutions  into  it,  if,  indeed,  a  cavity  were  present  into  which  one 
eoold  inject;  and  therefore,  after  having  washed  the  skin  around, 
one  may  uncover  the  wound,  cut  .the  stitches,  possibly  wipe  the 
neighbourhood  of  the  stitches  with  a  little  lotion,  and  then  re-apply 
the  dressing  as  before. 

Of  course,  while  one  is  in  this  way  arranging  for  the  absence  of 
Mepsis  from  the  wound,  one  must  also  attend  to  the  other  details  of 
ivound  treatment,  more  especially  to  securing  mechanical  rest  to  the 
part ;  and  in  the  case  of  the  extremities  this  is  best  done  by  placing 
the  limb  on  a  splint  after  the  operation.  In  the  case  of  operations 
about  the  neck,  for  example,  the  large  masses  of  wool  and  dressing 
which  are  applied  generally  act  in  the  first  instance  as  a  thoroughly 
efficient  splint. 

As  regards  the  general  trecUment  also,  the  patient  should  for  a 
day  or  so,  till  he  has  recovered  from  the  effects  of  the  antesthetic,  be 
kept  on  slops  ;  but  in  two  or  three  days — if  the  wound  be  following 
an  aseptic  course — he  should  be  allowed  generous  diet,  and,  in  fact, 
he  may  be  permitted  to  take  his  ordinary  food.  As  a  rule,  about 
the  end  of  the  second  day  it  is  well  to  administer  an  aperient 
Stimulants  are  not  necessary,  unless  in  cases  where  a  very  extensive 
wound  has  been  made,  and  where  there  is  consequently  exhaustion 
of  the  patient  from  loss  of  blood  and  shock. 

In  Germany,  more  especially,  it  is  becoming  the  fashion  at  the 
present  time  to  avoid  entirely  the  use  of  antiseptics  in  contact  with 
the  wound,  and  there,  after  thorough  disinfection  of  the  skin  and  of 
the  instruments  (the  latter  by  Iwiling),  no  further  antiseptic  is 
employ efl :  and  tlie  dressings  which  are  applied  are  composed  of 
materials  which  have  been  sterilised  by  heat,  and  which  do  not 
contain  any  antiseptic  sul)stances.  Theoretically,  such  a  method 
is  an  ideal  one,  and  practically  it  can  l)e  carried  out  in  certain 
circumstances  by  jiersons  who  have  had  lar^e  experience  in  bacterio- 
logical work  :  but  in  ordinary  practice  the  difficulties  in  the  way  of 
securing  asepsis  of  the  wound  in  these  circumstances  are  so  great 
that  the  surgecm  cannot  have  any  certainty  as  to  his  results.  The 
precautions  needed  to  prevent  the  entrance  and  action  of  micro- 
organisms are  so  irksome  that  it  is  practically  impossible  to  carry 
them  out  satisfactorily,  more  especially  where  one  is  dealing  with 
an  operation  which  requires  the  exercise  of  much  skill  or  thought. 
In  my  opinion,  it  is  much  better  to  use  antiseptics  which,  although 
they  no  doubt  irritate  the  wound  to  some  slight  extent,  correct 
involuntary  mistakes  cm  the  part  of  the  surgeon,  and  thus  add  a 
much  greater  amount  of  certainty  to  the  results.  Such  l)eing  the 
view  which  I  take  of  this  plan  of  treatment,  I  need  not  enter  into 
any  details  with  regard  to  it.  The  method  which  I  have  described 
will  secure  union  by  first  intention  pnictically  in  all  cases,  unless 
some  error  has  crept  in  during  the  operation. 
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(6)  Where  union  by  first  intention  fails.— In  some  in- 
stances, however,  union  by  first  intention  does  not  take  place 
throughout  the  whole  extent  of  the  wound,  sometimes  because 
drainage  has  been  omitted  where  it  ought  to  have  been  employed, 
and  serum  has  therefore  collected  and  prevented  the  approxi- 
mation of  the  deep  surfaces  ;  at  other  times  because  the  incisions 
through  the  skin  have  been  made  obliquely,  leading  possibly  to 
a  narrow  slough  at  the  edge;  or  because  the  stitches  have  been 
much  too  tight,  and  have  set  up  a  certain  amount  of  irritation  ; 
or  because  movement  of  the  part  has  been  permitted  to  an  excessive 
degree. 

The  great  cause,  however,  of  failure  of  union  by  first  intention 
is  the  growth  in  the  wound  of  pyogenic  organisms,  and  thefte 
organisms  must  have  entered  from  outside,  either  at  the  time  i»f 
the  operation  or  subsequently,  and  they  can  only  enter  if  some  error 
have  been  committed  in  carrying  out  the  details  previously  described. 

Where  this  cause  of  failure  of  union  by  first  intention  comes  into 
play,  various  symptoms  arise  which  indicate  what  has  occurred.  In 
the  first  place,  the  temperature  rises  rapidly  to  a  much  higher  degree 
than  takes  place  in  the  case  of  the  mere  reactionary  temperature 
where  the  wound  is  aseptic,  usually  I'eaching  103^  or  104^^  within 
twenty-four  hours.  This  rise  of  temperature  is  also  accompanied  with 
other  symptoms  of  fever,  as  distinguished  from  the  aseptic  rise  where 
no  other  febrile  phenomena  are  present.  The  patient  presents  all  the 
characteristics  which  have  been  previously  described  in  connection 
with  inflammation,  that  is  to  say,  the  pulse  becomes  rapid,  the  skin 
hot  and  dry,  the  tongue  furred,  the  excretions  diminished,  and  possibly 
there  is  some  delirium.  The  temperature  in  these  cases  of  trautnatic 
or  inflammatory  fever  generally  begins  to  fall  about  the  second  day, 
and  in  uncomplicated  and  not  very  severe  cases  will  again  reach  the 
normal  on  the  fifth  or  sixth  day  ;  at  the  same  time  the  patient 
complains  of  great  pain  in  the  wound,  which  becomes  swollen,  the 
edges  of  the  skin  red,  and  presently  pus  is  found  in  it  (See 
page  65.) 

In  other  cases  after  the  traumatic  fever  has  passed  off,  or  towards 
the  end  of  its  course,  other  symptoms  arise,  indicating  grave  septic 
complications^  such  as  septic  intoxication,  acute  septicemia,  or  p3nemia, 
or  erysipelas,  conditions  which  are  described  in  other  Articles.  In 
ordinary  uncomplicated  wounds,  where  these  graver  forms  of  septic 
disease  do  not  arise,  the  general  course  is  that  the  edges  of  the 
wound  in  the  first  instance  become  glued  together,  subsequently 
separate  more  or  less  completely,  pus  exudes  from  the  deeper  parts, 
which  become  covered  with  a  layer  of  granulation  tissue,  and  the 
wound  gradually  heals  from  the  bottom.  Where  these  symptoms 
arise,  the  first  point  in  the  treatment  is  to  provide  for  free  exit 
of  the  discharge ;  and,  therefore,  when  a  patient's  temperature  rises 
and  remains  high,  and  when  he  complains  of  pain  in  the  wound,  the 
dressing  should  at  once  be  changed,  some  of  the  stitches  removed, 
tlie  edges  of  the  wound  separated  at  that  part  with  sinus  forceps. 
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Ajid  a  lATge  drainage-tube  inserted.  In  these  eircuiiiHtanees,  I  do 
not  tliink  it  ad\Haable  to  wash  out  the  wound  with  any  anti&e^itic 
wilalaoil,  liecauite  by  that  means  there  is  no  chance  of  getting  rid  of 
tiie  WBjMc  condition^  and  the  injury  to  the  surface  of  the  wound  may 
•cMtflJly  enable  the  organmnu)  to  penetrate  into  the  bcxiy  and  give 
rise  to  gmver  local  and  general  phenomena.  It  is  only  in  caaes 
vlt«re  wounds  are  large,  and  whei-e  the  ayntptoms  are  due  to  septic 
ioiOKicaUoii,  that  I  think  washing  out  tlie  wounds  i»  good  practice, 
Tbem,  ol  course,  it  ia  ej^sential  tJjat  the  f>utrefying  material  in  the 
woitpd  sbuuld  be  got  rid  of  as  i*oon  and  as  completely  as  possiljle, 
*nd  in  such  cases  the  washing  out  of  the  wound  is  merely  employed 
to  reQtove  these  poiaonoua  suVtstances  mechanically  ;  and,  Iberefore,  it 
umy  K*  carried 

out  with   plain  * '  -^^v 

w&tar    or    bor- 

acic  lotion  ^B0»^  '^  -  n 

ipliie  as  effect-  ^bi^*.   -  '^ 

\  and  with 

to 

pati^iti 

flian     by     the 

of    strong        ^^ 
aotiaeptic  solu*     '^'^^ 


7^^^ 


Fit.  I0^^8«ctioii  thronarb  n  smull  Sore  which  bojd  remained  nn- 
l)«iiled  for  umnf  months.  It  will  b«  ■een  thtkl  epith«UiiiD  but 
vproid  JB  tkms  one  skle  of  tbe  msn.  On  dioMctiny  rw«j  thfi 
itifWisa  put  «bd  imttitiir  Ui«  «dgw  tbe  sora  bMl«d  at  OQoe, 


As  to  the 
iiib«equent 
of  a 
which 
beocime 
•iptic^  I  think, 
there  Vie 

pain  and  swelling,  that  it  is  wt41  to  continue  the  (wirt  of 
ngs  already  descriljed  ;  but  where  there  is  much  swelling  and 
pain  relief  will  l^e  obta^ined  by  employing  dressings  which  partake 
of  the  character  of  f()meiitatiQn&  The  antiBeptic  material — ^ whether 
It  be  cyanide  gauze  or  boraeic  lint,  or  other  sulistance — is  wi'ung 
out  of  warm  lotions,  and  outj^ide  this  a  layer  of  mackint^>sli  over- 
lapping it  in  all  directions  is  applied,  witli  a  layer  of  wrml  uutnide. 
I  think  it  i^  well  in  most  cases  to  employ  antisopttc  material  fur 
the  purpiise  of  tbe^e  fomentations,  or  for  the  dressings,  because^ 
ahliough  Ijacteria  have  already  entered,  it  is  ptissible  that  the  kind 
wUeh  has  got  in  is  not  so  %  irulent  as  others  which  might  get  in,  and 
by  continuing  the  antiseptic  dressings  we  do  not  iotluence 
which  have  already  entered,  we  may  possibly  prevent  the 
niifmnce  of  worse  forms. 

It  is  of  importance  to  rememlier,  where  the  edges  of  the  wound 
«ft»  not  at  tlie  name  levf  1,  that  one  side  may  be  drawn  in,  or  that 
lelium  inay  spread  down  one  side,  antl  when  this  occurs  the  raw 
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surface  in  contact  with  the  epithelial-covered  surface  will  not  heal 
(Fig.  40).  In  such  a  ca.se  it  is  necessary  to  dissect  away  the  in- 
verted edge,  or  the  epithelial-covered  surface,  so  as  to  have  two  raw 
surfaces  opposed  to  each  other. 

(c)  Where  the  edges  of  the  skin  cannot  be  broaffht 
toi^ether.— It  is  not  always  possible  to  bring  the  edges  of  the 
skin  together  after  operation.  For  example,  in  many  cases  it  is 
necessary  to  remove  such  a  large  amount  of  skin  that  an  open 
wound  must  be  left,  and  in  these  circumstances  the  best  method 
of  healing  to  aim  at  is  healing  by  blood  clot.  After  the  operation 
has  been  finished,  and  the  wound  closed  as  far  as  possible,  the 
remainder  should  be  allowed  to  fill  with  blood.  If  the  bleeding  has 
})een  too  freely  arrested,  some  parts  should  be  scratched  so  as  to 
furnish  the  blood,  care  being  taken  not  to  pour  fluids  into  the 
wound,  otherwise  the  coagulation  of  this  blood  might  be  interfered 
with.  Hence,  when  the  wound  has  been  inflicted  and  stitched  up 
with  the  various  precautions  that  have  been  described,  a  little 
bleeding  should  be  allowed  to  go  on,  and  a  piece  of  protective  which 
has  been  dipped  first  in  1  to  20  carbolic  lotion,  and  then  subsequently 
in  weak  sublimate  solution,  is  placed  over  the  open  part  of  the 
wound,  overlapping  the  skin  all  around.  Outside  this  the  ordinary 
gauze  and  wool  dressings  are  applied,  and  the  wound  is  left  at  rest  for 
ten  or  fourteen  days.  The  result  is  that  underneath  the  protective 
the  blood  coagulates,  and  this  coagulum  is  not  further  irritated  ;  and 
here,  of  course,  especial  care  must  l)e  taken  to  prevent  any  move- 
ment of  the  part.  Cells  very  quickly  penetrate  into  this  clot,  and 
in  the  manner  previously  described  (page  206)  develop  into  fibrous 
tissue,  and  if  organisms  be  carefully  excluded  and  the  dressing  be 
changed  very  seldom,  and  irritation  of  the  surface  of  the  clot  be 
avoided,  it  will  be  found  after  a  few  weeks  that  the  place  of  the 
clot  has  l)een  taken  by  organising  flbrous  tissue,  and  that  towards 
the  surface  epithelium  has  spread  across  and  formed  a  cicatrix. 

In  cases  where  wounds  are  very  large,  however,  healing  by 
blood  clot  would  imply  a  long  period  of  time,  and  in  such  cir- 
CHmstances  it  is  best  to  get  immediate  healing  by  means  of  skin- 
grafting.  If  Thiersch's  method  of  skin-grafting  be  employed  in  the 
manner  previously  described  (page  117),  these  grafts  adhere  appa- 
rently quite  as  readily  to  the  freshly-cut  wound  as  they  do  to  the 
scraped  surface  of  an  ulcer,  and,  therefore,  on  the  termination  of  an 
operation  the  wound  may  at  once  be  completely  covered  with  skin 
grafts  in  the  manner  already  detailed. 

If  these  wounds  l)ecome  septic  from  some  accidental  occurrenoe 
during  or  after  the  operation,  the  symptoms  are  somewhat  the  same 
as  those  where  sepsis  has  taken  place  in  an  incised  wound  J  bat 
unless  the  wound  is  large,  or  unless  some  specific  virus,  such  as  that 
of  erysipelas,  has  entered,  they  are  not  nearly  so  severe.  The  tem- 
pemture  rises  to  some  extent  and  only  falls  gradually,  while  the 
patient  complains  of  pain  in  the  wound,  which  becomes  red  and 
swollen,   and   very   quickly   covered   with   granulation   tissue  and 
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In  tiucli  cireaiij>it*iiice>i  it  if*  iiat  Uf^uiiUy  iitH.'eH!*firy 
than  wash  away  tlie  pun  tliat  accumulates  Viii  th*" 
continue  the  same  nurt  of  anti«i*ptii.'  dressings,  the 
wottnd  Wing  skin-graftetl,  if  large,  after  grunuhitioii  U  complete,  in 
tuctteUy  the  suime  nmnner  as  has  lieen  flesoriljefl  in  Nf leaking  cif  ulcetN. 

Htime  sttr|pnoii«i  u«e  imlufimii  very  largely,  lx>th  in  recent  and 
in  septic  woundn ;  hut  it  seeins  tu  l>e  nuw  clearly  establislied 
that  indofiirm  iw*  an  aiiliHeptic  is  quite  untrustworthy,  in  fact,  it 
l*ji-  '    n<»  anliseptic  jxiwer.      CVnisequeiitly,  tu  clt'j.iend  on  this 

HUi  .i*i  a  inethi*fl  of  keepint^  Imcteriii.  uut  of  wuuncls  in  th*:*  first 

inHi«fciicv,  or  of  interfering  witli  their  ^n>\vth  in  the  wound  should 
tht^y  r*ntcr,  h  quite  an  untrustworthy   pLui.      Indee*i,  it    has  l)een 

wn  in  a  t^ertnin   numl»er  of  cases   that   sepsis  has  actually  been 

veyed  to  the  wound  Uy  the  it.KlofoiTii  itst^lf,  when  the  vessel  in 
which  it  ha?*  been  eontJiined  has  l>ecome  contaminated  with  septic 
nifttftfiiiU  which  ha«  dried  up  and  urixed  with  the  lo^lofonn,  and 
i*eeii  «Qbi$equently  powdered  o\er  the  surface  of  the  wounti.  As  an 
application,  however,  in  wounils  that  have  alivady  lieconie  septic, 
iixiofonn  is  apparently  i>f  s*mie  vaUir,  and  it  seems  irxtm  exj»eriments 
that  it  acts  more  esjieciaUy  by  breaking  up  the  poisonous  products 
which  Imve  >>een  alreMly  formed  by  the  bacterid  and  that  while 
doing  }*o  it  is  decominwed,  and  fi*ee  iinline  li  I  derated,  which  may 
poAsibW  exercise  a  certain  inhibitory  etiect  ort  the  liacteric  grtiwth. 
Henei*  the  une  of  iodofonn  in  these  cascH  may  U^  of  some  advantage, 
and,  pn»vided  it  hti«  l>een  pn^perly  steriliHeti  ami  luus  not  Ijeen  used 
in  t*Mt  large  quantity,  it  can  do  no  harm. 

The  tijo  free  use  of  this  drug  may  letMl  to  the  phenomena  of 
iiitioform  poi«^ning,  such  as  an  erythematous  eruption,  fever,  nipid 
pulse,  Vomiting*  and  excitement  or  deliriunK 

Ah  regards  the  lotions  for  Mctshing  »jut  these  ojjen  wounds,  I 
Id  strongly  dissuade  from  the  uise  of  earliolic  acid  or  of  strong 

ilimate  solutions,  Jjecause  these  can  only  irritate  and  injure  the 
tion  layer,  and  thus  enable  Uicteria  to  penetrate  into  it.  If 
nd  must  be  washed  out,  it  should  lie  done  either  with 
momi*  weak  sublimate  solution  (I  to  4,000  or  1  to  (j,000  is  what  I 
alwitys  use)  or  with  lioracic  lotion,  or  siinitas,  or  s<.»me  other  non- 
irritjiting  antiseptic.  Where  the  wound  has  l>ecome  entirely  covered 
with  granulations,  the  use  of  various  antiseptic  ointments  sometimes 
juimweni  very  welh  more  e«pecially  Ijoracii'  ointment  i*f  half  the 
fih&nnacopieial  strength,  or  eucalyptus  ointment,  and  outride  the 
mtiMlin  which  has  l>een  spread  ^%4th  the  ointment  some  antineptie 
drtiMMiug  such  as  lionicic  lint  sliould  Im-  applieil. 

(f/)  Wotiiid*i  of  inucoim  uieiiil>riiiie#--In  cases  where  the 
wiiundm  involve  the  mucous  membrane,  or  have  lieen  mmle  entirely 
on  nilicc»us  surfaces,  strict  antiseptic  treatmefit  y,  of  course,  out  of 
the  quention,  and  here  the  aim  must  Ix'  to  place  obst-acles  in  the  way 
of  tlie  growth  of  the  bacteria,  more  e»j^»e<nally  to  strengthen  the 
n^sistaoce  of  the  l>ody*  Hence,  l>efote  doing  o^w^^ratiuns  in  these 
niiUAtiutiii  where  there  is  no  immediate  hurry,  steps  should   lie  taken 
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as  far  as  possible  to  place  the  patient  in  a  good  state  of  health.  For 
example,  in  operating  for  cleft  palate,  one  should  see  that  the  patient 
has  had  a  good  holiday,  and  that  his  general  health  is  good  ;  secondly, 
one  must  perform  the  operation  as  neatly  as  possible,  and  more 
especially  avoid  any  bruising  of  the  surface  of  the  wound,  or  any 
application  of  antiseptic  substances  to  it ;  tRen  thirdly,  the  wound 
must  be  accurately  united  throughout  the  whole  extent,  and  not 
merely  at  its  mucous  surfaces,  and  care  should  be  taken  that  blood, 
saliva,  or  any  septic  material  is  thoroughly  removed  from  the 
surface  of  the  wound  before  the  stitches  are  fastened.  Further,  as 
regards  the  stitches  themselves,  they  sliould  be  of  some  soft  material 
which  will  not  cause  irritation,  which  will  yield  to  the  movements 
of  the  part,  and  which  is  not  porous,  such  as  horsehair  or  fine  cat- 
gut. Finally,  the  part  should  be  kept  as  much  at  rest  as  possible, 
and  great  attention  paid  to  the  strength  and  general  condition  of 
the  patient.  Where  union  by  first  intention  fails  in  such  cases,  the 
use  of  iodoform  is  very  good,  the  part^  of  course,  being  placed  as 
completely  at  rest  as  may  be. 

2.  Accidental  wounds. — Finally,  we  must  consider  now  the 
treatment  in  cases  where  wounds  which  have  been  recently  inflicted 
have  not  been  made  by  the  surgeon.  Examples  are  afforded  by  suicidal 
wounds,  wounds  caused  by  the  wheel  of  a  vehicle,  etc.  In  such 
cases  we  usually  have  not  to  deal  with  a  clean-cut  wound,  but  with  a 
contused  or  lacerated  one ;  and  I  shall  presently  speak  of  the  charac- 
teristics and  treatment  of  these  wounds.  But  the  great  point  with 
regard  to  the  treatment  in  these  cases  is  that  dirt  has  almost  cer- 
tainly entered  the  wounds,  and,  if  it  be  not  neutralised,  will  give 
rise  to  sepsis ;  hence,  the  first  factor  in  the  treatment  is  thorough 
disinfection,  and  this  is  more  especially  imperative  where  t^e 
wound  has  been  caused  by  the  wheel  of  a  vehicle,  and  where, 
therefore,  a  large  amount  of  dirt  and  earth  has  l)een  ground  into 
the  part  In  such  circumstances  it  is  often  necessary  to  ames- 
thetise  the  patient,  to  lay  the  wound  freely  open  and  thoroughly 
scrub  it  with  a  nail  brush  and  the  strong  mixture  (page  214)  till 
the  dirt  and  grease  have  been  as  completely  removed  as  possible. 
In  badly  soiled  cases  I  think  it  is  best  to  sponge  the  whole 
surface  of  the  wound  with  undiluted  carbolic  acid.  Although 
this  produces  a  minute  layer  of  slough,  still  it  more  effectually 
destroys  the  organisms  than  any  other  method.  In  these  wounds, 
also,  no  attempt  should  be  made  to  secure  union  by  first  intenticm 
along  their  whole  extent.  Apart  from  the  fact  that  the  edges 
are  contused,  and  will  not  in  all  probability  properly  unite,  it 
would  not  do  to  stitch  the  wound  closely  together,  because  in 
spite  of  the  most  careful  attempts  at  disinfection,  one  sometimes 
fails  in  attaining  the  object,  and  one  must  therefore  always  provide 
for  free  exit  of  discharge  by  means  of  drainage-tubes  if  necessary. 
The  utmost  that  one  should  do  in  the  way  of  stitches  in  the  first 
instance,  till  the  asepticity  of  the  wound  is  clear,  is  to  put  in  one  or 
two  so  as  to  hold  the  flaps  in  position.     This  is  an  essential  element 
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in  the  treatment  of  a  cut  head,  for  example,  where  pieces  of  hair  are 
almost  certain  to  enter,  and  these  must  be  carefully  removed  ;  and 
even  when  removed  with  the  greatest  care  one  can  never  be  certain 
that  the  wound  will  remain  aseptic.  Hence,  in  the  case  of  a  cut 
head,  I  reconmiend  disinfection  of  the  wound  in  the  way  I  have 
described ;  but  it  should  be  left  open,  or,  at  most,  supported  by  one 
or  two  stitches,  and  a  large  drainage-tube  should  be  passed  into  it, 
the  external  dressings  employed  being  the  same  as  those  already 
described. 

I  need  not  here  enter  into  the  special  treatment  of  compound 
fracture,  wounds  of  joints  and  large  serous  cavities,  as  these  will  be 
discussed  under  the  proper  headings.  So  far  as  asepsis  is  concerned, 
the  essential  point  is  to  enlarge  the  wound,  if  necessary,  so  as  to  Ije 
able  to  get  at  all  the  recesses,  and  then  to  remove  thoroughly  any 
foreign  bodies  or  dirt,  and  saturate  the  tissues  with  some  strong 
antiseptic  solution,  more  especially  with  a  1  to  20  carbolic  acid 
solution. 

3.  Contused  wounds. — So  far  I  have  been  speaking  of  the 
treatment  of  incised  wounds.  Where  the  wound  is  not  inflicted 
by  the  surgeon,  it  most  usually,  however,  is  not  a  clean  incised 
wound,  but  either  a  contused  or  a  lacerated  wound. 

In  a  contused  wound  the  skin  has  given  way  over  a  contused 
part,  and  the  condition  of  the  wound  is  such  that  the  edges  are 
very  much  bruised  and  infiltrated  with  blood,  and  if  excessive 
inflammation  occur  in  these  edges  sloughing  is  very  apt  to  take 
place.  Besides,  if  the  wound  become  septic,  the  organisms  have 
a  large  amount  of  weak  tissue  in  which  they  can  grow  luxu- 
riantly, and  very  serious  suppuration  and  general  septic  effects 
will  probably  result.  Hence,  in  cases  of  contused  wounds,  it  is 
particularly  desirable  to  asepticise  the  wound  thoroughly,  and  if  the 
part  be  seen  soon  after  the  accident,  as  a  rule  there  is  no  great 
difficulty  in  doing  so.  If  the  wound  in  the  skin  be  small,  it  should 
he  enlarged,  so  that  the  whole  contused  subcutaneous  area  is  exposed, 
and,  the  edges  being  held  aside,  the  injured  tissues  are  thoroughly 
cleansed  and  scrubbed  with  strong  antiseptic  solutions,  more 
especially  with  a  1  to  20  carbolic  acid  solution,  and  also  with  sub- 
limate solutions,  the  skin  around  being  very  carefully  disinfected 
in  the  manner  previously  described  (page  21 3).  No  stitches  should  he 
employed,  but  the  woimd  should  be  left  freely  open.  In  fact,  in 
some  cases  it  is  well  to  stuff"  the  wound  with  gauze  for  a  few  days. 
If  after  that  time  it  be  found  that  asepsis  has  been  attained^  and 
that  the  edges  of  the  skin  have  retained  their  vitality,  one  may  then 
insert  a  few  stitches  with  a  view  of  getting  more  rapid  healing. 

When  suppuration  occurs  in  contused  wounds,  and  where  the 
wound   is   extensive,   probably  the   best  method   of   treatment   is 
constant  irrigation  with  some  weak  antiseptic  solution.     Irrigation 
acts  essentially  by  washing  away  the  albuminous  fluids  as  soon 
they  are  poured  out  from  the  wound,  and  thus  removes  the  pabuli 
on  which  the  micro-organisms  would  live  ;  and  if  a  small  amount 
p  2 
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some  antiseptic  be  added  to  the  water  employed  for  the  irrigation, 
a  certain  inhibitory  eftect  will  l)e  produced  as  regards  the  growth 
of  these  organisms.  Irrigation  is  carried  out  in  various  ways,  and  as  a 
matter  of  fact  it  is  almost  only  applicable  to  injuries  of  the  extremities. 
Where  it  is  used  the  bed  should  be  covered  with  mackintosh,  which  is 
carefully  fastened  round  the  upper  part  of  the  affected  extremity,  m* 
as  to  prevent  the  fluids  from  running  into  the  l)ed,  and,  if  it  be  pos- 
sible, the  limb  should  l>e  laid  in  a  trough  in  order  to  catch  the  fluid. 
Where  this  is  not  possible,  one  must  simply  arrange  the  mackintosli 
so  that  the  stream  of  fluid  is  conducted  into  a  vessel  at  the  side  of 
the  bed.  Various  irrigators  are  employed,  probably  the  simplest 
being  a  piece  of  worsted  thread,  one  end  being  placed  in  a  vessel 
containing  the  solution  to  be  employed,  and  the  other  end  lying 
on  the  centre  of  the  wound.  By  capillary  attraction,  there  is  a 
constant,  though  slow,  stream  running  into  the  wound.  Where 
more  rapid  irrigation  is  required,  this  must  l)e  carried  out  by  means 
of  a  proper  irrigator,  with  tubing  and  a  nozzle  with  stopcock  ;  but  in 
most  cases  the  worsted  thread  will  supply  enough  fluid. 

In  employing  ii'rigation,  the  parts  around  should  be  thoroughly 
soaked  with  vaseline  or  other  fatty  substance,  so  as  to  prevent  the 
skin  from  l>ecoming  sodden,  and  the  fluid  must  not  be  allowed  to  drop 
on  to  the  wound.  Whether  it  be  the  worsted  thread  or  the  nozzle  of 
an  irrigator,  the  supply  of  the  fluid  must  be  in  actual  contact  with 
the  surface,  there  being  nothing  more  painful  than  a  continual 
dropping  of  fluid  on  to  a  wound.  As  regards  the  fluid  to  be 
employed  for  irrigation,  it  should  be  alx)ut  the  temperature  of  the 
body,  and  contain  some  mild  antiseptic,  more  especially  some 
antiseptic  which  does  not  coagulate  albumen.  Boracic  acid,  for 
example,  is  an  excellent  material  for  irrigation,  weak  iodine 
water  has  also  been  much  employed,  as  also  weak  solutions  of  per- 
chloride  of  iron.  Sanitas  and  permanganate  of  potash  are,  next  to 
boracic  acid,  probably  the  l)est  materials.  The  irrigation  must  be 
interrupted  after  a  few  hours,  the  part  in  the  interval  being  wrapped 
up  in  wet  antiseptic  gauze,  with  mackintosh  outside.  Continuous 
irrigation  renders  the  wound  too  oedematous  and  interferes  with  the 
healing  process.  As  soon  as  the  wound  has  l)ecome  covered  with 
granulations,  the  irrigation  should  l>e  intermitted  and  recourse 
had  to  various  antiseptic  ointments  or  other  dressings  which  have 
already  been  descril)ed  in  connection  with  ulcers  and  wounds 
(piiges  115  and  225). 

4r.  Lacerated  wounds. — By  a  lacerated  wound  we  mean  one 
whicli  has  been  inflicted  by  a  blunt  instrument  which  has  torn  the 
skin  i-ather  than  contused  it.  Very  often  these  wounds  are  pro- 
duced by  machinery  in  movement,  and  the  skin  is  often  torn  off 
for  a  very  considerable  distance.  The  result  is  that  if  the  wound 
Ije  left  to  nature,  violent  inflammation  and  suppuration  occur  in 
the  part,  and  extensive  portions  of  these  torn  tissues  slough,  and  here 
jigain  it  is  very  essential  that  the  wound  should  lie  made  aseptic  if 
possilile.     This  is  done  in   the  same  way  as  has  l>een   preWously 
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Scribed,  by  Uioroughly  *»crubbing  the  pfirtH  with  a  nail-brush  and 

antiieptie  tolution^  the  patient  naturally  lieing  iiiKler  chlorn- 

In  laoenit4*cl  wounds  it  is  very  nften  more  tiitticult  to  conipleie 

diaiiiCeetion,  owing  Ut  the  fact  that  the  inntniment  which  has 

thejn  may  have  l^eeii   covered  with  grejist*  or  dirt     No 

it  ahonld  be  made  to  stitch  up  a  lacenite<l    wound.       If  nn 

"^•xt^ninve  flap  of  skin  han  been  torn  t>ff,  it  may  be  held  >*f:)inewhat  in 

ft  by  one  or  tw*>  Kt itches,  Vmt  iniitui  by  first  intention  is  quite 

:  '.he  question,  and  the  wound  •^hiaild  thei^fore  l»e  left  oj*en  to 

peniiit  a  free  e-«c4fcpe  of  the  di?*charge,     Wliere  the  wound  is  a«eptie, 

h«!i&ling  occurs  UHually  \ty  Wood  clot  ;  but  where  the  skin  has  l>een 

exteniiively  torn  off,  it  is  well — when  once  the  clot  has  become  imr- 

ttJklly  orgimifN^d — to  remove  the  balf-orj^anined  nurface  and  cover  the 

part  with  skin  graftis ;  otherwise  a   long  time   may  elapse  l>*fore 

hteiding  is  complete,  and  excensive  con  traction  of  the  neighlmuiing 

pmrtm  may  take  placi\     Wliei'e  the  attempt  at  asepsis  has  failed,  coii- 

nUuat  iirigation  i^  again  the  moi«t  favourable  methoc]  of  ti^eatment* 

I)1SE.\SES  OF  CICATRICES. 

W}^  ill  oAneft  where  union  by  first  intention  lias  taken  pla^re 
eieatrix  is  usually  quite  satisfactory,  this  is  not  by  any  means 
cum  where  cicatrices  have  followed  wounds  in  which  the  edges 
liETe  not  come  together.  In  such  cases  we  may  have  (1)  weak 
ciofttriooa  which  are  constantly  tending  to  break  down,  (2)  painful 
cioatrieeft,  (3)  contracting  cicatrices,  or  (4)  a  cheloid  condition,  the 
latter  al»o  occurring  in  union  by  lirst  intention, 

I,  Weak  cicatrix, — Where  a  cicatrix  constantly  ten  da  to  breuk 

down,  the  cause   is  generally   to  be  found  in  the  large  size  of  the 

ari|^aal  soit  and  in  tlie  incomplete  contraction   which  has   taken 

luring   the   healing   processee.      Hence   these   cicatrices   are 

ly    found   after   very   extensive    bvirn^,   towards    the   centre 

of  the  part  injured,  or  where  the  scar  is   attached   to   tione,  etc* ; 

jmd  the  treatment  in  these  cases  must  consist  in  the  tirst  instance 

prophylactic    ti>;atnient,    namely,    the    avoidance    of    these 

or  if  they  have  occutTed,   one  mufit  attempt  to  remedy 

them  by  permitting  a  proj^^T  amount  of  contraction. 

Whtcre  we  have  a  large  wound  we  may  feel  pretty  certain  that 
if  the  beating  of  the  womul  Ije  left  to  nature,  the  centre  of  the  scar 
wlU  be  weak,  and  therefore  in  these  lai-ge  wounds  it  is  well  Viefore 
h^^Ung  has  progreeted  to  any  grent  extent  to  employ  skin  grafting, 
eT«i  lUthough  the  wound  aSx^ts  the  trunk  or  the  upper  extremity. 
Bj  dmng  to  a  much  sounder  scar  will  lie  obtainefl  and  much  less 
contraction  will  lie  neceesarv-  Where,  howtfvei*,  we  have  to  do 
with  an  a IrfTwly- formed  cicatrix  whicli  is  constantly  giving  way, 
if  thr  ri  bp  due  to  inethcient  contraction  one  must  attempt 

to  reir  1-.   by  freeing  the  scar  by  tenotomy,  by  plastic  opera- 

tlonst  eta     As  a  rulei  skin  gi'afting  at  this  period  does  not  produce 
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a  completely  satisfactory  result,  and  probably  the  best  method  is 
to  cut  away  the  whole  of  the  weak  part  of  the  scar  and  then  to 
turn  a  flap  over  it  from  some  convenient  part  in  the  neighbourhood. 
Thus  where  the  scar  is  on  the  side  of  the  chest,  one  may  fasten  ihe 
arm  to  the  side  and  tuin  a  flap  of  skin  from  the  arm  on  to  the  cen- 
tre of  the  scar.  In  such  a  case  a  long  flap  would  be  required,  and 
if  it  were  detached  at  once  at  one  side  it  would  very  probably  slough, 

hence  the  method  which  has 
been  advocated,  moi-e  especially 
by  Mr.  Croft,  is  to  be  reoom- 
mended.  He  marks  out  a  flap 
of  the  proper  length  and  makes 
lateral  incisions  of  the  necessary 
breadth,  undermines  the  flap  of 
akin,  and  then  introduces  be-^ 
twe^ii  this  flap  and  the  deeper 
tissues  a  piece  of  protective  to 
prevent  adhesion,  and  leaves  the 
ti:q>  attached  at  each  end  till  the 
under  surface  has  completely 
^-aimlated.  He  then  detaches 
one  end  and  turns  the  flap  on  to 
the  gmnulating  surface  of  the 
sore,  and  after  ten  days  or  a 
forhii^dit,  when  adhesion  has 
thorotighly  occurred,  the  other 
end  is  also  divided  and  the  fiajt 
I'eniains  in  situ, 

\\  here  the  weakness  of  the 
scar  is  due  to  adhe- 
sion to  tlie  bones, 
one  may  also  attempt 
to  separate  the  scar 
from  the  bone,  or 
even  to  excise  the 
scar  and  turn  in  the 
flap  from  the  side. 
In  very  bad  cases, 
especially  where  contraction  is  present  as  well,  it  may  be  neces- 
sary to  remove  the  subjacent  |x)rtion  of  the  bone  in  order  to 
permit  the  scar  to  contract  soundly.  For  example,  where  we  have 
such  a  condition  over  the  elbow  joint,  cui-e  will  be  obtained  by  ex- 
cising the  elbow  ;  and  by  such  a  method  of  treatment  two  advantages 
will  be  gained,  not  merely  that  a  sound  scar  will  result  with  the  possi- 
bility of  contraction,  but  that  a  movable  elbow  will  be  obtained.  In 
the  case  of  the  leg  it  has  been  found  necessary  to  remove  an  inch  or 
two  of  the  tibia  and  tibia,  and  thus  shorten  the  leg  in  order  to 
obtain  healing  of  the  wound ;  but  as  I  have  previously  said,  these 
troubles  can  usually  be  entirely  avoided  if  during  the  course  of  the 


Fijf.  41.— Ann  bound  to  Side  by  Contraction  of  a  Sore 
after  extensive  Bum. 
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A\*^  wound  skill  grafting  according  to  Thiersch's  method 
(page  U7), 

Cicatxix. — Whei^'  we  have  to  do  with  painful 
»irjc»^8H  tbi'  cuUHt*  is  geiierHlly  thf*  implication  of  the  nerves  in 
oooir&ctiiig  dbrous  ti>«ue  and  the  cons(*(|nent  occurrence  of  a 
iin  afDount  of  neuritis  :  and  tlie  Wst  remedy  is  to  dinnect  away 
ll&p  matr  altogeUK^r  and  employ 
tmmerltate  skui  grafting, 

5,  Contracting     cicatrix* 

— When?  we  have  contiHcting 
okanlnoeti,  the  ciciitrlx  nliouhl  kw 
dl^-ided  and  the  gap  either  clased 
by  pbif^tic  operation,  or  much 
better  by  Tliier»ch*s  skin  grafts 
(Fig*.  41  and  42). 

4.  Cheloid— A  che- 

condition  of  a  scar  in 

ill    which    the    nc^ar 

to    thicken,     the 

tceiiitig  oonniienciiig 
^  point  whei*e  itjoin& 
the  skin.  After  a  time 
these  acars  foiin  irregular 
and  unsightly  Itaitl  pro- 
J60lumN  which  often  show 
cUaied  veins  on  the  nur- 
face  wLieli  are  not  very 
vascular  and  which  creak 
tlie  scalfieL  The 
is  smooth  and 
gtUtening  and  raised^  and 
from  the  major  ma.%»  no- 
dules or  claw-like  pro- 
oeaipfi  may  extend  over 
the  adjacent  integument. 
Tb^  skin  around  be- 
oomes  pulled  on,  tLnd  in 
tht^  way  great  deformity 

renult*.  Thi«  conriition  of  cheloid  seems  to  hv  dejiendent  on  some 
constitutional  ^tate,  and  is  supfxiHed  to  Tie  moi'e  ersiiecially  an.Hociated 
iritii  tuljei'culous  disease.  It  ii*  otten  noticetl  m  wounds  which 
have  been  irritnti*tl  unduly.  Certain  it  is  that  in  some  persons 
©%^rrv  »ei4r,  eveji  the  minutest,  tends  to  thicken  and  become  cheloid 
in  tiiis  way,  Thene  scai-s  do  not,  as  a  rule,  caune  any  piin,  but 
they  ttro  hwivy  and  unKightly^  and  are  very  apt  to  ulcerate  and 
hl("ed«  They  are  often  the  neat  of  gi-eat  itching  and  tliere  may 
In*  neuralgic  pains  in  them.  On  examining'  the  structure  micro- 
acopically,  Uiere  ih  found  to  i>e  marked  pi-olifemtion  of  the  til>roUH 
ti^HUe,  aitd  UJ  the  growing  pjirt>i  tliere  are  numerous  c«ll8.     They 
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do  not  usually  penetmtc  below  the  skin,  keeping  where  they  affect 
the  skin  itself  to  the  surface  of  the  dermis,  leaving  the  papillary- 
layer  intact. 

A«  regards  the  treatment,  the  condition  is  an  excessively  difliculi 
one  to  get  rid  of.  At  tirst  sight  one  is  often  tempted  to  cut  out 
these  cheloid  scars  ;  but  as  a  rule  the  condition  is  simply  reproduced 
in  the  scar  so  formed,  and  not  only  along  the  line  of  incision,  but  also 
in  the  stitch  tracts,  and  the  resulting  deformity  may  be  equally  bad 
with  the  original.  Nevertheless,  I  think  that  in  some  cases  where 
one  has  to  do  with  a  large  bi-oad  clieloid,  and  where  it  is  possibK' 
to  bring  the  edges  of  the  skin  together,  one  may  very  much  improve 
mattei-s,  even  although  one  does  substitute  a  linear  cheloid  scar  for 
the  original  mass ;  and  if  an  attempt  be  made  to  dissect  out  the 
cheloid  with  the  view  of  getting  a  linear  cicatrix,  one  should  avoid 
the  use  of  stitches  altogether  unless  thei-e  is  great  tension  on  the 
l>arts.  The  edges  of  the  skin  may  l»e  approximated  by  buried  stitche?* 
as  described  under  wound  ti*eatment,  and  the  approximation  completed 
by  the  use  of  strips  of  gauze  fixed  with  collodion  which  bring  the 
actual  epidermic  surfaces  into  contact  (page  219).  Where,  however, 
it  is  not  desirable  to  disstct  out  the  cheloid  scar,  the  essential  jwint 
in  the  treatment  is  to  interfei'e  with  the  blood  supplied  to  the  part, 
and  this  is  done  by  employing  pressure  in  various  ways.  In  some 
cases  improvement  is  obtained  by  painting  the  surface  of  the  cheloid 
with  ordinary  collodion.  As  the  collodion  diies  it  contracts  and 
compresses  the  parts  beneath.  The  disadvantage  is  that  in  some 
cases  it  leads  to  ulceration.  Vaiious  plasters  have  also  been  applied 
with  the  view  of  causing  pressui-e,  and  formerly  attempts  were  made 
to  destroy  the  cheloid  by  means  of  scarifications  or  by  the  use  of  the 
actual  cautery  ;  but  as  a  rule,  thest*  attempts  have  been  given  up. 
At  the  same  time,  the  use  of  cod-liver  oil  internally  seems  to  l)e  of 
considerable  disadvantage. 

CONTUSIONS. 

EflFectS.^By  contu^sion  one  means  the  result  of  a  sevei-e  blow 
on  the  soft  ))arts  without  a  breach  of  the  surface.  The  effect  of 
the  blow  is  t^>  bruise  and  tear  the  cellular  and  muscular  tissues, 
and  very  pro}>ii})ly  the  skin  itself,  leading  to  hemorrhage  int<i  the 
torn  partw.  Where  the  skin  is  unbroken,  and  the  patient  is  healthy, 
this  deep-seated  wc>uncl  generally  recovers  without  any  suppuration 
or  other  tnmble,  healing  <K:curring  by  blood  clot  just  as  in  the  open 
wound  :  but  in  some  cases  the  contusion  of  the  skin  is  so  severe  as 
to  lead  to  its  ultimate  sloughing,  and  in  that  instance,  if  the  part 
which  has  })een  contuse<l  has  not  l)een  rendered  aseptic  previously, 
we  may  have  a  supjjurating  wound  with  the  separation  of  aloughs 
of  cellular  and  muscular  tissue,  which  may  l^e  a  long  time  in 
healing,  and  which  may  even  l>e  a  considerable  source  of  danger 
tr)  the  i»itient.  Fn  s<»me  cases  the  l>loo<l  which  is  poured  out 
into  the  cellular  tissue  after  a  contusion  is  large  in  amount,  and 
leads  to  the  foi-malion  of  a  distinct  tumour  (hamaionta).       Thia 


CONTUSIONS. 


\m 


\ 


\<mmy  not  coagulate  pni|.»erly,  or,  if  it  elites,  may  not  be 
ly  orgauiserl,  the  renult  being  tbat  aroimd  the  exterior  a 
iif  fibititiis  tiflsne  i»  formed,  in  the  interior  of  which  is  clear 
«6rain  \  in  other  wordn,  we  have  it  blood  cynt  which  may  remain 
IDiri'  or  even   may   become  inflame*]  and  Huppurate.     As  a 

mi'  iUeoUH  bruiws  d«»  not  ^uppurat^  unleKs  in  drunkaitl»it  or 

mnlitruUiiy  persons^ 

SymptOUUI. — As  tu  the  char&tTters  of  a  contusion,  the  patient 
awiirmHy  <ni^r8  a  giK>cl  de^il  of  pain  in  ih*^  tirMt  instjtnee  from  the 
nmtHing  of  the  nerves,  which,  however,  pannes  otf  in  the  course  i>f 
twvntV'four  hours.  The  part  njay  l)ecc»nie  swollen  even  X<>  a  very 
liug^  extent^  the  swelling  being  due  j>artly  tcj  hiemorrhage  fn>ni 
the  torn  ^^esaels  and  partly  to  (Fdema  from  the  early  stages  of 
iafljuiutiation  w^hich  iK*cur  around  the  contused  piiii**.  In  the  counie 
i4  m  lew  hours  if  the  eontWHinn  1>h  sujH^i-ficial,  the  blood  stains  the 
«km,  and  we  have  a  dark  colour  «if  the  part- :  but  very  shortly  the 
I4(wid  pigment  undergoes  alteratifjns,  so  that  the  skin  changes  from 
A  bUck  to  a  blue  or  yellowish  colour  Ijeff^re  it  yltimately  regains 
iVi  tiormal  appe-ai*anoe.  Ah  the  result  of  the  cetiematoiis  condition  tif 
the  timueit  this  blood  pigment  is  also  carried  for  a  considerablts 
dwlADce  through  them,  and  thus  the  yellow  and  green  st«in  is 
^jewerally  much  m^ire  extensive  than  the  original  seat  of  injury,  and 
i«  usually  more  marked  towards  the  itwHt  dependent  partes,  owing  to 
the  grmvitation  of  the  fedematous  ftuiti  towaixls  these  part-s. 

Where  much  hlfHjd  has  i>een  poure<]  out  we  have  the  condition 
known  as  hafinat<>ma,  anil  where  a  bhxKl  cyst  is  alxiut  to  fonn  we  find 
aroimd  the  margin  of  the  collection  <»f  bloixl  a  harrl  rim,  while  the 
interior  is  quite  srift.  When  these  hiemiit<iniata  are  situated  tm  the 
"(kull  this  peculiar  condition  has  often  given  rise  t€i  the  mistaken 
ni-w  that  there  wjis  a  fracture  of  the  skull  with  depression,  Viecause 
the  linger  in  parsing  over  the  swelling  feels  the  hard  edge  of  what 
i*  apyian^ntly  the  Ixme,  and  then  inside  ihat  e<lge  passes  much 
lieeper,  apfiarently  int<>  a  cavity.  This  condition  is  more  espjecially 
e%'ident  where  the  bruise  has  affect^nl  the  periosteum,  and  whei'e^ 
therefore,  the  bhxxl  is  caught  in  the  meshes  of  the  periosteum  and 
iioes  not  diffusa*  itjself  so  i^adily  an  in  an  i»r<linary  wound. 

Treatment, — As  reganls  the  ti-eatment  of  contusion,  the  mtmt 
ntpid  inelh*jii  of  getting  rid  of  the  efiiiseil  blo*»tl  is  b\'  gentle  massage, 
ciUTi<Hj  cm  in  the  first  instance  very  tightly  and  oidy  for  a  few  minutes, 
Imt  gnuluallr  increasing  Inith  in  time  and  in  vigour  as  al>.snrption  goes 
UEL  In  such  circumstances  the  pjtrt-s  will  generally  be  well  in 
die  ouar>$e  of  a  week  or  ten  days.  Of  course,  this  treatment  is  not 
ttPOMMiry  unless  in  large  contusions,  or  where  the  ifniiusion  aftects 
pftrt/i^more  especially  joints — whei"e  stittness  may  siibsetjuently 
niKult  if  th«!y  \n*  kept  Unt  long  at  rt?st.  In  other  cirt*umstances  the 
iwrni  irerttjnt*nt  is  in  the  first  instance  the  ♦-riipk>yment  of  cold,  with  the 
view  of  checking  the  sul>cutiin«H)Us  hit*morrhagt%  and  afterwards  rest 
And  pres^urp  with  a  mass  t»f  tx»t.ton-w<M)I  and  a  Uindage,  so  as  to  le»Mi 
to  nbnorptton.      Formerly  one  was  tohl  not  t*i  interfere  by  operation 
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with  hiematomata ;  but  now,  with  the  iMt>tection  of  asepsiit,  theiv 
is  no  object  in  loning  time  by  leaving  large  efiiiAionA  of  blood  to 
become  abnorbed  or  converted  into  blood  cjrsts,  and  therefore, 
where  we  have  to  do  with  a  large  efinsion  of  blood  which  Hah 
not  properly  coagulated,  the  best  treatment  is  within  a  day  or  two, 
after  asepticising  the  skin,  to  make  an  incision  into  the  part,  turn 
out  the  fluid  and  soft  clots,  and  insert  a  drainafj;e-tube.  The  same 
treatment  will  usually  be  sufficient  with  blood  cysts,  though  in 
some  cases  it  is  perhaps  more  rapid  and  more  advisable  to  cut  them 
out  altogether. 


XI.     MILITARY    SUEGERY. 

lir  Si-aoEoN-MAJutt  ANDREW  DUNCAN,  I.M.S.,  M.D.,  B.S.  Lond., 
F.R.C.S.,  Srd  Qoorkha  RiJUtt. 


The  wounds  met  with  in  warfare  may  be  classed  as  follows  : — 

I.  Gunshot  wounds:  (1)  From  massive  projectiles;  (2)  from 
musketry  and  riile  and  pistol  fire. 

II.  Bayonet  and  sword  wounds. 

III.  Arrow  wounds. 

I.    GUNSHOT    WOUNDS. 

These  include  all  those  resulting  from  the  action  of  *'  missiles 
that  have  been  projected  by  force  derived  from  explosion  *'  (Long* 
more).  They  may  arise  directly  from  shell  or  bullet,  or  indirectly 
from  objects  such  as  pieces  of  stone  set  in  motion  by  the  above 
missile^.  They  are  in  their  nature  coiituised  and  lacerated  wounds. 
In  civil  life  we  have  chiefly  to  do  with  injuries  produced  by  "  shot " 
or  pistol  bullets.  At  a  very  short  range,  l>efore  the  shot  has  had 
time  to  scatter,  a  sevei-e  lacerated  wound  may  be  caused.  Pistol 
bullets  cause  a  wound  iKJHsessing  more  or  less  the  character  of  that 
caused  by  a  rifle  bullet,  though  less  damaging  in  their  efiects. 

Variety  of  bullet. — The  injuries  produced  by  musketry  fire 
varj-  with  the  nature  of  the  missile.  We  will  first  consider  the 
difierence  in  the  effects  caused  by  round  and  conoidal  bullets. 
As  regards  (1)  shape^  the  conoidal  bullet  acts  chiefly  as  a  wedge, 
having  great  penetititive  and  splitting  powers,  whilst  the  round 
bullet  causes  chiefly  local  effects.  The  round  bullet  also  frequently 
lodges,  whereas  the  pointed  shape  of  the  conoidal  bullet  tends  to 
prevent  this  result.  In  its  (2)  sinalUr  dimensions,  the  conoidal  affects 
a  narrower  zone  of  tissue,  and  foreign  bodies  are  less  likely  to  be 
carried  into  the  wound.  The  round  bullet  has  greater  stoppiug- 
|X)wer.  In  respect  to  (3)  velocity,  the  round  bullet  (juickly  loses  its 
initial  velocity  after  leaving  the  barrel,  whilst  that  of  the  conoidal  is 
retained  ;  and  inasmuch  as  the  destructive  power  of  a  bullet  is 
increastKl  proportionately  with  th(i  squai*e  of  the  increase  of  its 
velocity,  greater  disturbance  of  the  paits  traveraed  is  caused  by  the 
conoidal  missile.    But  although  the  destructive  action  is  more  intense. 
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the  area  laterally  affected  is  more  limited,  as  Kirker  has  pointed  out. 
Hence,  the  wound  caused  by  the  conoidal  will  be  narrower,  have 
more  defined  walls,  but  contain  more  thoroughly  disintegrated  tiasue. 
Finally,  with  regard  to  (4)  rotation,  the  round  bullet  revolves  on  an 
axis  at  right  angles  to  its  line  of  flight,  and  this  can  be  easily 
deflected  by  any  resistance  in  its  course ;  whereas  the  conoidal  bullet, 
rotating  on  an  axis  identical  with  its  line  of  flight,  penetrates  the 
tissues  more  easily,  and  so  will  destroy  them  in  a  more  limited 
degree  than  the  round.  Hence,  it  would  seem  that  the  wound  of 
the  conoidal  being  narrower,  containing  less  of  the  foreign  substance, 
and  being  more  sharply  defined  from  the  surrounding  tissues,  has  a 
greater  tendency  to  heal.  The  exception  occurs  where  the  bones 
have  been  much  splintered. 

The  round  bullet,  on  meeting  with  a  hard-resisting  substance, 
such  as  the  compact  tissue  of  the  thigh-bone,  becomes  splirUered  and 
altered  in  shape.  The  expansion  undergone  by  the  Snider  ballet 
and  its  splintering  were  so  great  that  it  was  practically  an  ex- 
plosive one.  With  the  Martini-Henry  missile,  the  bullet  being 
composed  of  lead  mixed  with  tin,  the  deformity  on  contact  was 
much  less. 

At  the  present  time  every  important  Power  is  armed  with  the 
magazine  rifle.  The  bullets  are  smaller,  haixler,  and  lighter.  In  the 
British  Army  the  Martini-Henry,  with  its  calibi-e  of  -450  inch,  has 
been  superseded  by  the  Lee-Metford  rifle,  with  a  bullet  of  a  calibre 
of  -303  inch  (Fig.  44).  The  following  table  shows  the  more  im- 
portant characters  of  the  various  bullets  used  by  the  European 
Powers  at  the  present  time : — 


Power. 

Weight.  Calibre.             Composition, 

Veloeitif  (Muszie), 

Gr(.'at  Britain 

«  Snider 

480  g8. 

0-677"  '  Pure  lead 

1,240  ft.  per  sec 

b  Martini- Uenry 

480  g8. 

0-450"  1  Lead  and  tin 

1,315  ft.  per  sec 

c  Leo-Metford  ... 

217  gs. 

0*303"  ;  A  central  core  of  lead 
and  antimony,  with 
1      a  covering  of  copper 
'      and  nickel 

2,000  ft.  per  see 

AuHtria        

242  g8. 

0-310"    Covering  of  steel 

1,968  ft  per  MO. 

France         

216  g8. 

0-315"  1  Covering    of    oopper, 
1      nickel,  and  zinc 

2,073  fl.  per  oec 

(il<'rmany    

223  1^^. 

0-31 1"     Covering  of  steel 

2,034  ft.  per  see. 

Ku88ia         

215  g8. 

0-300"     Covering  of  nickel 

2,000  ft.  per  MO. 

As  yet,  the  new  magazine  bullet  has  only  been  u^ed  in  the  \ 
Chilian  campaign.  The  consideration  of  the  wounds  Lnflict*fd 
it  will  be  considered  later,  but  meanwhile  its  main  eharat^teristic 
would  seem  to  be — less  stopping-power  and  greatei'  penetration. 
Fig.  43  shows  the  shapes  of  the  bullets  above  named,  and  includes 
also  the  Snider,  Needle-gun,  Chassepot,  and  Enfield  bnllete,  FijZ-  44 
depicts  the  Lee-Metford  bullet. 
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Number  of  wounds  made  by  bullets.— There  may  be  only 

one  wofind  in  cases  where  the  bullet  has  lodged ;  or  two  when  it 
has  escaped ;  or 
the  wounds  may 
be  mtUttplej  the 
ballet  splitting 
against  a  bone, 
and  thus  causing 
more  than  one 
aperture  of  exit, 
or  one  bullet  may 
pass  through  more 
than  one  part  of 
the  body.  More 
rarely  two  projec- 
tiles have  caused 
a  single  wound. 
The  aperture  of 
exit  is  more  often 
multiple  than  that 
of  entrance.  With 
the  magazine  bul- 
let the  number  of 
wounds  generally 
will  be  greater. 

Primary 
general    symp- 
toms.— Pain  may  in  some  cases  not  be  experienced  at  all.     The 
wounded  man  may    be  first    made   aware   of  his   wound    by   the 
haemorrhage  from  the  part.     Again,  no  pain  may  he 

tfelt  at  the  moment  of  impact,  but  shortly  afterwards 
the  most  excruciating  anguish  comes  on,  especially  if  the 
bullet  have  lodged  under  the  skin,  and  is  stretching  it. 
Again,  if  nerve  trunks  Ije  injured,  the  pain  is  especially 
great.  The  gravity  of  the  wound  also  has  an  influence  ; 
an  extensive  wound  of  the  thigh  is  markedly  painful. 
The  smaller  the  missile  and  the  greater  its  velocity,  the 
less  is  the  pain.  The  soft  parts  when  wounded  are  less 
painful  than  the  bones.  In  character  the  pain  has 
been  likened  to  that  caused  by  a  blow  with  a  heav'y 
stick,  or  to  that  of  an  electric  shock.  Race  and  na- 
tionality appear  to  influence  its  intensity.  Mussulmans 
would  Heeiii  to  U^  compiirativelv  inwenKitive.  Fincber, 
in  tliti  BoheiuLau  War,  found  ihi?  Italians  and  PoleM 
j&tocfoid' Bid-  mt>»t  susceptible,  the  Hungarians  least,  and  the  Ger- 
>«^  msinh  midway  in  this  t^yggL     Finaliy.,  pain  luay  he 

entirely  absent  from  the  MMM^fBI^MK^t  and  only 
felt  at  that  of  exit^  leading  the  wouiK^i^^^^^^^HlfeLjM^  onl  v 
been  struck  at  tlie  latter  §pot. 


5.  6. 

Fig.  43.-i»Bullet8 

1,  Martini- Henry;   2,  Needle  ffiin ;  3,  Chast>epc>t ;  4,  Round  bullet ; 
5.  Snider :  6,  Kntleld. 
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Shock  in  some  clegiee  aitnost  always  accompfuiies  gmiahot  wotuuia. 
It  may  be  general  or  locaU  General  shock  is  especially  pi^esetit 
wounds  from  nitissive  projectiles,  in  al*«louiinal  wounUs,  or  wh^re 
limb  of  the  boily  has  been  carried  away.  The  severity  of  the  vhock 
and  its  long  continuance  indicate  that  some  imjiortant  organ 
l>een  wounded,  Jt  occurii  lejis  frequently  where  the  soft  partH 
have  been  woirtided.  Tlie  usual  symptoms  ai*e  present.  A  pale  eoli 
skin,  sunken  eye,  eold  sweats,  great  flaccidity  of  tfie  integument^  fn*- 
quent,  small  and  scarcely  perceptible  pulse,  with  quickened  supei-fidal 
breathing.  There  is  mrirked  a|>athy,  Init  conMciousiiens  is  retaint^ 
Should  deatli  not  supervene,  the  above  state  jjasses  into  that  of 
reaction.  Tlie  eyes  ]o?*e  their  Kunken  state,  the  face  tlushes,  tlie  tt*ta* 
|»erature  nsesi,  the  pulse  Wcunies  stronger,  and  often  delirium  neV^  in. 

In  loc4il  nhock  the  "woundetl  part  only  is  aflect<*d.  The  [lart  tn 
question  is  cold  and  pallid,  without  sensation  or  motion,  or  jpossibly 
abnormal  sensations  such  as  formication  may  \)e  felt.  This  locul 
shock  may  either  become  general  or  gradually  disappear. 

As  regard*  prognosis  the  loss  of  temperature  is  the  most  in^ 
j.»ortant  fetiture.  R^ard,  with  reference  to  this,  states  that  every 
wounded  man  brought  to  hospital  with  a  tempentture  of  %*^  F.  will 
die,  according  to  his  expeiience.  Again,  if  reaction  does  not  cotne 
on  by  tlie  end  of  the  fourth  hour,  and  in  direct  ratio  to  the  prenoiw 
fall,  the  condition  is  one  of  jeo|»artJy. 

Stfncop*\  resulting  immediately  on  i-eceijit  of  a  womid,  occur* 
especially  wliei-e  the  large  nervous  trunks  are  implicated.  Psychical 
effects  may  also  cause  fainting.  Thirst  is  ne^irly  always  int«?nHely  felt» 
being  produced  by  the  excitement  uuder*goue,  by  fatigue,  dust  Hiid 
heat.  Lastly,  a  condition  tvoinedmes  observed  afber  instantaneous 
death  from  gunsliot  wounds  is  that  of  instantanetnis  ri^or  ttyxrtis.  The 
rationale  of  this  occurrence  is  not  yet  determined.  It  is  said  to  occur 
especially  after  wounds  of  the  cerebro-spinal  axis,  and  after  deatli 
from  haemorrhage.  In  this  condition  the  attitude  of  the  soldi«*r  at 
the  moment  of  death  is  preserved  even  against  the  foi*ce  of  grayity. 
It  cannot  lie  due  to  cold,  as  it  has  occuit^mI  when  the  teuijierature 
has  be(;n  high. 

Local  symptoms. — Prinutrt/  hmmorrtkotje  arises  from  one  of  the 
large  vesst^ls  being  cut  across,  or  it  may  be  capillary.  It  has  1:»een 
comparatively  rarely  met  with  as  a  dangerous  fart^or  on  the  field  of 
battle,  the  wounds  hithei-to  inflicted  having  l>een  seldom  clean  cut^  but 
being  generally  contused  or  lacerated.  Death,  however^  from  primary 
hffimoirfaage  i^  likely  to  hap|>en  mure  frequently  in  the  future  fron 
the  magaziiie  bullet,  as  a  cleaner  iuid  more  incised  wound  [a  madi^l 
Wounds  of  the  main  vessels  may  be  fatal  immediately,  but  are  not 
neoeasarily  so,  for  the  hi^morrhage  may  be  temporarily  arrested  by  tlie 
retmction  and  curling-up  of  the  inner  coats  of  the  art«iry.  Thusi  a 
wound  cutting  completely  across  a  vessel  is  less  dangerous  titaiH 
a  partial  wound  of  the  veanel  wall.  Wliere  the  hiemorrhage 
capillary,  it  will  ooze  slowly,  staining  the  surrounding  tiasuea*  an 
can  usually  be  arrt^stcd  by  slight  pressure. 
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C^andftioii  of  file  tiftimesi. — With  regard  to  the  soft  pftrU, 
the  nkiii  nmy  bt*  (1)  ccffthiseJ,  It  is  livid,  relaxed,  and  ofU^n  txilder 
thaii  ihf  surix>unding  purts^  The  surgeon  should  in  these  cashes 
al%myft  ^  on  the  look-out  for  extenKive  tlaraage  in  the  deeper  parts. 
Alter  tiia  preliiiiiiiary  stAge  of  pallor  and  coldness,  redness^  heat,  aiid 
svdHiig  •opervens.  The  pain  increaseij,  and  thei^e  is  much  i$ub- 
cutmMmow^  dSamxm,     Eventually  the  skin  may  slough. 

The  woimd  may  be  (2)  of  a  laceraUd  character,  supeiiicial  or 
ileap.  Tbe  nidiM  and  bottom  of  the  wound  are  formed  of  the  dehrig 
of  ijbm  ooQiuced  tiaauea.     The  pain  is  often  severe  and  paroxysnial, 

0)  Cajml4At^0d  waumlt. — Witli  spent  balls  then^  may  V>e  only  an 
aperture  of  entramseL  Portions  of  the  di^ss  may  be  carried  into  the 
voiukd,  or  the  wound  may  be  of  thi^  '*  mUm  "  character.  With  the 
idd  round  bullet  the  aperture  of  exit  was  sharply  diatinguiBhable 
from  that  of  entrance)  but  with  the  conoidal  the  ditferences  have 
in  a  gnsat  mtsasnre  disappeared,  and  with  the  magazine  bullet  are 
practicsally  non-existent.  With  the  round  bullet  in  its  entirety, 
ftaUng  the  body  at  right  angles,  t/t^  aperture  of  entrance  was 
poodid,  inverted,  ecchymosed,  and  of  !%maller  diameter  than  that 
of  tte  minlle.  Generally,  also,  there  was  a  slight  loss  of  substance 
in  Ilia  mtegtunesit*  The  aperture  of  tacit  was  lai|[er,  more  irre- 
gular, everted,  and  with  greater  loss  of  substance.  The  wound  of 
mxMt^  as  a  rule,  heats  tirst.  With  the  magazine  bullet  both  the 
apflrtorea  aare  much  more  cleanly  cut  Ah  regartk  the  track  of  the 
tmniiCa,  the  coooidal  aiuses  nne  with  more  cleanlyn^ut  walU  than 
tile  round,  and  is  often  so  small  as  to  be  closed  by  the  coming 
together  of  itn  sidea,  whilst  that  of  the  round  bullet  remains  patent. 

The  wound  in  the/ascUe  may  be  either  a  uiere  slit,  or  there  may 
fan  lostt  of  substance.  Pasci^  re^^ist  the  onward  passage  of  the  bullet ; 
and  where  its  velocity  is  not  great,  can  turn  it  aside,  or  even  arrest 
it.  Tht*  sides  of  tlie  wound  may  so  comjdetely  fall  togetht:ir  that  its 
channel  cannot  be  made  out.  The  great  impoi'tance  of  wounds  of 
tli#  laacije  liee  in  the  influence  exei'ted  by  them  in  eases  where 
iliifec!liv0  indanunation  has  supervened.  Conoiflal  bullets  separate 
mtarAj  the  croasing  fibres  of  the  strong  fascite,  ho  that  the  fasdiil 
UfmngA  have  a  smaller  diameter  than  the  genera]  track,  and  thus 
Mif  dboharge  of  pus,  should  it  form,  will  be  interfered  with. 

T^mdont  are  most  frequently  pushed  aside  during  the  passage  of 
tlio  hall,  returning  to  their  normal  place  afterwards,  or  they  may  be 
torn  frcmi  their  insertion.  Large  tendons,  such  as  the  tendo  AcbilliH^ 
hai*«  been  perforated,  or  their  edgea  may  be  notched.  Dr.  Chenu,  in 
tilt!  war  of  1 870,  described  cases  of  arrest,  and  even  of  splitting  of 
ADall  bullets  by  tendons. 

The  mu0clis  may  l»e  laeei-ated  and  contused,  and  the  se^it  x)f 
umcli  eximvaaated  bhx>*l.  The  de«rtruction  caused  by  the  miasile 
in  oftUiianly  liinited  to  the  neighbourhood  of  impact.  Where  a  ball 
baa  cfaatmelied  through  several  muscles,  the  track  will  often  not 
be  c0ntinuouj«w  It  in  larger  in  diameter  than  the  ball,  irregular  in 
Jinf%  and    containa  a  fluignineouM  lacerated   pulp ;    or   the  canal 
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may  be  extremely  narrow,  and  difficult  to  follow.  Very  rarely  is  a 
muscle  completely  divided.  If  it  l>e  so,  the  ends  retract  for  some 
distance. 

As  regards  the  iierves^  the  main  trunks,  frequently  from  their 
deep  position  and  lax  attachment,  escape  injury.  Their  branches 
are,  however,  more  liable  to  be  damaged.  They  may  be  contused  and 
crushed,  cut  across  or  perforated  (e,g,  the  sciatic).  Various  sym|»- 
toms  due  to  loss  of  motion  and  sensation  are  present,  more  especiaUy 
the  former,  sensation  being  less  influenced  from  the  oollatend  com- 
munications that  are  naturally  present.  As  sequelaB,  trophic  changes 
may  occur,  atrophy  of  muscle,  lividity  and  gangrene  of  the  skin,  and 
even  necrosis  of  bone.  The  neuritis  and  sclerosis  of  the  nerve  at 
the  focus  of  injur}'  may  extend  far  l>eyond  it,  even  to  the  great 
centres. 

The  blood-venifeis  may  be  either  simply  contused  or  their  walls 
completely  or  partially  divided.  With  the  old  i-ound  bullet  arteries 
had  more  chance  of  evading  the  missile,  on  account  of  its  less  velocity 
and  penetrating  power.  Owing  to  the  smaller  size,  pointed  end, 
and  greater  velocity  of  the  magazine  bullet,  arteries  in  future  waiv 
will  less  fretjueiitly  esca|>e.  Delonne  holds  that  in  the  immense 
majority  of  cases  the  IjuIIet  contuses  or  cuts  out  a  piece  of  the  vessel 
on  meeting  it.  Gahde  states  that  arterial  lesions  are  less  oommon 
where  only  the  soft  parts  are  wounded  than  where  fractures  have 
occurred. 

Where  the  vessels  are  simply  contused,  the  projectile  (having 
somewhat  feeble  velocity)  causes  an  effusion  of  blood  in  the  sheath 
of  the  vessel :  this  infiltration  may  be  subsequently  absorbed.  If 
a  main  artery  be  affected,  gangrene  from  thrombosis  may  occur, 
especially  where  the  vein  is  also  wounded,  or  secondary  hiemor- 
rhage  from  ulceration  in  the  vessel-wall  may  ensue.  Where  the 
trunk  of  the  vessel  is  wounded  as  well  as  contused  it  may  be  the 
seat  of  a  lateral  wound,  or  it  may  be  completely  cut  across.  The 
danger  of  fatal  hsBmorrhage  is  greater  with  the  former.  False 
aneurysm  may  occur  at  the  seat  of  a  wound  in  an  artery,  although 
shot  wounds  less  frequently  give  rise  to  aneurysm  than  panctared 
wounds.  Arterio-venous  aneurysm  may  likewise  result.  In  cases  ol 
wound  of  the  large  veins  of  the  neck,  the  entrance  of  air  into  the 
veins  has  occurred :  the  liability  to  this  accident  must  be  borne  in 
mind,  when  the  sui'geon  has  to  extract  a  bullet  in  this  nei^bour- 
hood.  The  diagnosis  of  a  wound  of  a  vessel  is  in  some  cases  rendered 
easy  by  noting  the  site,  the  absence  of  pulsation  in  the  vessel  below, 
and  the  pulsatile  cliaracter  of  the  haemorrhage  ;  but  if  the  wound  be 
small  and  the  tissues  greatly  infiltrated,  the  diagnosis  may  be  diffi- 
cult. Wahl  notes  as  an  important  sign  of  only  partial  wound  of  the 
wall,  namely,  a  buzzing  noise  at  the  seat  of  woimd,  synchronous 
with  the  pulse  :  this  is  absent  if  the  vessel  be  completely  cut  acn»a 

liUnries  of  bones  and  Joints.— The  injuries  received  as  iho 
result  of  the  impact  of  a  bullet  on  the  bo9ies  are  influenced  chiefly 
by  the  form  of  the  missile,  by  the  stmcture  of  the  bone,  and  by 
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The  conoidal  Uullet  is  responsible  for  a  large 
_  caused  by  its  weilge  nction :  with  reference  to 
rtUi  fisturing,  Kirker  has  jxiintml  out  that  the  (XTios^iteal  invest- 
tiMitit  of  the  fra^ouents  is  not  mtteh  disturl>e<l  With  the  round 
hnllert,  on  th©  contrary,  there  is  little  fissuring^  hut  g^i*eat  comiuinu- 
tion.  With  regard  to  the  structure  of  the  Ixjiie,  the  effects  on  the 
long,  *horl,  and  flat  bonen  must  be  considered  respectively, 

Tlie  Ujti^  bones  may  He  (1)  simply  conhised :  here  the  velocity  of 
the  bullet  in  »low  ;  the  soft  partA  may  be  ti'a versed,  or  simply  bruised 
withom  «aiy  open  wound  being  present.  If  there  be  only  a  wound 
c»f  entnuioe,  the  bullet  may  lodge  or  fall  out.  The  periosteum  may 
W  torn  or  lacerated^  with  effused  blood  ;  l>Iood  may  lie  intiltrated 
into  the  bony  wall  or  medulla.  Where  there  is  no  open  wnund  the 
dtagDOsiJi  is  difficult  ;  it  rests  chiefly  on  the  coniinuiil  presence  of 
groat  local  boring  pain,  the  swelling  due  to  the  (leriosteal  effusion 
ttod  tiie  immobility  of  the  i»arL  The  sequela*  may  consist  in  local 
ii^ardats,  or  in  septic  inflammatory  processes,  starting  from  the  jieri- 
uateuui  or  me<lullary  e^ivities :  or  in  healing  with  thickening  of  the 
)  and  some  temporary  hindrance  to  free  movement, 
(2)  Purtial  or  complete  fracture*  may  be  cauneil  The  partial 
tnrtpa  have  been  well  described  by  Longmore  :  they  comprise  (ct) 
the  **  gutter '^  fracture,  where  the  l>one  is  furroweti  This  txjcurs 
'  the  ends  of  the  long  bones  in  the  neighbourho<:>d  of  the 
^^  Should  no  sepsis  occur,  liealing  t*Akes  place  after  ex- 

llatioti  of  the  crushed  parts,  leaving  a  depression,  (b)  A  portiork 
of  the  bone  may  be  detached,  as  a  Hplint-tr.  Crests  of  tlie  Ijones  an(J 
projecting  surfaces  are  chiefly  affected.  Their  relation  to  the  perios- 
leum  is  important  hh  reganls  prognosis.  After  exf»erimenting  with 
the  Martini-Henry  bullet,  Longmore  found  that  a  larger  proportion 
:  fragments  at  the  part  struck  retained  their  periosteal  connections 
tilts  bullet  was  used,  than  was  the  case  with  the  Enlield  bullet; 
fragments  detached  by  fissuring  were  held  in  close  ap^K)sition 
the  periost'Cum.  The  impiortance  of  tliia  connection  is  manifest. 
Chftuvel  points  out  that  at  a  close  range  the  bone  is  splintered  in  all 
directions,  the  splinters  being  quite  free  and  deprived  of  all  perios* 
where  the  distiince  is  greater  and  the  velocity  less,  the 
nt^ng  is  less  and  the  fragmenta  are  held  together  by  periosteum. 
The  bone  may  be  completely  per/oraUd,  esjjecially  in  the  neigh- 
boorliood  of  an  epiphysis ;  from  the  perforation,  fissures  may  extend 
in  all  dirt^ctions.  Fischer  states  the  canal  thus  made  may  remain 
ptniiJin<*Titly,  (d)  The  exiemid  Uible  mat/  be  driven  into  thr  can- 
c^Uaifd  ftru^ture.  Other  injuries  included  amongst  **  partial 
frmcturee  *  are  where  the  bone  is  (<•)  simply  perforated,  the  bullet 
lodging  or  subsequently  falling  out.  8uch  crises  may  cause  great 
difficulty  in  diagnosia,  as  in  tlie  well-known  example  in  Garibaldi, 
whew  tLe  pretenoe  of  the  bullet  was  only  ascertained  by  the  porce- 
lain probe  of  N^aton.  A  small  bullet  may  also,  after  penetration 
iBtO  the  medullary  cavity,  be  subsequently  displaced  upwai^tls  or 
downwards.     The  ball  may,  after  penetration,  become  encysted,  as 
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in  ft  case  occurring  in  the  Afghan  War,  where  the  bullet  renuutird 
without  symptoms  in  the  upper  maxilla  }  or  supptt ration  jinci  noero«ii 
may  occur,  or  au  acute  osteomyelitis  may  carry  off  the  |jfttir 
lAAtly,  the  bone  may  be  {/)  Jutfured,  Longmore  here  deiscrib 
**the  indirect  tiHsured  fracture,"  wh»?rc  thy  tisHurc*  ocenrt  at  »on 
distance  from  tfn^  |>cDirit  «truck;  an  inlorval  of  soinul  liorie  oxintiiig 
l>etween  the  hvhI  of  known  fi^actnre  and  this  indirect  Hssure. 

Complete  fractures  are  either  tranaverKe  or  obNxjiit*,  and  iiccoiii- 
panied  or  not  by  splintei-s.  In  tlie  latter  cast*  the  bLillct  has  struck 
the  bone  when  s|>ent,  and  may  be  fonnd  lying  agiunst  the  Ixjne,  or 
may  have  faltt»n  out.  Fractures  with  splintei-s  are  much  mor* 
comiuon.  The  main  cliaract^jri sties  of  these  bullet  fracture*  am 
shown  to  lie  in  the  gi-enter  coraminution  of  bone,  the  more  iianierou« 
splintei's,  and  the  greater  loss  of  bone  substance. 

With  regard  t-o  the  itfi  n*t  bone^^  with  which  may  be  included  the 
spongy  endrt  of  the  long  lx)nes,  we  tind  the  cases  divided  into  two 
main  classes,  according  as  the  neigh Wuring  joint  is  opened  or  not 
Where  the  joint  is  not  opened,  the  bone  may  be  (1)  »imply  coniiued^ 
the  bullet  striking  it  with  feeble  velocity,  Tliiii  is  le»s  likely  to 
happen  with  the  modem  bullet,  Accompanying  it  is  €»Husion  of 
blood  either  subperiusteal  or  int*j  the  cancellous  tissue.  Healing 
occurs  after  al>80i-ption  of  this  blood»  or  after  a  i!ubae*juent  o»*teitia 
(2)  Furroii^d  wounds  may  occur  in  all  degrees,  suppuration  being 
esj>ecially  Hkely  to  complicate  the  ctise.  (3)  PenHratiny  u^tind*. 
The  round  bullet,  with  its  velocity  exiiended,  frajuently  caused  thia 
form  of  injury,  the  bullet  being  partly  or  wholly  eiube<ided,  numerous 
fissures  extending  up  to  the  articular  cartilage. 

The  bone  may  be  (4)  perforated  This  comrnoiily  occur*  witlj 
the  conoid al  bullet.  The  aperture  of  entrance  k  depressed  and 
8urrounde«l  by  tiswures,  which  also  ext^^id  fixmi  the  sides  of  the 
channel  ;  the  orifice  may  Ije  eml)edded  in  splinters.  (5)  Lastly, 
osseoiuj  eminences  may  lie  broken  of,  as  in  the  case  of  the  great 
trochanter. 

Lesions  iuTolving  the  opening  of  the  joint  are  £ar  more  serious, 
from  the  danger  of  subsequent  purulent  arthritis.  The  ends  of  thf 
bones  entering  into  the  formation  of  the  joint  may  be  shattered  into 
fragments,  the  syno%  ial  cavity  tilled  with  blood,  or  in  a  less  severe 
case  tissures  may  extend  into  the  joint  from  the  point  struck*  If 
strict  antiseptic  healing  can  l)e  ensured^  a  useful  joint  may  result. 
Formerly  the  usual  tennination  was  in  suppurative  arthritis,  the  joiiil 
becoming  disorganised,  and  death  resulting  from  pyiemia*  Betwi^en 
these  favourable  and  unfavourable  terminations,  healing  ocH^urs  with 
various  degrees  of  ankylosi.%  or  after  long  months  aiuiociated  with 
exfoliation  of  bone. 

In  conti*asting  the  effects  of  bullet  injury  on  the  cUaphysis  and 
eiiiphysis^  we  find»  as  a  rule,  the  nearer  the  Utter  the  bone  is  struck 
the  leas  is  the  shatt^^ring  effect. 

Lastly,  as  regards  t}w  Jlai  hours.  Here  the  more  brittle  the  l*ciii« 
th«  greater  is  the  injury,   whilst  the  greater  the   velocity   and 
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the  calibi^  of  the  bullet  i}w  smaller  and  clearer  is  the 
wound.  Tlie  injuries  may  l>e  (1)  ttvnple  Cfminmonnty  with  blood  iiifil- 
ttmieil  inUi  th«  (iiploP.  or  umier  tlie  periosteum  ;  the  blood  iimy  then 
heoome  tt.bsorl)eiJ,  or  whei^e  antisepsis  is  not  attaiiunli  suppurative 
pmotttitis  and  osteitis  follow  with  exfoliation.  In  the  craniuni 
nbtoeas  may  form  iM'twetm  the  dura  mater  and  bone.  {'!)  With  frac- 
iurtJt  only  one  table,  the  external,  may  l»e  artected»  where  the  l>all  has 
Htruck  oblii|Uely.  Cases  have  been  dest'ril>ed  where  only  the  internal 
table  baH  been  fractured.  Other  forms  of  lenion  are  fissures  eoni- 
plicutiug  the  fractures,  separation  of  the  sutures,  furrowed  wounds 
of  the  banes,  lodgujent  after  penetration,  and  perfoiation.  Lastly, 
BerginiuiQ  has  de.scribed  ataes  iif  indirect  fiiictures.  At  Plevna 
be  met  with  six  ctuMss  of  fracture  of  the  Imne,  which  were  held  to  be 
canned  by  the  transmission  of  vibration  fmm  the  jiart  struck. 

A  word  may  l>e  said  with  regard  to  gunshot  injuries  of  the 
clavicle.  These  are  especially  dangerous  from  their  liability  to 
coBipliciiting  legions  of  the  neighbouring  large  vessels,  the  subclavian 
and  carotid,  of  the  vagus  nerve  and  brachial  plexus,  of  the  pleura 
and  lung. 

Among  the  complicotiffns  of  bone  gunshot-injuries  are  to  be 
noticed ^rtf  cmho^Um  and  thruitihoiti»  af  the  main  mins.  In  the  first, 
the  roedulkr)'  fat  is  dislocatetl  from  its  habittit  and  carried  into  the 
veSiiMds,  and  thence  it  may  reach  the  brain,  lungs,  or  liver.  If  the 
emboli  be  large>  death  may  ensue,  with  all  the  signs  of  apoplexy, 
ct  of  ptiltnonary  endK>lism. 

With  regard  to  the  tequetof  resulting  from  inflammation  of  the 

^^flected    \K>ne^   all  gi^dations    are  tnet   with    from    simple    localised 

^^B|Bflatra  to  acute  infectious  osteomyelitis.     The  latter  is  ushered  in 

^^r  ref vented  rigoi*?  and   hi<2;h  temperature.     The  soft  parts  covering 

the  iLffeeted  lx>ne  are  deeply  swollen,  and  severe  pain  ensues.     The 

^isdmrge  becomes  foul ;  if  the  Ixmc  Ik*  Wsible  the  periosteum  is  seen 

tirolJeii  and  detachc^cb     Pyiemia  and  s^^ptie^eniia  (piickly  ensue.      As 

ika  ttffection  is  due  either  to  a  specirtc  organism  or  t-o  the  decomjjosi- 

tlou  of  the  wound  discharges,  this  set^uehi  should  rarely  occur  at  the 

pr^iseiit  day. 

With  regartl  to  the  jtnnt  injuries,  mention  hua  already  been  made 
of  some  of  them.  Injuries  of  the  jointi?  may  1ms  eitlter  penetrating 
or  tlie  reverse.  In  the  latter,  the  contusion  of  the  soft  parts 
overljriiig  the  joint  causes  a  secondary  synovitis,  or  a  fracture  in  the 
bone  may  run  up  to  but  not  int-o  the  joint  Contour  woundn 
nuuilllg  round  the  joint,  but  without  opening  it,  have  been  described. 
Perforations  of  the  capsules  of  the  knee  and  elbow  joints,  without 
mmultaneouh  injury  of  the  bones  of  these  jobits,  have  lieen  descrilietl 
by  Fischer,  Langenlx^ckj  and  Bergmann.  The  diagnosis  of  a  wound 
of  the  joint  is  tolerably  easy  with  such  joints  as  the  elbow,  but  may 
be  extremely  difficult  in  the  hip.  A  prolw?  sliould  never  be  used. 
Eftcape  of  synovia  whei^  present  will,  of  corn's*^,  indicate  the  lesion, 
but  such  escape  is  rare.  Tije  chief  indications  of  the  injury  lie  in 
the  line  of  direction  apparently  taken  by  the  raissUe,  as  shown  by 
q  2 
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the  apertures  of  entrance  and  exit,  the  presence  of  crepitus,  and 
the  abolition  of  the  functions  of  the  joint. 

Effects  of  the  magazine  ballet. — Since  the  last  great  war  in 
Europe  all  the  important  Powers  have  been  re-armed  with  a  new 
rifle,  in  which  missiles  of  a  greatly-reduced  calibre  are  tired  far  more 
rapidly  than  formerly.  The  elSects  of  this  new  bullet  have  been 
gathered  partly  from   experiment  and   partly  from   experience  in 

actual  flghting.  The  results  from 
experiment  contributed  by  Marsh, 
Habart,  Brun,  Delorme,  and 
others  show  the  following.  The 
new  bullet  is  characterised  by  its 
smallness,  hardness,  lightness, 
pointedness,  high  velocity,  and  ex- 
ternal cuirass  (Fig.  44).  As  regards 
weight,  one  Martini-Henry  weighs 
46  grains  more  than  two  Lee- 
Metford  bullets,  and  therefore 
the  latter  possess  less  stopping- 
power.  As  the  human  fnime  is 
not  a  solid  i*esisting  body,  this 
decreased  weight  is  not  compen- 
sated for  by  the  increased  velo- 
city. On  penetrating  the  body 
the  track  is  so  narrow  that  practi- 
cally no  destruction  of  tissue 
remains  in  its  wake,  the  path 
being  cleaner  and  less  lacerated. 
Such  a  bullet  may  pass  between 
two  contiguous  bones  without 
touching  either.  The  number  of 
wounded  will  be  increased,  as  ono 
missile  can  pass  through  a  second 
or  a  third  man,  owing  to  its  hard 
external  cuirass.  All  splinteriiu^ 
of  the  missile  is  abolished,  midi 
SLH  formerly  took  place  with  the  Snider,  and  to  a  less  extent  with  tli* 
Martini-Heniy.  Thus,  so  long  as  the  bullet  meets  with  no  Ijolk-  inl 
its  course,  the  wounds  are  comparatively  simple.  Should  a  hard 
compact  bone  be  struck,  the  latter  will  be  shattered,  whilat  canceUoiiK 
tissue  will  be  simply  perforated  without  much  further  injury.  Th^n* 
will  be  more  deaths  from  haemorrhage,  the  vessels  being  mon?  cjimnly 
cut.  From  the  lower  trajectory  of  the  missile,  wounds  of  the  nkull 
may  be  more  frequent  Finally,  bullets  will  not  ordinarily  lodge,  ontl 
thus  a  source  of  anxiety  will  be  i-emoved  from  the  aurgeotL  TJtr 
number  of  recoveries  will  be  greater,  the  womids  being  mor«  cloaiily 
eut  and  less  septic. 

At  distances  l)etween  400  and  1,200  metres  the  injuries  to  the  botie^ 
and  soft  parts  have  been  found  less  severe  than  witii  the  old  k 


Fig.  45.— Injury  caused  by  the  Lee-Metford 

Bullet. 
A.  Head  of  astragal uk  :  b,  tibial  surface  of  astra- 

Saiut :   c,  fraKments  of  aatragalus.    KBritUh 
fed.  Journal,  June,  l»M.) 
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bullet,  but  after  1,200  metres  fractures  become  more  comminuted. 
In  the  epiphyses  and  short  bones  less  extensively-tissured  tracks 
are  caused,  and  the  bone  fragments  are  less  displaced.  Splinters  are 
smaller,  and  the  joint  lesions  less  comminuted.  Simple  perforations 
also  are  more  numerous.  On  the  flat  bones  of  the  cranium  simple 
grooving  of  the  bone  is  more  frequent,  and  the  edges  of  the  fracture 
are  cleaner.  The  cutaneous  and  muscular  wounds  and  arterial  perfora- 
tions are  narrower  and  cleaner  cut  With  regard  to  the  relation 
between  the  bone  and  periosteum,  it  has  been  found  that  at  a  long 
range  injuries  of  the  compact  bone  were  more  extensive,  compared 
with  those  at  a  shorter  distance,  but  the  splinters  remain  attached 
to  the  periosteum ;  whereas  at  the  shorter  range  the  periosteal 
attachment  was  destroyed,  and  the  fragment  displaced.  Lastly, 
foreign  bodies  —  as  pieces  of  clothing  —  have  been  found  more 
frequently  to  lodge  than  with  the  older  bullets. 

As  to  actual  experience  on  human  bodies  we  can  learn  from  the 
results  found  in  the  Chilian  War,  the  Bombay  riots  of  1893,  and 
from  certain  accidental  cases.  In  the  Chilian  War  wounds  healing 
without  suppuiution  (in  the  majority  of  cases  within  eight  to  ten 
days)  were  produced.  Where,  however,  the  diaphysis  of  a  bone  was 
struck  much  splintering  was  caused,  and  the  healing  process  was 
slower.  In  only  one  case  did  the  missile  cause  a  simple  hole  through 
the  diaphysis.  In  one  case  explosive  effects  were  observed.  As  a 
rule,  there  was  no  lodgment  of  the  ball.  The  number  of  dead  on  the 
field  was  four  times  greater  than  that  of  the  wounded,  [iointing  to 
the  large  number  of  clean-cut  wounds  of  vessels.  Up  to  a  distance 
of  400  yards  the  bones  were  shattered  without  exception  (Fig.  45). 
At  greater  distances  there  were  clean  perforations  and  oblique  frac- 
tures, whilst  the  fractures  of  the  long  bones  were  of  larger  size  than 
tisual.  Again,  in  a  case  in  the  Bombay  riots,  the  bones  of  the  leg 
were  found  shattered  from  knee  to  ankle,  necessitating  amputation. 

OomplicatioilS  of  gonshot  wounds. — These,  such  as  gan- 
grene, pyaemia,  septicaemia,  erysipelas,  and  tetanus,  are  elsewhere 
described. 

Ooorse  of  gimshot  wounds. — Following  impact  by  the  old 
round  bullet,  and  to  a  less  extent  by  the  Martini  and  Snider,  the 
usual  course  of  contused  and  lacerated  wounds  shows  itself,  but 
not  invariably.  Thus  I  have  seen  a  subcutaneous  wound  of  about 
eight  inches  long  caused  by  a  Snider  bullet  heal  without  a  drop  of 
puM.  Wound M  inflicted  by  the  iiiagazine  bullet  are  more  of  the 
nature  of  subcutaneoua  lefiioiiH,  and  therefore  more  favourable  to 
healing. 

TreatmeEt — Pain  and  $fi^ek  will  tirnt  demand  treatment  (in 
the  absence  of  more  preasing  tiymploiciw  auch  hh  hR^uiorrliage),  For 
the  pain  a  subcutaneous  m|ectio^of  niorpJiia  nboukl  he  given.  The 
shock  should  b«  combated  MMHtaubont  position  and  hot  bottler 
to  tile  lower  extremitied,  eU^^^^^^^^M^^M  Hwalfow,  he  should  be 
given  becf-t&ii^  wine,  or  00^^^^^^^^^^^^B^4^  bypodt^inic;  injec- 
tion of  ten  miiiimB  of  «tb|^^^^^^^^^^^^^^^BM  vivriaty  of  shock 
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rubbing  of  the  limbs  is  of  service.  No  operation  should  be  undertaken, 
unless  quite  unavoidable,  till  the  symptoms  of  shock  have  passed 
away.  If,  however,  operation  be  inevitable,  mast  surgeons  advise 
that  narcosis  be  avoided. 

The  treatment  of  the  ivound  next  claims  our  attention. 
As  to  the  immediate  duty  of  surgeons  on  the  battle-field,  everything 
that  can  ensure  an  aseptic  course  to  the  wound  must  l>e  adopted.  Nuss- 
baum  has  laid  down  that  the  fate  of  the  wounded  man  lies  in  the  hands 
of  the  surgeon  who  tii'st  attends  liim.  Wounds  accoixlingly  should 
never  be  examined  at  the  front  either  with  lingers  or  instruments, 
except  in  the  case  of  wounds  of  the  blood-vessels,  or  "in  cases 
where  the  projectile  has  passed  through  one  of  the  large  cavities  of 
the  body,  and,  without  wounding  its  contents,  has  remained  in  the 
wall  of  the  cavity,  then  the  removal  of  the  ball  is  at  once  advisable, 
for  fear  that,  if  left,  it  might  fall  back  into  the  cavity  implicated. 
For  surgeons  at  the  front  there  is  only  one  line  of  treatment — to 
occlude  the  wound  pro\'isionally,  to  lay  the  wounded  part  in  a  suit- 
able position  on  the  litter,  and  to  render  it  practically  immovable" 
(Key her).  Various  forms  of  first  field-dressing  are  therefore  supplied 
to  the  men  going  into  action.  That  used  in  the  army  in  India 
consists  of  two  pads  of  carbolised  tow,  enclased  in  carbolised  gauze 
with  a  few  accessories.  Sir  Joseph  Lister  recommends  dusting  the 
wound  with  iodoform.  The  first  field-dressing  being  applied,  and  the 
limb  immobilised,  the  wounded  man  is  then  brought  to  the  field 
hospital,  where  a  thorough  examination  can  be  made.  For  an  anti- 
sei>tic  solution  wherewith  to  wash  the  wound  Lister  recommends  one 
of  corrosive  sublimate.  This  substance  being  soluble  in  one-and-a-half 
times  its  weight  of  glycerine,  one-fluid  drachm  of  this  solution  wUl 
prepare  a  watery  solution  of  corrosive  sublimate  (1  to  1,000)  if  added 
to  tour  pints  of  water.  Or  a  like  solution  may  be  made  by  adding 
ten  grains  of  corrosive  sublimate  and  fifty  grains  of  tartaric  acid  to 
oiie  pint  of  water. 

The  fii-st  point  to  be  determined  now  is  the  lodgment  or  otherwi^ 
of  the  bullet.  Where  there  are  wounds  of  apei-ture  or  exit,  this  is,  of 
course,  readily  settled.  Should  only  one  wound  be  present,  the  bullet 
need  not  necessarily  have  lodgeil,  for  it  may  have  rebounded  after 
striking,  as  in  skull  wounds,  or  have  been  drawn  out  of  the  wound 
by  the  portion  of  clothing  it  had  propelled  before  it.  To  determine 
the  route  the  patient  should,  if  |x>ssible,  be  placed  in  the  position  he 
was  in  when  wounded.  There  is,  however,  a  certain  amount  of  dis- 
advantage attending  this,  for  the  bullet  may  become  displaced  by  the 
necessary  movement.  In  judging  of  the  route  it  must  be  remem- 
bered tliat  fasciae,  tendons,  and  bones  can  divert  the  missile.  With 
regard  to  multiple  wounds,  instances  are  on  recoixl  where  one  bullet 
has  passed  through  both  thighs,  or  where  one  projectile  has  divided 
on  striking  a  bone. 

In  certain  cases  immediate  digital  examination  is  superfluous,  as 
in  the  simple  "  seton  "  wound  of  the  soft  |)arts,  the  lesion  of  an  epi- 
physis without  fracture,  or  where  the  small  bones  of  the  hands  or 
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feet  are  injured.  Here  the  wounds  should  be  washed  with  an 
antiseptic  solution.  If  no  clothing  can  be  seen  to  have  been  carried 
in,  the  parts  should  then  be  dusted  with  iodoform,  and  subsequentlj 
enveloped  with  any  of  the  various  wool-dressings  in  vogue — e.g. 
with  salicylated  cotton-wool  or  Tillmann*s  dressing^and  finally,  in 
the  case  of  an  extremity,  be  immobilised.  But  where  we  find  com- 
minuted fracture,  free  splinters,  great  damage  to  a  joint,  haemorrhage 
from  some  large  vessel,  or  wound  of  an  abdominal  viscus,  digital 
exploration  is  demanded.  The  aperture  of  entrance  is  enlarged,  if 
necessary,  and  the  finger,  previously  disinfected,  is  slowly  pushed 
into  the  deepest  recesses  of  the  wound.  Its  route  is  thus  determined, 
the  amount  of  injury  estimated,  and  the  presence  of  any  pieces  of 
cloth  ascertained.  Should  the  wound  be  too  long  for  the  finger,  a 
vertebrated  probe  may  be  used,  care  being  taken  not  to  injure  the 
vessels.  To  obviate  the  difiiculty  sometimes  experienced  in  ascer- 
taining the  presence  of  the  bullet,  N^laton's  |K>rcelaiii  probe  or 
Lecomte's  stylet-pince  can  be  employed.  Longniore  has  suggested  a 
simple  method  by  means  of  the  magnet  of  an  oixlinary  pocket-compass, 
which,  having  some  turns  of  copper  wire  covered  with  thread  wound 
round  it  as  an  induction  coil,  forms  the  electric  indicator.  A 
copper  coin,  covered  with  Hannel  steeped  in  acid,  is  placed  in  a  piece 
of  anc  sheeting.  One  insulated  wire  with  its  exploring  needle  is 
attached  to  the  copper  coin,  the  other,  with  the  compass  held  in  its 
course,  to  the  zinc  sheeting.  When  the  circuit  is  completed  by 
contact  with  the  bullet,  the  deflection  of  the  magnet  indicates  its 
presence.  Lastly,  Deneux  recommends  chemical  exploration.  He 
fixes  on  the  end  of  a  flexible  probe  some  charpie  impregnated  with 
dilute  acid,  which  Ls  then  pressed  against  the  suspected  body.  Iodide 
of  potassium  then  applied  to  the  charpie  gives  a  yellow  colour  should 
lead  be  present,  and  ammonia  a  blue  colour  in  the  case  of  lead  or 
bronze.  Of  all  the  above  proceedings  exploration  by  the  finger 
gives  the  l>est  results.  Pieces  of  clothing  can  be  distinguished,  as 
well  as  the  fixation  or  mobility  of  the  bullet.  In  cases  where  we 
can  obtain  no  positive  evidence  we  have  then  only  the  local  signs  to 
trust  to.  The  bullet  being  discovered,  it  must  then  be  removed  by 
forceps,  such  as  Coxeter's,  Luers',  or  Steavenson's. 

The  treatment  of  hwmorrhage. — The  surgeon  hitherto  has 
had  to  treat  more  often  secondary  hiemorrhage,  but  in  future  wars 
primary  ha?morrhage  will  be  more  frequently  met  with,  as  the  modern 
bullet  causes  less  contusion  of  the  vessels,  and  a  cleaner  cut,  whilst 
under  antiseptic  treatment  secondary  haemorrhage  will  l>e  less  fre- 
quent, inasmuch  as  its  chief  cause  wan  due  to  H^tlic  thange-s  in  the 
wound.    The  haemorrhage  may  be  arterial,  vf  iioii«,  or  par*? nehyrnatous. 

(1)  Arterial, — Primary  or  8econ<lfirv,     For  proi'lHiooal  tr@ftlti 
on  the  actual  field,  a  tourniquet  may  be  improvised  by 
and  bandage.     The  oi-dinary  field  touriii<[uet  is  tiyt  to 
the  transit  of  the  patient  to  the  field  hoHjiital.      Failing  ft  I 
the  limb  may  be  bent  on  itself,  or  Eiimarcb's  Imucln^ 
A  partial  wound  of  the  vessel  is  uiore  dangerous  ihusi  i 
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it  is  completely  cut  across.  Arriyed  at  the  dn^KHttig  station,  the 
artery  should  \n*  ligatured  alx^ve  and  below  iht*  site  of  wound  ;  the 
peripheral  end  nmwt  be  found,  iiotwitliHUinding  the  ditHculty  often 
experienced  in  so  doing,  Esratirch  strongly  recommends  th»t  thm 
ve»*sel  .should  he  tied  above  and  below  at  the  seat  of  the  lesion, 
under  rigid  atitisepsi«.  To  effect  this,  the  laj'ge  size  of  the  iieceswary 
inciHion  need  not  now  be  a  counter  indication.  The  surgeon  should 
turn  out  tlie  cloths,  and  then  tie  the  ve*kHel.  He  should  also  inotate 
and  separat+dy  ligature  any  branches  given  oflT  from  the  im{:aured 
part  of  the  trunk. 

Secondary  haemorrhage  in  due  either  to  septic  processes  bi'eaking 
tlovni  the  thi*ombus  in  the  vessel,  or  to  its  puncttire  by  splinteni. 
In  the  latter  case  the  surgeon  should  remove  the  siplinU'rn,  and 
tie  the  vessel  above  and  l^elow  the  lesion.  But  when  due  t-o  septic 
proceHsea,  it  is  necessary  either  to  ligature  at  a  disUnce  or  to 
atuputat'e.  Mosetig-Moorhof,  however,  iTelates  a  case  of  secondarj 
hietuorrhage  m  the  clavicular  i-egion,  which  w^as  treated  HUcctvHHifully 
by  an  iodoform  gauze  tampon,  and  other  cases  similarly  treated* 
affecting  the  verteljral  and  jx^sterior  tibial  ai-teries. 

(2)  VenouH. — If  a  »mal!  vein  be  wounded,  use  an  anti^M^ptic 
compress.  If  a  large,  tie  above  and  below.  K lister  recommends 
compre^ssion  of  the  vein  by  Hmall  clamps  for  tivehe  to  twenty-four 
hours.  Where  secondary  Iiieniorrhage  occur**  from  a  lai*ge  v«?in, 
the  progno8i,H  in  bad. 

(3)  Purettc/tt/tnatoH4t. — When  primary,  raise  the  limb;  apply  ioe; 
employ  local  pi^essure  with  an  antiseptic  tampon,  or  use  sty]>tics, 
the  l>e«t  of  which  is  iodoform.  Neudoifer  recomineuds  n  tjimpon 
impregnated  with  a  ♦'>  per  cent.  solutioTX  of  peroxide  of  hydrogipii. 
When  secondary,  the  thermocautery  or  zinc  chloride  may  be  uaed. 
In  cases  of  general  sepsis,  amputation  haa  often  been  rm 
necessary. 

Lastly,  how  should  those  c^ise^  be  treated  where  the  hiemorrhage 
is  8usi)ended  when  the  case  comes  before  the  surgeon  t  Fischer^ 
Legoue.st,  and  Delorme  advise  that  tlie  vessel  be  sought  for  and  tied; 
whereiis  Outiirie  and  Dupuytren  and  otfiers  hold  that  the  jjarts  he 
immobilistNl,  a  conipress  applied,  and  that  the  Hurgeon  wait  for 
events.  The  J>est  practice  would  ftp|»ear  t<»  \>e  to  cut  down  and 
tie  above  and  below  if  the  w^ounded  artery  l»e  important  and  ewiily 
accessible,  otherwise  to  follow  out  the  Hi^ond  alternative. 

Tlie  sequelie  following  ligatui'e  of  tlie  principal  veasels  are 
(es(>ecially  where  the  tLssues  are  much  intiltmte*!  with  hloixli  gan- 
grene of  the  extreniities,  and  exten^sive  <Btlema  of  the  distJil  parts. 

Tlie  trentiiieiit  of  fruci  lire  •—The  course  of  gunshot  injuries 
of  bone  is  chiedy  inHueneeil  by  the  accompanying  condition  of  the 
aoft  parts,  the  state  of  the  splinters,  and  especially  by  the  treatment 
first  employed.  Where  the  continuity  of  the  l»one  is  entire,  lis  in 
** gutter"  fracturen,  contusions,  simple  penetration,  and  fissured 
fractures,  the  surgeon  should  freely  bithe  the  |Mi,rtj$  with  an  antiaepti 
lotion^  and  then  immobilise  tbem  under  an  antiseptic  dreaaing 
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f/lmH/tr    ci   Paris.       As    regards   splinters  —  where    they    are    not 

QtunerooH^  and    are  not  as^ociatecl  widi  much  dt^fonnity,   and    are 

WftMntng  their  counectioa  with  the  i»eriostemn^tlie  surcfeon  sliould 

noi  sUempt   to  extract  them,   but  after  replacing'  them  carefully, 

K    abould  antiseptically  occhide  the  parts  ;iod  iiiiujohili.se  the  limli ;  ttie 

^Lnli&teni  will  tlien  eonsolidate  with  the   rest  of  the  houe.     Should 

^■mqt  He  free  and  deUtched   from   the  periosteum,   they  may  be  re- 

^^Hv^vni     Where  there  is  much  Iohs  of  .sul>staiiee  in  the  bone,  and 

V^raAt  defonuity  and  mobility  of  the  |iart$,   the  woundn  should   lie 

V   enWged  with  the  uaual  preoautiouH,  the  completely  free  8ptiiitei*s 

removed,  and  then  if  conservatism  seerii  i^ossible,  the  wound  should 

be  disinfected  and  drained,  and  the  part  immobilised.     But  whei>e> 

the  bone  b  completely  nhattered,  amputation  m  the  only  resource. 

I  An  icmrds  the   treatment  of   gtmsbot  fractures  of  tlie  femur, 

JameCy  of  the  United  States  Army,  points  out  that  where  the 
knee-joint  is  not  involved,  the  i-ule  formerly  laid  down  to  am- 
putate in  fiaetures  of  the  middle  and  lower  tliiixls  of  the  bone 
should  be  dbregarded^  provided  the  patient  can  be  treated  near  the 
battledeld.      He   holds   that    if  the  knee  joint    be   implieatedj   arid 

I  generally  if  the  femur  l>e  comminuted  more  than  six  inches,  it  is 
beat  to  amputate  primarily  if  possible  ;  but  an  intermediate  ampu- 
tatkm  »  better  than  the  risk  of  waiting  for  the  secondary  periml 
If  cooaervatism  be  decided  upon,  let  the  surgeon  remove  all  foreign 
bodioi  and  loose  or  s^lightlyattached  fmgun?nts  of  lH>ne  only,  and  all 
necioaad  portions  a*t  soon  as  they  are  loosenetl  from  the  periosteum, 
A  simple  retention  apparatus  with  moderate  extension  by  weight  and 
pulley  should  then  be  provided,  and  the  wound  kept  carefully 
antlaeptic. 
Tile  treaimeiil  of  wounds  of  Joiner  on  tlic  fii^lfl. — The 
)oint  should  be  syringed  out  with  an  antiseptic  lotion,  absorbent  wool 
i^houhl  then  be  applieil,  and  the  limb  immobiliseil.  At  the  liospiUil,  if 
coiiitervattsm  be  decided  on^  couiiter-<*pening8  should  be  made,  and  the 

■  joint  drained,  and  after  ti-ap-doors  have  been  left,  immobili.sed.  For- 
merly a  wound  of  a  lai'ge  joint  necessitated  amputation.  This  is 
not  so  now,  although  all  joint-wounds  are  severe,  and  liable,  enpe- 
cially  where  antisepsis  cannot  l»e  carrie<i  out,  to  biduce  pya>mia,  lite 
tOfg^on  t^hould  incise  the  joint  and  remove  all  foreign  bodies,  and 
endeavour  to  arrest  any  indammation.  If  this  l»e  not  possible,  then 
excision  or  amputation  is  tlie  only  coui^e.     As  reganl»  the  individual 

Ijointa,  in  the  case  of  the  shoulder  (unless  the  injuries  l>e  very  slight), 
excisiau  has  so  far  given  the  best  results.  For  the  elbow,  conser- 
▼aliam  has  given  better  results  than  excision  or  amputation.  The 
sacitv  may  be  said  of  the  wrist.  In  the  hip  both  amput>ation  and 
excision  ha%*e  been  attended  with  very  fatal  results.  In  the  knee 
sod  ankle  conservatism  should  always  l>e  emploved,  if  |>ossible. 

Hnlea  for  nniiiulation. — These  c^mnot  be  emphatically  laid 
down  at  the  present  time.  Many  gunshot  wounds  of  the  large 
jojntN  are  now  treated  successfully  with  conservntism  winch  would 
formi*rly   have  been   submitted,    without   a   doubt,   to   amputation. 
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But  where  the  injury  necessitates  removal  of  the  limb,  primary 
amputation  is  certainly  to  be  preferred  to  an  intermediate  or  second- 
ary operation.     The  following  lesions  entail  primary  amputation  ; — 

1.  Nearly  complete  avulsion  of  a  limb. 

2.  All  conditions  of  injury  by  which  the  further  vitality  of  the 

limb  is  annulled. 

3.  Injury  to  the  cliief  nerves  and  vessels,  with  comminution  of 

the  bone. 

4.  Great  and  irreparable  destruction  of  the  soft  parts. 
Secondary  amputation  will  be  indicated  : — 

1.  Where  suppuration,  with  extensive  inflammation  of  the  bone 

and  soft  parts,  is  wearing  out  the  patient. 

2.  Where  gangrene  has  supervened. 

3.  Where  late  haemorrhage  has  come  on,  which  cannot  otherwise 

be  stopped. 

4.  Where  septicemic  affections  or  acute  osteomyelitis  are  super- 

vening. 

5.  It  is  recommended  also  by  some  on  the  onset  of  tetanus. 

The  discussion  of  wounds  of  the  skull,  spine,  thorax,  and  abdo- 
men will  be  found  in  the  respective  Articles  on  the  surgery  of  these 
parts. 

Injuries  by  massive  projectiles.— These  produce  immense 
laceration  of  the  parts  struck,  the  wound  being  very  irregular  and 
much  lacerated.  Large  [lortions,  or  even  an  entire  member,  of  the 
body,  may  be  torn  away.  The  treatment  to  be  canied  out  cannot 
be  laid  down  in  definite  rules.  Such  treatment  as  is  poRsible  will 
depend  on  the  individual  case. 

II.    BAYONET    AND    SWORD   WOUNDa 

Sword  wounds  are  incised,  and  may  be  of  any  extent.  As  a  rule, 
if,  however  extensive,  they  do  not  wound  a  fatal  part,  they  do  well. 
Where  penetrating,  as  in  the  abdomen  and  chest,  the  usual  ruleH 
of  treatment  are  to  be  followed. 

Bayonet  wounds  differ  in  their  nature  according  to  the  form  of 
weapoiL  The  bayonet  of  the  Martini-Henry,  17  inches  long,  inflictK 
a  much  more  severe  lesion  than  that  of  the  Lee-Metford  rifle.  The 
Martini- Henry  bayonet  is  of  a  triangular  shape,  and  thus  a  punctured 
wound  with  three  lines  radiating  from  a  centre  is  caused.  The  Lee- 
Metford  has  a  "sword-bayonet"  12  inches  long,  hence  the  sides  of 
the  incised  wound  are  parallel,  and  the  lesion  is  more  disposed  to 
heal  favourably.  Bayonet  wounds  are  veiy  liable  to  be  followed  by 
septic  inflammation,  and  the  formation  of  deep-seated  matter.  The 
dee|>-.seated  vessels  and  nerves  are  also  prone  to  be  injured.  The 
wound  must  be  well  washed  out  with  an  antiseptic  lotion,  be  drained 
and  then  dressed  with  absorbent  cotton-wool,  and  immobilised. 
Should  inflammation  arise,  counter-openings  for  the  discharge  of  pus 
must  be  made,  and  the  freest  drainage  ensured. 
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Ill  seveitil  of  the  British  expeditionH  on  the  Eastern  frontier  of 
India  soldiers  have  incuired  arrow  woundH,  such  as  was  the  case  in 
the  expedition  against  the  Akas  and  Abors.  Hamilton  points  out 
the  liability  of  these  injuiies  to  suppuration,  profuse  hteniorrhage 
and  tetanus.  In  many  cases  the  arrows  have  been  furnished  with 
poisoned  tips.  The  chief  object  in  the  treatment  of  arrow  wounds  is 
the  removal  of  the  missile  without  breaking  off  its  head.  Where  it 
has  penetrated  beneath  the  skin,  all  that  should  be  done  on  the  field 
is  to  cut  off  the  projecting  part  of  the  shaft  and  apply  the  first  field- 
dressing.  At  the  hospital  the  subsequent  extraction  of  the  shaft  and 
head  must  be  carried  out,  with  every  care  taken  not  to  separate  the 
head  from  the  shaft  in  so  doing. 

If  the  point  of  the  arrow  can  be  felt  ou  the  opposite  side  of  the 
limb  into  which  it  has  penetrated,  the  projection  should  be  cut  down 
upon,  and  the  missile  extracted  on  this  aspect.  Should  the  head  and 
shaft  be  found  separated,  the  latter  can  be  withdrawn  on  one  side 
and  the  former  on  the  other. 

Should  the  anx>w  have  penetrated  a  bone,  Hamilton  recommends 
it  ^*  to  be  rocked  to  and  fro  in  a  direction  at  right  angles  with  the 
plane  of  the  groove  which  is  made  on  the  outer  or  feathered  end  of 
the  shaft."  But  this  itxiking  is  very  likely  to  cause  a  separation  of 
the  head  from  the  shaft.  It  would  appear  to  be  far  preferable  to 
guide  a  prol^e- pointed  bistoury  along  the  shaft  to  the  point  at  which 
the  arrow  has  lodged  in  the  bone,  and  then  to  freely  incise  the 
track,  and  attempt  to  withdraw  the  head  with  forceps.  If  this  be  im- 
possible, a  wire  should  next  be  passed  around  the  head  of  the  arrow^ 
and  twisted  round  botli  the  sliaft  and  the  forceps,  and  all  three  re- 
moved together.  The  arrow  being  removed,  the  track  must  be  well 
synnged  out  and  drained,  and  if  a  limb  have  been  the  point  struck, 
it  should  be  immobilised. 
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XII.     BUKNS   AND   SCALDS. 

By  C.  B.  LOCKWOOD,  F.R.C.S., 

Attisiant-Suryeon  to  St,  Bartholometc*i  HottpUal ;  Surtfeou  to  the  Oreai 
Northern  Hospital. 


Definition. — Bums  are  the  effects  of  dry  heat;  $ealds  are 
cauHed  by  hot  liquids,  or  by  steam.  The  pathological  and  clinical 
results  are,  in  any  case,  so  much  alike  that  it  is  uunoceesary  to 
consider  them  apart. 

Mortality. — Excessive  heat  pitxluces  the  most  extensive  and 
serious  injuries,  and  causes  a  large  proportion  of  the  deaths  in  our 
great  hospitals. 

In  ten  years,  from  1884  to  1893  inclusive,  six  hundred  and 
ninety-six  cases  of  bums  and  scalds  were  admitted  into  8t 
Bartholomew's  Hospital.  Of  these  one  hundred  and  thirty-eigjht 
died.  Bums  are  more  fatal  than  scalds.  Of  four  hundred  and 
thirty-four  who  were  burnt,  one  hundred  and  fourteen  died  (26*36 
per  cent.)  ;  and  out  of  two  hundred  and  sixty-two  who  were  scalded, 
twenty-four  died  (9*16  per  cent). 

During  infancy  both  bums  and  scalds  are  exceedingly  fatal  Of 
the  hundred  and  fourteen  who  succumbed  to  bums,  no  less  than 
sixty  were  under  the  age  of  five  years.  Of  the  twenty-four  who 
died  of  scalds,  no  less  than  nineteen  were  under  five  yean  of  age. 

Within  the  period  which  has  been  taken,  no  one  over  sixty  years 
of  age  died  of  scalds,  although  thirteen  died  of  bums.  Intuits 
bum  and  scald  themselves  by  playing  with  fire,  or  by  upsetting  or 
drinking  from  boiling  kettles;  adults  are,  perhaps,  more  often 
injured  by  the  upsetting  of  lamps,  or  the  explosion  of  kitchen 
boilers. 

Olassification. — Dupuytren's  classification  of  bums  and  scalds 
into  degrees,  according  to  their  depth,  is  convenient,  and  is  usually 
adopted. 

In  the  first  degree  the  surface  is  scorehed,  with  subsequent 
superficial  redness  and  hypenemia.  TliLs  erythema  is  followed  by 
desquamation.  No  trace  of  the  injury  remains  beyond  a  sli^t 
discoloration. 

In  the  secotul  degree  the  epidermis  is  raised  from  the  derma  into 
vesicles  or  bullfe.     The  true  skin  inflames,  but  is  otherwise  uninjured. 
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and  no  mark  or  scar  results,  except,  perhaps,  slight  pigmentation 
(ephelis  ignealis),  unless  from  neglect  or  inappropriate  treatment 
the  denuded  skin  becomes  more  inflamed  and  ulcerates. 

In  the  t/iird  degree  part  of  the  thickness  of  the  true  skin  is 
destroyed  by  the  heat.  When  this  separates,  a  surface  of  true  skin 
is  left  to  heal  by  granulation.  This,  of  course,  leaves  a  permanent 
white  scar,  but  without  conti'action  or  deformity,  because  the  whole 
thickness  of  the  skin  has  not  been  destroyed. 

In  the  fourth  degree  the  whole  thickness  of  the  skin  is  burnt, 
and  the  subcutaneous  fat  and  connective  tissue  may  share  in  the 
destruction.  In  the  process  of  repair  there  is  much  scarring,  with 
contraction  and  deformity.  This  is  partially  due  to  the  actual  loss 
of  tissue,  and  partially,  as  Mr.  T.  Holmes  remarks,  to  the  formation 
of  inelastic  contractile  scar  in  place  of  the  elastic  cellular  tissue. 

In  the  Ji/lh  degree  the  bum  penetrates  through  the  skin,  sub- 
cutaneous tissue  and  deep  fascia^  and  reaches  the  muscles. 

In  the  sixth  degree  everything  is  charred  to  the  bone. 

Effects  on  the  tissues. —  Extreme  heat  aflects  the  tissues  in 
two  way&  By  its  direct  action  it  coagulates  their  albumen, 
dissipates  their  moisture,  or  consumes  them  entirely.  By  its  indirect 
action  it  excites  in  them  acute  inflammation,  which  leads  to 
desquamation,  vesication,  ulceration,  sloughing,  or  gangrene.  As  a 
rule,  both  the  direct  and  indirect  actions  of  heat  are  seen  in  severe 
bums  and  scalds. 

When  the  direct  action  of  heat  is  suflicieut  to  kill  the  tissues 
outright,  the  epidermis  becomes  white  and  opaque,  and  large  areas 
of  it  separate  from  the  true  skin.  The  true  skin  becomes  seared, 
yellow,  parchment-like,  and  shrivelled ;  the  deep  tissues  become 
brown,  black,  and  charred,  and  theii*  blood  coagulated. 

The  acute  inflammation  which  is  caused  by  excessive  heat  leads, 
in  the  first  degree,  to  desquamation  of  the  superficial  layers  of  the 
epidermis.  When  it  is  deeper,  as  in  the  second  degree,  the  inflam- 
matory effusion  collects  as  a  yellow  fluid  betwixt  the  epidermis  and 
the  dermis.  When  the  inflammation  is  very  acute,  and  when  it 
attacks  the  dermis  and  deeper  tissues,  ulceration,  sloughing,  and 
gangrene  are  the  results. 

The  causation  of  these  changes  by  acute  inflammation  has  been 
explained  elsewhere  (page  59).  They  occur  when  the  inflammatory 
processes  have  passed  through  the  phases  of  acceleration  and  retarda- 
tion of  the  circulation  and  have  ended  in  stasis  of  the  blood-stream. 

Thus,  when  the  capillary  circulation  is  stopped,  ulceration  ensues, 
owing  to  the  death  of  the  minute  portions  or  molecules  of  tissue 
supplied  by  them.  When  the  stasis  is  in  the  larger  trunks  and 
arterioles,  sloughing  occurs,  because  larger  portions  are  deprived  of 
nutriment  and  oxygen:  and  stasis  in  the  larger  arteries  or  veins 
causes  large  pieces  of  the  body,  or  whole  limbs,  to  become  ^ngr^noua. 

Thus  the  local  changes  which  follow  bums  and  sicaldn  de|H?tid 
partially  upon  their  degree.  The  desquamation  and  CM:?casional  dm-^ 
coloration  which  follow  the  first  degree  hardly  call  for  oommeni. 
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The  vesideB  and  bullie  of  the  Heooud  degree  usually  break  and  diy 
up  after  their  contents  have  become  turbid.  In  the  thirtl,  fourth, 
fiftli,  and  sixth  degrees  suppuration  and  granulation  follow,  Hbouhl 
the  Tictim  survive.  In  the  third  degree  the  suppurating  surface  is 
speedily  covered  with  new  epithelium  by  prolifei-ation  of  that  which 
romains  undestroycd  between  the  papillie.  In  the  fourth  degree,  the 
pMts  killed  by  the  heat,  or  by  the  subsequent  acute  inflammation, 
are  separated  by  suppuration  and  granulation. 

The  granulation  tissue  fills  and  rei>airs  the  gap  left  by  the  separa- 

Uon  of  dead  tissues.     Inasmuch  as  the  whole  depth  of  the  sluQ  is 

<l<»Ktn>yed   in  the  fourth,  fifth,  and  sixth   degrees,  the  epithelimn 

m-hich  grows  over  the  new  material  has  to  extend  from  that  which 

surrounds   the  edge  of  the  wound,   usually 

a  slow  and  uncertain  process. 

The  destruction  of  tissue  caused  by  burns 
and  scalds  is  likewise  complicated  by  con- 
traction and  cicatrisation  of  the  repantive 
material,  causing  the  most  distresaiiig  de- 
formity. Joints  become  immovably  flexed, 
the  chin  drawn  against  the  sternum,  the 
eyelids  dragged  from  the  eye  (ectropiam), 
and  the  nose,  mouth,  or  ear  distorted.  (Figa 
41  and  46.) 

Gheloid  is  prone  to  develop  in  the  scan 
of  bums  (page  231). 

Effects  on  the  body  generally.— 

The  genei'al  eflects  of  burns  and  scalds  are 

gi-ave  and  often  fatal.    This  we  should  expect 

when  we  recall  that  the  skin  is  not  only  an 

organ  abundantly  supplied  with  nerves  and 

blood-vessels,   but  is  also  a  most  important 

excretory  and  respiratory  apparatus.    When 

excessive  heat  is  applied  to  any  extent  of  the  body,  it  is  followed  by 

(1)  shock  and  coUapse,  (2)  reaction  and  inflammation,  and  (3)  by 

various  local  and  general  diseases  due  to  bacterial  invasions. 

(1)  Shock  and  collapse  cause  about  half  the  deaths  which 
result  from  bums  and  scalds  (A.  £.  Durham).  The  amount  of  shock 
depends  upon  the  age  and  sex  of  the  patient,  the  situation  of  the  bum 
or  scald,  its  extent  and  d^^ree.  In  infants  and  little  children  tlie  effects 
of  shock  and  collapse  are  usually  excessive.  The  face  and  surface  of 
the  body,  especially  the  extremities,  are  pale  and  cold,  and  covered  with 
a  clammy  sweat ;  tlie  lips  are  white  and  tremulous ;  tlie  pupils  are 
dilated  ;  the  pulse  is  rapid  and  almost  imperceptible ;  the  respirations 
are  (juick  and  shallow,  and  the  contents  of  the  stomach,  bladder,  and 
rectum  are  evacuated  spontaneously.  Children  often  have  convul- 
.sions ;  adults,  shiverings  and  rigors.  The  temperature  of  the  body  is 
lowered  ;  there  is  extreme  mental  depression  and  apprehension ; 
delirium  is  not  rare ;  the  tongue  and  mouth  are  dry,  with  distressing 
thirst ;  and  restlessness,  coma,  and  stupor  are  usual  towards  the  end. 


Fig.     46.  —  Contraction 
Wrist  after  Bum  of  the 
Fourth  Degree. 
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F&ia  18  more  excessi^re  in  the  slighter  than  in  tbe  graver  degrees  ;  it« 
Mkmeaot  is  a  sign  of  serious  import,  Tnivcn-s,  in  hiH  cliiKsicHl  work, 
giires  many  examples  illustrating  tbese  fatal  complicatiotiH  of  liums 
Aod  acidds.  Their  effects  are  more  to  be  apfirefieiided  in  inffints» 
r)rUoiite  females,  and  in  bums  and  scalds  of  the  chest  and  abdonjen. 
The  extent  of  the  injury,  or,  in  other  woi*cb,  the  nuiuber  of  peri]>lieml 

irfvendings  involved,  is  usually  more  iinj»ortant  tlian  the  deptlj  of 

bum  or  scald.  I  have  seen  a  tireman  die  colla|>8«l  a  few  bours 
After  ft  bum  of  the  fii-at  and  second  degree,  involving  the  face  and 
tnmk.  Mr.  Durham  says  that  recovery  rarely  occurs  when  more 
ihan  ball  the  surface  of  the  l>ody  is  burnt  or  scalded,  and  Von 
NuiisbAum  Buys  it  is  rare  after  a  thtnL  Travel^  thinks  the  constitu- 
tioniil  effects  are  lees  when  the  cuticle  is  charred,  or  killed,  or  rained 
in  blistere,  than  when  it  is  detached  and  ravelled  in  mils  like  wet 
fiftfier. 

Alter  death  fi^m  shock  or  collapse  no  distinctive  ap|iea ranees 
,  The  membranes  of  the  brain,  and  the  alidominal  and 
thoracic  vi(»cera  are  ejigorged  with  blood,  and,  therefoit*,  tliin  \uui 
mtmeXime^  been  called  the  stage  of  "  congestion/'  the  other  ntages 
being  thoHc  of  reaction  and  inflammation^  and  of  suppuration  and 
exhaustion. 
tm  In  some  instance?^  <leath  results  soon  after  the  burn  or  si^ald  from 
cardiac  thrombosis.  This  is  said  to  W  iussociated  with  disintegnition 
of    the   blood -corpuscle*.     It    is   betokened   clinically  bv   dy  spnn-a, 

cordial   pain,  and  great  irregularity  and  tumult  of  tfie  hearths 

(2)  8hoek  and  collapse  ai'e  followed  by  rfacfiony  and  reaction  by 
liillAiuiiiallaii  and  tlie  various  complications  due  to  sepis.  The 
inflainmation  that  folio wh  the  application  of  heat  cannot  be  pre- 
tinted,  but  it**  amount  may  be  controlled  i«y  skiltul  treatment* 

(^)  ^uppiimtian  iiiiil  scpfila  are  due  to  the  multiplication  and 
action  of  the  bacteria  wliicb  always  inhaVjit  the  skin,  es|>ecially  that  of 
oadeanly  people.  They  are  also  caused  by  the  intiTKluction  of 
hacteria  from  without.  The  pirevention  of  suppuration  after  buniM 
in  in  a  very  backward  state.  Suppuration  is  apt  to  be  looked  upon 
as  iiifvi table,  and  its  treatment  often  left  to  inexperience*!  {[persons. 
Tbe  number  of  deaths  from  sepsis  after  burns  and  scalds  is  a 
reproach  to  surgery.  In  addition  to  suppuration,  the  local  infection 
may  cauae  ulceration,  sloughing^  gangrene,  lyniphangitis,  abscess, 
eryiupeljia,  and  cellulitis.  When  the  bacteria  enter  the  circulation 
tbey  oau»e  sejiticiemia  and  pyiemia.  After  deaths  from  bums  and 
scalds  pneumonia,  pleuritis,  pericarditis^  and  neplnitis  are  commonly 
met  with.  (See  i>age  257.)  From  histological  examinations  recently 
Diadf^  1  haT©  iH>me  to  the  conclusion  that  these  are  due  to  bacterial 
invasioiL  In  infants  streptococci  are  particularly  virulent>,  and  are 
tb0  tiiiKUHjx^ted  cause  of  many  deaths. 

OOBUfiic^tiOJiS*-  Tetan^ts  is  an  occasional  complication  of  burns. 
It  mar  occur  at  any  time  before  the  w^ound  is  healed.  The  experi- 
metiUt  of  VttHsaie  and  8acchi  show  that  the  juices  of  burnt  tissues  are 
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highly  toxic.  It  is  pixjbable  that  they  contaifi  a  poisanoim  uulwtAnce 
aTta1ogou8  to  in  u  near  in.  Thi8.Hiiggest8  the  adviflabiUty  of  removing 
burnt  part«  as  soon  na  poHHible. 

In  a*lditioii  to  the  eoniplications  whit*h  have  befn  nientioriefl,  it 
ooca^tioiially  hapj^eiin  that  as  tlie  Hlougha  sepanit*»  h<rmfprrhn^f  occrupi 
from  th*'  hirgor  urteriPH  or  yeinit, 

Oecasionally  Imnm  ai^  deep  enough  to  pfittHmf^  th^  wi/ 
fi/'  joinU.  fhiH  is  followed  by  suppurfttive  arthritis,  which  mi 
alHo  be  excited  l>y  the  extension  of  neptic  pfoc€'«se44,  either  diiiectl| 
from  the  wound,  or  througli  the  circulation,  aj*  in  pyiemiii.  Hie 
«p^eAt  HerowH  cavitien  of  the  chest  and  abdomen  may  suffer  in  the 
same  manner. 

Should  nhock  and  acute  He(»siH  lie  >^urvived,  a  penod  of  mippam* 
lion  and  ej^hau»ium  iiHUiilly  precedes  recovery.  Thi«  is  oft4ro 
Cidled  the  third  jieriiMl,  and  may  be  sjiid  to  begin  after  the  Mh>n<>htf 
have  separated,  and  about  a  fortnight  after  the  injury.  Dunng  this 
f>enod  the  synipt^imn  are  those  of  hectic  fever,  and  shouhl  th»« 
Slippy nition  he  very  prolorij^ed,  it  ends  in  amyloid  diseAse  of  tlie 
variouK  ui^gaiiH,  especial !y  of  the  kidneys,  liver,  and  spleen.  Also 
during  tliis  stage  the  wound  oootract.H  and  cicatrises,  and  lUAy 
produce  extrf^me  deftirmity. 

Sometimea  cheloiii  grows  as  cicatrisation  is  completed.  Bum* 
which  are  too  extensive  t^^  heal  lejive  chronic  ulcers,  I  have  occa- 
sionally si-en  these  iMTome  ejiitheliomHtouH. 

Viiireriil  «' h ft titr €*«)•. — In  a  small  proportion  of  cases  of  burtis 
or  scalds  smaU  hiemorrhages,  acute  inflammationH,  or  ulcerations  are 
found  in  the  iut^linal  tract  In  ten  yeai-s,  from  1884  to  1893  in- 
clusive, \Z^  patients  died  of  hums  and  scalds  in  St.  Earth oloniew^g 
Ho5|»ital.  During  that  period  I  can  find  but  three  post-mortem 
recoifls  of  pathological  changes  in  the  alimentaiy  tract,  although 
Erichsen  H<iys  that  ulcers  of  the  duodenum  wei-e  found  six  time«  out 
of  22  ca«e8  which  he  examincil.  In  one  case — that  of  a  man  aged 
twenty -*iix  years,  who  was  burnt  upon  the  face  and  arms — there 
were  small  submucous  haemorrhages  the  size  of  a  pin's  head  at  the 
pylonc  end  of  the  stomach,  in  the  duodenum,  and  in  the  ciecum.  In 
the  C4i.se  of  a  child  small  punctiform  haemorrhages  w^ere  fmind  in  the 
duo«h'nunL  The  sf>ecinien  from  the  third  case  is  in  8t,  Bartholo- 
mew's  Hospital  Museum.*  It  demonstrates  acute  inflammation  and 
ulceration  of  the  mucous  membrane  of  the  duotlenum  after  an 
extensive  scaid  of  tlie  chest.  The  patient  was  a  child  a  year  old,  who 
lived  twenty  days  nfter  the  injury.  The  ulcers  art-  usually  found  in 
the  duodenum»  and  not  far  fi-om  the  opening  of  the  bile  duct.  They 
may  pei'forate  the  lK>wel,  and  after  that  event  l>ecome  occluded  with 
intlammat4:iry  lynjph.t  Case*  have  been  recorded  in  which  they 
have  ulcerated  into  the  <luodenal  ve««e1s  and  caused  fatAl  hiemorrhag^. 
They  may  be  multiple.  Nothing  is  accurately  known  about  the 
piithology  of  these  ecchymoses^  inSammations,  or  ulcerations  of  the 
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alimentary  tract.   The  iutf  re^t  which  suiTOUuds  them  hna  led  authors 

to    givie   them   undue  proruiiieiice.      Tlieir  exiHtenee    is,  aa    a    rule, 

I  vamvpected  during  life.     It  is  quite  fanciful  to  imagine  that  they 

[mte  due    to    any   increasetl    action    of    BrunuerH    glandti*    rendered 

^ry  by  the  destruction  of  sweat  glandi*.     Pain  in  the  region  of 

doudenum^   increaj^ed   by   pressui^,   with  vomitiiig  of  hlood,  or 

luirrhcBa  with  ldo«>d  in  the  motioiLs^  would  render  their  existence 

prot)4ibie.     They  have  caused  death  by  hfemorrhage  or  liy  perfonitive 

peritanitis.     They  are  !*airl  to  occur  about  the  tenth  day. 

During  the  course  of  bunts  and  scalds  albummnria,  or  even 
ktnnaiufiit^  may  occur.  They  are  both  due  to  acute  nephritis. 
Alter  prolonged  suppuration,  albuminuria  may  be  causetl  by  amyloid 
iD&ltration  of  the  kidney, 

Pneumonutr  and  pleuritU  are  also  fi^equent  complications  of  burns 
and  acnlda.  Their  presence  is  often  unsuspected,  an  th*^  patient  is 
too  ill  for  a  physical  examination.  Pain,  cough,  rusty  sputum,  and 
increaaecl  freijueney  of  re^|>iration  would  cause  tiiem  to  be  susf>ecte<h 
Engorgement  of  the  vessels  of  the  meninges  of  the  brain  and 
ftpinal  &yrd^  and  sometimes  meniugitis^  have  been  note*!  after  deaths 
fmm  >iurns  and  scalds. 

Treatment, —The  ifamediate  ti-eatraent  of  burns  and  scalds  is 
directed  to  the  prevention  of  death  from  shock  and  collapse,  and  to 
I  he  alleviation  of  pvin.  Brandy  may  be  given  by  the  mouth,  but  is 
oft<*n  more  efficacious  if  given  *ts  an  enema.  Two  or  three  ounces  of 
hmndy  should  t>e  acitninistered,  with  the  addition  of  a  suitable  doae 
of  opium.  If  necessary,  the  rectum  should  be  washed  out  before 
iuiroducing  the  brandy  enema.  If  the  heart's  failure  b+?  extreme, 
ether  and  licjuor  strychuinte  may  be  iMJectetl  deep  into  the  sub- 
cutaneous tissue,  or  into  the  substance  of  the  gluteus  maximus.  The 
n^cruoiating  pain  should  be  relieved  with  a  hypodermic  injection  of 
morphia 

The  dressiug  of  a  burn  or  scald  may  be  a  painful  process,  and 
it   Is  well    to   be   prepared    to   give  an  amesthetic.      The 
Ktfi  should  be  gently  and  carefully  i-enioved,  so  as  not  to  denude 
ihe  injureil  sui*face. 

The  lociU  irfaiment  of  burns  or  scalds  def^ends  upon  their  degree* 
In  tlie  Erst  degree  there  i^  no  l>r"each  of  continuity,  and  sepsis  is  not 
^  to  be  apprehended.  Dusting  the  surface  with  any^  soft,  simple 
■  powder  relieves  tlie  pain.  If  the  area  be  small  and  shock  absent, 
H  cool  applications,  such  as  cold  water,  lead  lotion,  cold  st'^^reh,  and 
I    NO  forth«  may  Ije  prescribed. 

^L_p   In  bums  of  the  second  degree  the  se|^karated  epidermis  and  the 

^IJpkl  in  the  bullie  protect  the   denuded  papilla  until  their    highly 

mmitive  surface  is  again  covered  with  epithelium*      It  is   therefore 

Wst  to  leave   the   bullie  alone  until  this  has  taken   place.     Should 

it  be  esqiedieiii  to  let   the  serunj  out,  care  should   be  taken  not  to 
tiijtire  or  remove  the  epidermis. 

In  bums  of  the  thini  degree  the  dangers  of  subsequent  sepsis 
juid  uippuration  have  to  be  provided  for.     The   whole  area  should 
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be  tboroughly  wa«hefl  and  soaked  with  a  Htron^  cHsinfecUint, 
as  carViolic  lotion  (1  in  20)  or  su1<limate  Molution  (1  tn  1000),  and 
thoroughly  covered  with  an  arjtiHHptio  drensiiig.  Carl ki lie  gAQX^  (5 
per  cent.)  may  be  used,  or  the  whole  area  wnippt*d  in  sht^ta  of 
salicylic  wool  (10  per  cent).  Iodoform  jyfauxe,  or  irjdoform  wool,  ii 
also  a  suitable  application.  There  is,  however,  a  danjofer  of  ioclofunu 
j>oisoning.  For  similar  re*iaon«  it  iH  inadxanable  to  apply  curholie 
gauze  or  sublimate  gauze  or  wool  t^  large  ajfa**,  although  they  arf 
exceedingly  good  in  ordinary  caries.  It  in  diHicult  to  find  an  anti- 
septic application  whicli  fultils  the  re*iuirement'^ — namely »  to  roHetre 
fiain,  prevent  sepnis,  and  ♦'XcJude  iiir,  Mo^t  of  thone  at  our  command 
achieve  only  one  of  thene  desiderata^  others  jii^e  irritant  or  poi^ion- 
0U8.  Vegetable  applicationH,  nuch  a8  flour  and  starch,  are  ohjeirtion- 
able,  beaiune  they  are  apt  to  decompose  ;  oxide  of  xinc»  bismuth,  or 
prepared  chalk  are  to  be  fireferreti,  A  number  tif  oleaginous  pfi>- 
paratioiiH  have  l*e<^n  ivcomniended.  One  of  the  most  popular  and 
ancxlyne  apjdicationH  is  a  mixtui-e  of  linseed  oil  and  lime  wat4*r  in 
equal  part.s.  Thi*s  is  called  Carron  oil,  iieeauxe  of  its  une  at  th^ 
Carron  iron^workn.  Wertheimer  i-ecommend?*  that  thymol  i*e  added 
Uj  increase  its  antiseptic  action,  Carljolic  oil  \h  nn  inefficient  anti* 
neptic  and  often  caunes  carlK)luria.  It  *<hould  lie  UHf»d  with  grent 
caution.  Antiseptics  mixed  ivith  oil  or  fat  become  inert,  lo<loform 
with  vaseline  forms  a  good  ointment  (ly  to  ^j). 

The  effects  of  MepHiH  ai*e  to  be  watched  for  as  soon  as  reaction  is 
established.  They  atn*  usually  sevet-e  alM>ut  the  time  when  th*» 
sloughs  Wgin  to  sei>iM*ate.  Imnjersion  in  warm  batlis  is  a  particu- 
larly valuaide  ex}>edient  for  preventing  nepsis.  Von  NusKlmum  Kaj« 
that  it  has  done  much  to  les-sen  the  mortality  of  burns  in  Germany. 
Even  children  w411  bear  immersion  in  hot  water  (100°  F.)  for 
many  connecutive  days  and  nights.  The  hot  water  exclude*  ikir^ 
prevent**  sepsifi,  and  promotes  the  separation  of  sloughs*  When 
limbs  are  injured  its  application  rs  ea«y. 

After  the  sepanition  of  the  sloughs*  the  cicatrisation  and  diator- 
tion  have  to  be  guarded  against.  This  may  1m-  done  by  nif^ma  t4 
fiplints  and  weights,  f  )ne  of  the  most  etlieacious  means  of  prevtmt- 
ing  it,  and  of  at  the  same  time  promoting  the  heaUng  of  the  injunr, 
is  to  cover  as  ntuch  as  fn-^ssible  of  the  surface  by  Tliiersch*8  nkin 
grafting,  by  transplantation  of  flaps  or  strips  of  skin,  or  by  planned 
ineifiionH.    The  othei*  complications  are  to  l»e  dealt  with  as  they  arise, 

Severe  bums  of  the  extremities  may  necessitate  amputation. 

§raldN  of  the  |iliHr>^it. — Infants  and  children  not  infre- 
quently 5cald  the  fauces  and  pharynx  by  drinking  from  the  %jx>uts 
of  boiling  kettles.  This  is  commonly  followed  by  i^pa^im  of  th«» 
glottis  and  by  ipflenm  of  the  upper  aperture  of  the  larynx,  uf 
the  e]uglotti«i  and  glottis.  The  swollen  aryteno-epiglottidean  folds 
and  the  swollen  epiglottis  can  lie  felt  with  the  linger  after  a  gag 
haA  l»een  introduce*],  The  slighter  degrees  of  eedema  may  lie  re- 
lieved by  Mcaritlcation  leeches  to  the  throaty  steam  inhalations,  small 
dotieft  of  tincture  of  aconite,  or  of  wine  of  antimony.     But   if  th^ 
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entrance  of  air  be  dangerously  impeded  by  the  oedema,  or  by  tlie 
attack  of  spasm,  laryngo-tracheotomy,  or  the  high  operation  of 
tracheotomy,  should  be  dona  This  is  a  dangerous  expedient,  and 
the  fatal  result  may  be  eiToneously  attributed  to  the  operation  by 
the  relatives.  As  death  from  spasm  of  the  glottis  is  imminent  in 
bums  or  scalds  of  the  larypx  or  pharynx,  and  as  the  air-passages 
may  require  opening,  the  surgeon  should  on  no  account  leave  the 
case  unprovided  with  skilled  assistance.  The  acute  inflammation 
that  follows  the  injuries  often  ends  in  tracheitis  and  broncho- 
pneumonia. 
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XIII,  THE  INFLL  ENCE  OF  CONSTITUTIONAL 
CONDITIONS  UPON  INJURIES. 

Bv    FREDERICK    TREVES,  F.U,C.S., 
Sur^uH  to,  and  Lecturer  an  iiufytr]^  at,  the  London  HotpiUd^ 


It  is  needless  to  8tAte  tbiil  the  age,  the  stnte  ol  lienlth  mid  tiir 
generml  ooBflitiftn  of  a  |tutient,  affei-t  in  vaiyitig  dt^gi^e  the  prognosis 
after  injury  and  the  rt^ult  nfttT  surgical  op-mtion. 

lu  the  ca^  of  urgent  operations,  performed  lor  the  inimediat«f 
]iiiq>05e  of  saving  lite — a^  in  the  relief  of  ^tranguUited  hernia — few 
f  onsiderations  wt-igh  with  the  surgeon  save  the  one  great  need.  But 
in  slighter  operations  it  is  of  intinite  importance  tlmt  ever}'  jiomble 
consideration  Ite  given  to  all  circumatancei*  that  may  affect  the 
[►atient's  well  lieiui^. 

Every  surj^etu^  must  have  met  with  instance**  where  he  hiu 
rc-gretted  the  neglect  of  this  fundamental  precaution.  I  once 
jsnip}»e«J  of!"  \%  ith  the  Hcinnor^  a  sumll  fibrous  epulis  growing  from  the 
gum  of  a  little  boy.  It  wius  disrovered  afterwards— what  should  have 
l)et-n  known  Wfoi^ — that  the  |»Htieiit  was  the  subject  of  htemophUiik 
Til*'  small  wound  l>ecame  tin-  neat  of  ahiiost  uncontrollable  hannorr 
hage,  an*!  it  was  not  until  a  fortnight  had  elapHt*d  that  the  patient 
could  l»e  Hnid  to  !>*»  out  of  danger.  In  finother  cast* — at  the  patientV 
i*ame*it  re<|Ue.st — a  Hmall  sebaceouH  cyst  wvis  i-emoved  from  the  «oal}> 
of  a  man  of  fifty.  The  wound  soon  broke  down,  suppurated  fi^eelv. 
and  became  the  starting-point  of  a  low  form  of  erysipela**  of  which 
the  pstient  nearly  died.  It  wa^  di»covered  after  the  o{»emtion  that 
the  man  wa^  Hutferiiig  from  diabete^^  a  fa4;t  of  which  he  himaelf  wa» 
not  aware. 

In  Conning  it  pn>per  entimate  of  the  risks  involved  by  opetmtifl 
— HO  far  08  the  wmdition  of  t  hp  patient  is  concf^rned — and  tlie  pp 
pect  of  Hound  i-ecovery  aft^^r  injury,  many  factoi-s  have  to  lie 
connidered,  find  in  the  ]»aragraphM  which  follow  the  more  important 
at^  dealt  with. 

A|^6. — Age  ''xerciHeft  a  couHiderable  effect  upon  the  rtt&ult  ol 
injuries.  Taking  amputation  as  a  ty\)^  of  injury,  it  will  be  foimd 
that  quite  young  children- -t I jo**^'  under  the  age  of  five — do  not  liear 
0{»enition  well,  the  mortality  Ijetng  as  higli  jih  between  the  age^  of 
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thirty-five  and  fifty.  The  mortality  is  lowest  between  the  ages  of 
five  and  fifteen,  and  these  years  certainly  give  the  best  results  from 
operations  and  injuries  of  almost  every  kind.  After  fifteen  the 
death-rate  begins  steadily  but  slowly  to  increase.  The  variation 
between  the  whole  period  from  twenty  to  forty  is  not  considerable ; 
but  the  risk  of  death  after  operation  is  twice  as  great  in  patients 
between  those  ages  as  it  is  in  individuals  under  twenty.  In  patients 
over  forty  the  mortality  is  nearly  three  times  in  excess  of  the 
rate  observed  in  patients  under  twenty.  The  increase  in  the  risk 
of  death  between  fifty  and  seventy  is  very  rapid. 

In  children  wounds  usually  heal  well ;  the  patient's  organs  are 
probably  healthy  and  vigorous,  and  the  nutritive  activity  of  the 
body  is  in  its  prime.  ChUdren  show  great  recuperative  power,  and 
are  free  from  the  eflects  of  that  mental  anxiety  which  often  acts 
so  injuriously  upon  adults.  They  are  able,  moreover,  to  endure  a 
long  confinement  in  bed  and  a  tedious  suppuration  with  compara- 
tively little  ill  eflect. 

On  the  other  hand,  children  suffer  severely  from  shock  and  the 
eflbcts  of  acute  pain.  Pain,  if  unrelieved,  may  in  a  few  hours  reduce 
a  child  to  a  state  of  collapse.  Shock  is  certainly  the  chief  danger  in 
operations  upon  young  and  healthy  children. 

It  has  been  said  that  children  bear  the  loss  of  blood  badly. 
Haemorrhage  must,  however,  be  regarded  relatively  when  comparing 
children  with  adults.  If  the  weight  of  the  body  be  taken  in  con- 
junction with  the  amount  of  blood  lost,  it  will  be  found  that  children 
bear  haemorrhage  well,  and,  in  the  case  of  repeated  bleedings, 
they  bear  it  remarkably  well. 

Operations  should  not  be  performed,  if  possible,  during  the  first 
dentition.  Children  are  then  often  restless  and  excitable,  liable  to 
digestive  disturbances  and  to  convulsions,  and  apt  to  develop  a  high 
temperature  under  little  provocation. 

The  natural  restlessness  of  children  is  often  an  obstacle  to  the 
perfect  success  of  an  operation,  and  injuries  in  the  region  of  the 
pelvis  are  apt  to  be  complicated  by  the  difficulty  of  keeping  the 
child  clean. 

Of  the  influence  of  old  age  ui)ou  injuries  and  operations,  Sir 
James  Paget  wyites  : — "  Among  the  old  there  are  even  greater 
differences  than  among  the  young  in  the  ability  to  recover  from 
operations  ;  and  age,  if  reckoned  by  years,  is  not  the  only  thing  we 
must  estimate.  .  .  .  They  that  are  fat  und  bloated,  jwile,  with 
soft  textures,  flabby,  torpid,  wheezy,  incapable  of  exercise,  looking 
older  than  their  years,  are  very  bad.  They  that  are  fiit,  florid,  and 
plethoric,  firm-skinned  and  with  good  muscular  power,  clear-hearled 
and  willing  to  work  like  younger  men,  are  not^  indeed,  good  subj*^cta 
for  operation,  yet  they  are  scarcely  bad.  The  old  people  that  ar© 
thin  and  dry  and  tough,  clear- voiced  and  bright-eyed,  with  £?00d 
stomachs  and  strong  wills,  muscular  and  active,  are  not  bad  :  iIm 
bear  all  but  the  largest  operations  very  w<*ll.  But  very  bad 
they  who,  looking  somewhat  like  these,  are  fet4jle  and  soft  tikitmt 
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with  little  pulses,  bad  appetites,  and  weak  digestive  power,  so  that 
they  cannot  in  an  emergency  be  well  nourished. 

'^  Tlie  old  ai*e,  much  more  than  others,  liable  to  die  of  shock,  or 
of  mere  exhaustion,  within  a  few  days  after  the  operation.  They 
bear  badly  large  losses  of  blood,  long  exposure  to  cold,  sudden 
lowering  of  temperature,  loss  of  food.  Large  wounds  heal  in  them 
lazily.  Their  stomachs,  too,  are  apt  to  knock-up  with  what  may 
seem  to  be  no  more  than  necessary  food.  Many  old  people  are  in 
less  peril  with  a  scanty  diet  than  with  a  full  one.  Their  con- 
valescence is  often  prolonged There  are  some  to  whom 

convalescence  is  more  dangerous  than  disease.'' 

In  the  aged  especial  nsks  attend  injuries  of  the  lower  limbs,  or 
of  the  lower  part  of  the  trunk,  or  the  back.  The  necessary  long 
confinement  in  the  recumbent  position  is  very  apt  to  be  attended  by 
congestion  of  the  bases  of  the  lungs  and  a  low  form  of  pneumonia. 
Tliis  same  position  favours  the  production  of^bed-sores. 

Sex. — Other  tilings  being  equal,  it  would  appear  from  statistics 
that  women  bear  operations  and  injuries  somewhat  better  than  men. 
This  fact  may  be  explained  by  the  circumstance  that  they  are  more 
tolerant  of  confinement  to  house  and  bed,  lead  less  active  lives,  and 
adapt  themselves  more  easily  to  the  surroundings  of  a  hospital 
ward.  They  are  ])robably  more  temperate  and  regular  in  their  lives, 
and  more  patient. 

It  is  well  not  to  operate,  unless  compelled,  during  menstruation. 
In  perhaps  the  larger  numl)er  of  instances  of  operations  performed 
during  this  period,  no  ill  effects  are  noticeable ;  in  the  minority  an 
unaccountable  rise  of  temperature  with  often  considerable  nervous 
and  digestive  disturbances  ai*e  met  with. 

Still  more  desirable  is  it  that  no  operation  be  performed  during 
pregnancy.  The  special  risk  incurred  in  such  a  case  is  that  attending 
abortion.  Apart  from  this  risk  there  is  little  to  anticipate,  and 
wounds  do  well.  Ovariotomy  and  other  grave  abdomiiud  opera- 
tions have  been  performed  during  the  various  stages  of  pregnancy 
without  inducing  al)ortion  and  without  evil  results.  It  appears  to 
be  impossible  to  estimate  the  risk  of  miscarriage  after  a  surgical 
procedure  or  injury. 

During  lactation,  also,  operations  should  b^  avoided  when 
possible  ;  the  patient  is  usually  in  comparatively  feeble  health,  and 
certainly  not  in  the  best  condition  for  a  serious  call  upon  the 
nutritive  powers. 

The  robust  and  the  feeble. — Experience  show^s  that  the  best 
subject  for  an  operation,  or  the  best  result  after  injury,  is  not 
always  to  be  found  in  the  strong  lusty  man  in  the  prime  of  life. 

Such  a  man  has  his  mode  of  life  suddenly  interrupted  when  he 
comes  under  the  surgeon's  care.  His  blood-vessels  are  full ;  hit 
viscera  have  adapted  themselves  to  the  exigencies  of  an  active  life ; 
his  tissue  changes  are  rapid  and  extensive,  oxygenation  is  quiidrlj 
disposing  of  the  great  refuse  matter  which  is  continually  accumu- 
lating at  the  very  moment  when  the  tide  is  abruptly  checked.     Th$ 
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man  finds  himself  motionless  in  bed,  every  circumstance  of  bis  life 
is  changed,  be  has  no  time  to  adapt  himself  to  his  altered  position, 
and  it  is  a  matter  of  little  wonder  tbat  the  inflammatory  process 
which  may  be  induced  runs  riot  and  is  not  readily  controlled.  Cir- 
cumstances are  not  improved  by  his  altered  mental  condition,  by  the 
shock  of  the  accident,  the  horror  of  mutilation,  and  the  possible 
miseries  of  the  future. 

The  feeble  subject  who  has  become  wasted  and  worn  by  some  such 
trouble  as  chronic  joint  disease  is,  on  the  other  hand,  acclimatised  to 
bed-life ;  his  diet,  his  muscular  changes,  his  breathing  powers,  have 
all  adjusted  themselves  to  the  molluscous  condition.  His  viscera 
are  healthy,  there  is  no  accumulation  of  debris  to  be  rid  of,  and 
possibly  even  confinement  is  ceasing  to  be  irksome.  To  such  an 
individual  amputation  comes  as  a  relief.  The  change  that  amputa- 
tion brings  in  his  life  is  even  agreeable,  and  opens  up  the  prospects 
of  a  new  existence. 

The  great  difference  in  the  mortality  of  amputation  for  injury 
and  for  disease  serves  to  emphasise  this  point.  It  must  be  distinctly 
understood,  however,  that  these  differences  are  only  j)artly  due  to 
the  patient's  condition.  They  perhaps  as  largely  depend  upon  the 
circumstances  of  the  amputation,  which  must  of  necessity  be 
uncertain  in  operations  for  injury  where  it  is  difficult  to  ascertain 
the  limit  of  the  sound  tissues. 

Obesity  and  plethora. — The  very  corpulent  are  certainly  not 
good  subjects  for  either  injury  or  operation.  In  some  of  them 
wounds  do  quite  well.  These  will  probably  be  young  persons  in 
whom  the  disposition  to  corpulence  is  hereditary,  who  are  in  sound 
health,  and  take  every  reasonable  means  to  prevent  increase  of 
weight. 

All  obese  individuals  about  or  beyond  middle  life  are,  as  a  rule, 
bad  subjects  in  a  surgical  sense,  and  more  especially  the  men.  The 
excessive  corpulence  may  have  been  induced  by  gluttony  or  drinking 
habits,  or  have  been  encouraged  by  indolence  or  disease.  These 
patients  often  breathe  with  difficulty,  and  cannot  assume  the  entirely 
recumbent  position.  They  soon  become  helpless,  their  mere  bulk 
renders  it  difficult  for  them  to  be  moved  in  bed  and  for  dressings  to 
be  applied  ;  their  skin  is  frequently  unwholesome,  and  they  are  not 
readily  kept  clean. 

The  edges  of  the  wound  come  ill  together.  The  immense  layer 
of  subcutaneous  fat  is  indifferently  supplied  with  blood,  and  has 
probably  been  damaged.  Portions  of  this  tissue  have  been  broken 
up  and  isolated  from  a  blood  supply.  The  thickness  of  the  parts 
involves  much  strain  upon  the  sutures.  If  after  the  operation  thi^ 
patient  incline  towards  the  affected  side,  the  whole  wouaij 
becomes  pendulous,  drainage  is  difficult,  and  the 
pressure  in  the  dressing  of  the  part  is  almost  i 
circumstances,  the  wound  is  apt  to  become  sept 
uncommon,  and  deep-seated  suppuration  is  comp 
A  low  type  of  inflammation  often  involves  the  i 
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the  discharges  become  offensive  and  ill-conditioned.  Such  patients 
often  die  suddenly,  others  become  exhausted  or  succumb  to  an 
intercurrent  disease.  The  most  favourable  often  make  but  a  tardj 
recovery. 

The  treatment  of  fracture  is  often  a  difficult  matter  in  the 
unwieldy  bodies  of  the  very  corpulent. 

Plethora  as  a  simple  condition  does  not  compromise  the  succea 
of  an  operation.  Indeed,  the  "  full-blooded  "  pass  through  a  sur- 
gical experience  well  enough,  provided  that  the  plethora  depend 
upon  no  diseased  condition. 

Alcoholism. — A  scarcely  worse  subject  for  an  operation  or  an 
injury  can  be  found  than  is  provided  by  the  habitual  drunkard. 

The  condition  contra-indicates  any  but  the  most  necessary  and 
urgent  procedures,  such  as  amputation  for  severe  crush,  herniotomy, 
and  the  like.  The  mortality  of  these  operations  among  alcoholics  is, 
it  is  needless  to  say,  very  high. 

Many  individuaJs  who  state  that  they  "  do  not  drink,"  and  who, 
although  perhaps  never  drunk,  are  yet  always  taking  a  little 
stimulant  in  the  form  of  ''nips''  and  an  "occasional  glass,"  are 
often  as  bad  subjects  for  surgical  treatment  as  are  the  acknow- 
ledged drunkards. 

Of  the  secret  drinker  the  surgeon  has  indeed  to  beware. 

Even  abstinence  from  alcohol  for  a  week  or  two  before  an 
operation  does  not  seem  greatly  to  modify  the  result. 

A  severe  injury  or  an  operation  in  an  habitual  or  occasional 
drunkard  is  apt  to  be  followed  by  an  outbui*st  of  delirium  tremens. 
It  must  not  be  assumed  that  an  operation  upon  a  subject  of  alcohol- 
ism must  of  necessity  turn  out  badly.  The  evil  result  is,  however, 
sufficiently  frequent  to  justify  a  refusal  to  perform  any  but  urgent 
operations,  and  the  occasional  fact  that  grave  wounds  in  heavy 
drinkers  may  heal  kindly  and  well  is  rather  an  illustration  of  good 
fortune  than  of  surgical  success.  Such  injuries  as  lacerated  and 
contused  wounds  and  compound  fractures  call  for  special  anxiety 
when  met  with  in  the  persons  of  those  who  drink  to  excess.  Hie 
ftiniple  fact  is  that  the  tissues  of  the  alcoholic  appear  to  l)e  capable 
of  otiering  but  little  resistance  to  bacterial  growth. 

Tuberculosis. — On  the  whole,  it  may  be  said  that  tuberculous 
]>atients  stand  operations  remarkably  well,  and  this  especially  applies 
to  children.  In  a  large  proportion  of  the  cases  the  operation  rids  the 
patient  of  a  long-abiding  trouble,  and  a  source  of  persistent  irritation 
and  weakness.  It  is  sometimes  surprising  to  note  how  a  pale, 
wasted,  cachectic-looking  child  will  improve  and  gain  in  flesh  and  in 
looks  almost  directly  after  such  an  operation  as  amputation  of  the 
leg  for  the  removal  of  a  wholly  carious  foot.  Some  of  the  best 
examples — so  far  as  a  speedy  recovery  is  concerned — of  amputataon 
at  the  liip-joint  have  been  met  with  among  tuberculous  children. 

It  must  be  assumed  that  in  these  and  in  other  cases  there  is  a 
freedom  from  serious  visceral  disease,  such  as  lardaceous  degeneration 
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Wounds  in  the  tuberculous  are  remarkably  affected  by  their 
surroundings.  The  patient  requires  fresh  air  and  the  most  favour- 
able hygienic  conditions.  Results  may  be  obtained  at  the  seaside 
which  can  hardly  be  expected  in  the  crowded  wards  of  a  city 
hospital. 

The  tuberculous  patient  has  no  great  power  of  sound  plastic 
repair.  Healing  may  be  rapid,  but  it  is  not  always  substantial.  As 
Vemeuil  well  says,  operations  upon  the  tuberculous  abound  in  "half- 
successes,  incomplete  results,  and  unfinished  curea'' 

Upon  tuberculous  patients  of  middle  age  operations  must  he 
undertaken  warily.  The  wounds  in  these  individuals,  especially  when 
they  involve  the  diseased  area,  often  do  badly,  heal  but  indifferently, 
and  are  apt  to  be  associated  with  inflammatory  processes  of  the 
lowest  type. 

On  the  question  of  operations  upon  the  subjects  of  actual  and 
active  phthisis  Sir  James  Paget  writes  as  follows  : — "  The  fever  and 
other  accidents  that  may  follow  an  operation  may  do  special  harm 
to  a  tuberculous  patient  ....  The  fear  of  such  a  calamity  should 
dissuade  you  from  all  operations  of  mere  convenience,  and  from  all 
measures  of  what  may  be  called  decorative  surgery,  in  phthisical 
people ;  but  it  should  not  always  dissuade  you  from  operations  that 
will  cure  diseases  from  which  they  suffer  much,  and  by  which  their 
lives  are  wasted,  as  they  are  by  fistula  and  diseases  of  the  bones  and 
joints.  In  these  and  the  like  cases  the  main  question  is  whether  the 
local  disease — say,  a  diseased  joint — is  weighing  on  the  patient  so 
heavily  or  aggravating  his  phthisis  and  shortening  his  life  so  much 
as  to  justify  an  operation  attended  with  more  than  the  average  risk 
of  life  and  health. 

•*  In  all  cases  of  acute  or  progressive  phthisis  great  risk  is  incurred 

by  almost  every  operation The  case  is  very  different  with 

chronic  or  suspended  phthisis.  In  these  it  is  often  advisable  to  incur 
the  somewhat  increased  risk  of  even  a  large  operation,  in  order  to 
free  the  patient  from  the  distress  and  wasting  of  a  considerable  local 
disease,  such  as  that  of  a  joint ;  and  I  should  be  disposed  to  say  that 
it  is  always  advisable  to  cure,  if  you  can,  a  small  disease  such  as 
fistula.     I  say  if  you  can,  for  you  will  often  be  disappointed.*' 

Syphilis. — In  the  great  majority  of  cases  syphilis  does  not 
injuriously  affect  the  prospects  after  injury  or  the  course  of  an 
op>eration.  If  the  patient  be  rendered  cachectic,  or  be  the  subject  of 
visceral  disease,  he  is  placed  in  the  same  unfavourable  category  with 
those  who  are  similarly  affected  from  other  causes.  Wounds  during 
the  progress  of  secondary  syphilis  more  often  heal  well  than  show 
any  evil  tendency.  Occasionally  they  become  tlie  seat  of  tmnaient 
syphilitic  manifestations,  and  heal  indifferently,  or  }>reak  down  af 
a  speedy  closure.-  Such  an  event  may  occur  without  the  ap|i 
of  any  distinct  syphilitic  change  in  the  part.  The  same  may 
of  operations  performed  late  in  syphilis  or  many  years 
occurrence.  They  usually  do  well.  In  the  minority  of  the 
however,  primary  healing  is  not  secured  ;  or  the  wi>ui)d  he^ih^ 
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breaks  down  again  ;  or  remains  open,  and  becomes  the  seat  of  a 
dull,  persisting  suppuration,  or  of  an  ulcer  possessed  of  spediic 
characters.  This,  perhaps,  more  often  happens  when  the  incision 
involves  tissues  which  have  previously  been  damaged  by  syphilitic 
disease.  Thus  it  comes  to  pass  that  plastic  operations  not  infre- 
quently fail  in  syphilitic  persons,  especially  when  performed  for  the 
relief  of  deformities  produced  by  some  destructive  manifestation  of 
the  disease  itself.  The  healing  of  fractures  has  been  noticed  to  be 
delayed  occasionally  in  the  subjects  of  syphilis,  and  repair  to  follow 
when  the  patient  is  put  under  specific  treatment. 

Rheumatism  and  gout  have  practically  no  etTect  upon  the 
immediate  future  of  an  operation.  The  wound  heals  kindly  and 
well.  It  is  unnecessary  to  say  that  an  operation  should  if  possible 
not  be  performed  during  an  outbreak  of  either  of  these  conditions. 
It  must  be  remembered,  also,  that  any  of  the  sequelae  of  gout  or 
rheumatism  may  complicate  the  issues  of  an  operation.  Such  are 
the  cardiac  changes  so  often  attendant  upon  the  former  disease,  and 
the  degenei*ations  of  the  kidneys  and  other  viscera  which  are  apt  in 
course  of  time  to  follow  upon  the  latter. 

An  operation  not  infi*equently  determines  an  attack  of  gout,  but 
such  attack  usually  has  no  noteworthy  effect  upon  the  progress 
of  the  wound.  Yerneuil  remarks  that  gout  sometimes  manifests 
itself  at  the  site  of  injury  by  fluxions  with  acute  pains,  which 
simulate  frank  inflammation,  and  which,  although  of  a  temporary 
character,  may  suspend  or  i-etard  the  healing  process. 

Injuries  involving  the  periosteum  are  apt  to  be  followed  by 
excessive  action  in  that  membrane  when  the  patients  are  con- 
spicuously rheumatic. 

Cancer  does  not  render  a  patient  a  bad  subject  for  injury  or 
operation.  The  result  of  the  operation  may  be  modified  by  other 
conditions,  such  as  the  age  and  temperament  of  the  subject,  and 
the  presence  of  visceral  disease.  Cancer  as  such  appears  to  exercise 
no  effect  upon  the  healing  process.  Indeed,  operations  for  the  re- 
moval of  malignant  growths  in  old  and  broken-down  individuals 
oft<»n  do  remarkably  well. 

Anaemia,  especially  when  due  to  loss  of  blood,  has  no  special 
efiec't  upon  a  surgical  wound.  The  healing  may  be  slow ;  the 
patient  is  perhaps  rendered  unduly  liable  to  the  more  serious 
complications  which  follow  upon  wounds,  and  has  little  power  to 
meet  such  misfortunes. 

LeuCOCjTthsemia  has  a  most  disastrous  influence  upon  operation 
wounds.  Splenectomy,  although  performed  many  times  in  the  sub- 
jects ot  ieucocythsemia,  has  been  followed  by  one  uniform  result — 
the  patients  have  died. 

Serious,  if  not  fatal,  results  have  followed  in  less^^rave  procedures, 
and  in  the  leucocythveniic  pei-son  even  a  trivial  o|)eration  is  danger- 
ous. They  stand  in  great  peril  of  haemorrhage,  and  become  the 
ready  subjects  of  low  forms  of  inflammation,  of  cellulitis,  and  allied 
conditions. 
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.Hsmophilia  forbids  a  surgical  operation  of  any  but  the  most 
pressing  kind,  and  forms  a  serious  complication  of  any  wound  or 
severe  contusion.  The  subjects  of  hsemophilia  do  not  always  bleed 
desperately  after  a  wound;  perhaps  the  most  certain  hsemorrhage 
will  occur  after  wounds  implicating  the  mouth.  Still,  a  member 
of  a  "  bleeder  family,"  who  has  nearly  bled  to  death  from  a  slight 
accidental  cut  of  the  lip,  may  undergo  an  amputation  of  the  foot 
with  no  more  than  the  usual  loss  of  blood. 

Halaria. — The  complex  associations  of  malaria  and  injury  are 
very  clearly  dealt  with  by  Vemeuil  in  the  following  passages : — 

"  Malaria  may  give  rise,  at  the  site  of  the  injury,  to  various 
complications,  such  as  hsemorrhage  and  neuralgia,  complications 
which  assume  an  intermittent  type,  and  which  yield  to  the  employ- 
ment of  quinine. 

"  The  influence  of  the  poison,  however,  is  not  always  shown  by 
periodical  disturbances.  Certain  wounds  may  assume  a  bad  appear- 
ance, or  at  least  remain  stationary,  until,  the  cause  being  suspected, 
quinine,  which  acts  like  a  charm,  is  administered. 

"The  wound  may  occur  under  one  of  the  following  circum- 
stances : — 

"  1.  In  a  patient  actually  aflfected  by  intermittent  fever.  In 
this  case  the  wound,  especially  if  it  be  followed  by  hsemorrhage, 
rapidly  and  markedly  aggravates  the  disease. 

"2.  In  a  patient  who  has  previously  been  the  subject  of  ague, 
but  who  appears  to  have  entirely  recovered.  The  wound,  even 
when  slight,  may  induce  a  fresh  onset  of  ague ;  although  the  re- 
covery from  the  last  attack  of  fever  was  five,  ten,  fifteen,  or  even 
more  yeara  ago.  On  the  other  hand,  the  wound  itself  may  become 
the  seat  of  some  local  intermittent  complications,  the  patient  being 
free  from  the  usual  manifestations  of  the  disease. 

**  3.  In  a  patient  who  has  never  had  intermittent  fever,  who  is 
living  in  a  healthy  country,  but  who  has  formerly  lived  in  a 
malarial  district.  The  wound  in  such  cases  may  apparently  give 
rise  to  intermittent  fever  or  to  intermittent  complications.  It  is 
clear  that  the  injury,  not  being  able  of  itself  to  produce  a  true 
intoxication,  has  merely  provoked  the  explosion  of  a  hitherto  latent 
disease.  These  latter  cases  are  not  very  rare,  and  are  especially 
observed  in  large  cities  and  in  the  healthiest  regions." 

Acute  diseases,  erysipelas,  and  inflammation.— It  is  need- 
less to  say  that  no  opei*ation,  except  such  as  is  so  urgent  as  to  be 
necessary  to  save  life,  should  be  performed  during  the  proirreBB  of 
any  acute  disease,  such  as  pneumonia,  an  erupt hf  fevt^r,  a 3 id  Llje 
like. 

The  same  may  be  said  of  erysi^telas.     Incisionji  have  to 
in  the  course  of  that  disease  to  relieve  the  tension  ftad  £a  i 
pus,  but  they  cannot  rank  as  operativt^  me^sun^H.     If  ^ 
tion  be  rendered  necessary  in  a  subject  of  eryiitpeliis,  tha  i 
would  attend  the  postponement  of  the  opcrution   until. 
period  of  the  fever  had  passed. 
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It  is  most  important  to  avoid,  wlien  possible,  any  operation 
upon  inflamed  parts.  Tliis  applies  as  well  to  ho  small  an  operation 
as  the  removal  of  a  pile  as  to  the  excision  of  a  large  tumour.  With 
operations  in  the  present  sense  are  not  classed  such  surgical  measures 
as  are  employed  for  the  relief  of  inflammation. 

Affections  of  the  nervous  system. — The  mental  state  of  a 
healthy  patient  as  expressed  by  the  terms  "  nervous,"  **  neurotic/' 
"  excitable,"  "  apathetic,"  has  little  definite  eflfect  upon  the  result 
of  an  operation  or  injury. 

The  least  favourable  frame  of  mind  is  that  marked  by  gloom 
and  utter  apathy,  and  by  a  morbid,  stoical  indiflfei-ence,  difficult  to 
dispose  of. 

Operations  and  injuries  in  hysterical  or  epileptic  patients  are 
apt  to  be  complicated  in  their  after-treatment  by  outbreaks  of  the 
nerve  aflfection.  While  attacks  of  both  hysteria  and  epilepsy  are 
clearly  often  induced  by  an  operation  or  injury,  on  the  otlier  hand  a 
precisely  opposite  effect  may  follow  the  surgical  measure. 

The  insane  bear  operation  unusually  well,  provided  that  they  are 
in  sound  health  and  amenable  to  treatment,  and  of  cleanly  habit& 
In  many  subjects  of  chronic  mania,  of  melancholia,  and  dementia, 
the  general  health  is  quite  broken  down,  and  as  a  consequence  they 
become  unfit  subjects  for  any  operative  treatment.  In  those  of  the 
insane,  also,  who  are  violent,  restless,  mischievous,  or  of  veiy  dirty 
habits,  the  success  of  any  surgical  measures  may  be  fmstrated  by 
the  patient. 

In  not  a  few  instances  insanity  appears  to  have  been  induced  by 
operation.  The  j)atients  are  mostly  women,  and  the  operation  for 
the  most  part  one  concerning  the  bwast  or  pelvic  organs.  The 
occurrence  of  this  unfortunate  circumstance  is  neither  frequent 
enough  nor  sufficiently  well  defined  to  influence  a  surgeon  in  the 
performance  of  a  necessary  operation. 

It  is  needless  to  point  out  that  injuries  affecting  paralysed  limbs 
or  the  lower  extremities  of  the  subjects  of  locomotor  ataxia  can 
scarcely  l>e  expected  to  turn  out  well.  The  gloomiest  forebodings 
are,  however,  often  not  realised. 

Diabetes  off*ers  a  serious  bar  to  any  kind  of  operation,  and 
injuries  involving  open  wounds,  haemorrhage  or  damage  to  blood- 
vessels are  exceedingly  grave  in  the  subjects  of  this  disease.  A 
wound  in  a  diabetic  patient  will  probably  not  heal,  while  the  tissues 
appear  to  offer  the  most  favourable  soil  for  the  development  of  putre- 
factive and  pyogenic  liacteria.  The  wound  gapes,  suppurates,  and 
sloughs.  Gangrene  very  readily  follows  an  injury  in  diabetics,  and 
such  patients  show  a  teniblo  proneness  to  a  low  form  of  erysipelas 
and  of  spi-eading  cellulitis. 

Diabetic  gangrene  of  a  limb  is  deteimined  by  many  causes, 
among  which  esj)ecial  attention  must  be  given  to  inflaroroatoiy  con- 
ditions, atheroma  of  vessels  and  peripheral  neuritis.  There  was  a 
time  when  amputation  for  diabetic  gangrene  was  considered  to  be 
absolutely  lio{»eless.     Of  recent  years,  however,  this  operation  has 
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been  carried  out  with  success.  Three  main  factors  have  contributed 
to  produce  this  result : — (1)  The  observation  of  antiseptic  precautions 
of  an  exceptionaUy  rigid  kind ;  (2)  the  carrying  out  of  a  precise 
anti-diabetic  treatment ;  and  (3)  attention  to  the  condition  of  the 
arteries  in  determining  the  site  of  the  amputation.  Mr.  Godlee, 
who  has  recorded  some  successful  cases  of  amputation  in  diabetic 
gangrene,  comes  to  the  following  conclusions  upon  this  subject : — 
*'  A  large  proportion  of  the  cases  of  gangrene  of  the  lower  extremities 
of  diabetics  will  be  found  to  depend  either  on  arterial  degeneration 
or  on  peripheral  neuritis  ;  and  that  in  the  former  class  it  is  probable 
that  the  changes  in  the  arteries  will  extend  at  least  as  high  as  the 
knee.  Whilst,  therefore,  it  is  right  to  amputate  in  those  of  the 
former  class  if  the  disease  be  progressing  rapidly,  not  lower  than  the 
knee,  those  of  the  latter  may  either  be  left  alone,  or  if  amputation 
be  undertaken  it  need  not  be  at  a  great  distance  ivom  the  seat  of 
disease."  * 

Visceral  disease. — (1)  Heart  disease  and  atheroma. — In  the 
matter  of  heart  aflections,  it  may  be  said  that  the  patient  whose 
heart  is  feeble  or  fatty,  or  embarrassed  by  valvular  disease,  is  ex- 
posed to  extraordinary  nsk  from  the  shock  of  an  operation ;  but 
apart  from  this,  heaH  disease,  if  it  have  induced  no  widespreading 
tissue  change,  appears  to  add  little  to  the  danger  of  the  undertaking. 
On  the  other  hand,  as  Vemeuil  points  out,  valvular  lesions  and 
degenerations  of  the  muscular  tissue  of  the  heart  may,  by  changing 
the  condition  of  the  entire  circulation,  modify  the  composition  of  the 
blood,  cause  impairment  of  the  viscera,  alter  the  tissues,  and  bring 
about  a  condition  very  unfavourable  to  the  healing  process.  Such 
patients  show  a  disposition  to  passive  hsemorrhages  diificult  to 
check,  together  with  oedema  of  the  wounded  region,  to  patches  of 
erythema,  to  erysipelas,  and  even  to  gangrene.  There  is  a  local 
atony  which  indefinitely  delays  healing  and  converts  the  wound  into 
an  ulcer. 

Operations  are  often  performed  upon  limbs  the  arteries  of  which 
are  affected  by  atheroma.  It  is  surprising  how  well  ligatures  main- 
tain a  hold  upon  such  vessels,  and  how  well  they  remain  closed. 
The  risk  that  would  appear  to  be  most  pressing,  that  of  secondary 
h»morrhage,  is  in  actual  practice  seldom  encountered.  That  wounds 
in  such  patients  are  more  liable  to  secondary  bleedings  than  are 
wounds  involving  parts  supplied  by  normal  arteries  is  true,  but  the 
occurrence  is  not  frequent.  The  real  risks  in  these  cases  are  from 
gangrene,  from  sloughing  of  the  flaps  of  an  amputation,  or  from  the 
breaking  down  of  the  simplest  wound,  and  from  diffuse  inflammations 
of  a  low  type. 

(2)  Lung  disease. — The  relation  of  phthisis  to  injuries  has 
already  considered.     Any  chronic  lung  affection,  such  as  cbr 
bronchitis,  usually  indicates  impaired  health,  and  offei^  ilitlicuK 
in  the  after-treatment  on  account  of  the  embarrassed  breathingi 

*  Medico-Chirurgioal  Tnuiiactioiis,  1893. 
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disturbance  of  parts  produced  by  coughing,  and  the  imperfect 
oxygenation  of  the  blood.  Operations  and  injuries  in  such  indiyiduals 
can  hardly  be  expected  to  follow  a  quite  even  course. 

(3)  Affections  of  t/ie  alitnentary  canaL — In  the  matter  of  afleo- 
tions  of  the  alimentary  canal  there  is  little  to  be  said.  The  effect 
that  any  disease  of  the  stomach  or  intestines  may  have  upon  an 
operation  is  to  be  measured  by  the  effect  it  has  on  the  general  health, 
llie  subject  of  chronic  dyspepsia  can  hardly  be  well  nourished,  and 
the  subject  of  habitual  constipation  is  burdened  with  a  trouble 
which  an  operation  serves  to  complicate.  It  is  unnecessary  to  state 
that  an  operation  should  be  avoided,  if  possible,  during  the  course  of 
diarrhoea  or  dysentery. 

(4)  Diseases  of  the  liver, — Affections  of  the  liver  have  a  very 
injurious  influence  upon  operations  and  injuries.  Even  the  slighter 
forms  of  hepatic  trouble  serve  to  compromise  the  future  of  an  opera- 
tion, and  the  more  defined  diseases  of  the  liver  have  a  definite  ill- 
effect  upon  surgical  wounds.  Such  are  cirrhosis  of  the  liver  and 
the  conditions  of  fatty  or  amyloid  degeneration.  Advanced  forms  oi 
these  affections  offer  a  serious  bar  to  operation.  Operations  per 
formed  in  the  earlier  stages  of  the  former  disease  will  certainly  be 
injuriously  affected.  The  subject  of  cirrhosis  is  probably  a  drunkard ; 
the  subject  of  amyloid  degeneration  the  victim  of  long-continued 
suppuration. 

The  risks  these  patients  run  are  numerous.  Some  succumb  to 
shock,  others  die  of  exhaustion.  In  all  there  is  a  probability  that 
the  wound  will  not  heal,  but  that  it  will  slough  and  suppurate,  and 
become  the  seat  of  spreading  inflammation  of  a  low  type.  Pyaemia 
was  unduly  common  in  these  patients. 

No  question  is  more  difficult  to  decide  than  that  which  concerns 
the  period  in  the  progress  of  lardaceous  disease  of  the  liver,  beyond 
which  it  is  practically  unjustifiable  to  operate.  In  the  quite  ad- 
vanced stages  of  the  disease  a  serious  operation  is  certainly  not 
justifiable.  In  the  earlier  and  middle  periods  an  operation  such  as  an 
amputation  may  be  performed  with  ultimate  admirable  success,  for 
it  not  only  rids  the  patient  of  his  trouble — probably  a  suppurating 
joint — but  it  removes  the  cause  of  the  visceral  complication. 

(5)  Kidney  disease, — It  may  be  safely  said  that  the  results  of 
operations  and  injuries  are  more  powerfully  influenced  by  diaeases 
of  the  kidneys  than  by  a  corresponding  disease  of  any  other  organ. 
An  operation  upon  the  subject  of  advanced  Bright's  disease  or  of 
surgical  kidney  is  a  desperate  matter.  A  patient  may  look  fairiy 
healthy,  may  appear  well  nourished,  may  be  temperate  and  living  a 
most  regular  life,  and  the  operation  may  be  but  a  trifling  one ;  yet 
the  complication  of  albuminuria  renders  the  surgical  procedure  most 
serious  and  hazardous.  Many  an  elderly  man  has  died  almost 
suddenly  from  the  effects  of  rough  catheterisation,  and  it  has  been 
found  after  death  that  he  was  the  subject  of  an  unsuspected 
pyelitis. 

Quite  slight  operations  of  no  urgency — such  as  that  for  the  relief 
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of  Dopuytren's  contraction  of  the  palmar  fascia — have  placed  the 
rabjects  of  firight's  disease  in  great  danger  of  death. 

In  no  case  should  an  operation  on  an  adult  be  undertaken 
without  a  preliminary  examination  of  the  urine. 

It  IB  true  that  in  some  instances — as  in  a  form  of  albuminuria 
met  with  in  connection  with  large  abdominal  tumours — the  existence 
of  the  albumen  is  no  bar  to  an  operation.  It  is  true  also  that 
patients  with  Blight's  disease  have  recovered  admirably  from  large 
operatknia.  The  fact  remains  that  organic  disease  of  the  kidney  is 
one  of  the  most  serious  complications  with  which  the  suigeon  can  be 


The  subjects  of  kidney  disease  exhibit  nearly  the  same  evil 
tcndenciea  after  operation  as  have  been  alluded  to  in  dealing  with 
hepatic  troubles.  They  are  exposed  to  the  additional  risk  of  death 
tram  suppression  of  urine  and  ummia.  Such  patients  often  die  of 
exhaustion  many  days,  or  even  a  week  or  more,  after  the  operation. 
Thej  ate  espeinally  prone  to  all  the  evils  incident  to  wounds. 
Primary  heaUng  can  never  be  depended  upon.* 

A  plastic  operation  is  unjustifiable  in  a  subject  of  kidney  disease. 
The  operation  wound  is  liable  to  break  down,  to  suppurate,  and  be 
the  seat  of  secondary  hemorrhage,  of  erysipelas,  of  cellulitis,  and 
even  of  gangrene.  When  pyemia  was  common  in  hospital  wards,  the 
subject  dt  kidney  disease  became  its  readiest  victim.  Surgeons  have 
learnt  how  to  ward  off  pyemia,  but  they  have  yet  to  learn  how  to 
meet  the  complications  of  Bright's  disease. 
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By  FREDERIC  W.  HEWITT,  M.D.  Cantab., 
Aruptthetist  to,  and  Instructor  in  Ancestheties  at,  the  London  ffoapital. 


Fob  the  prevention  of  pain  during  surgical  operations  two  recognised 
modes  of  procedure  are  open  to  the  surgeon.  He  may  either  induoe 
and  maintain  a  state  of  general  anaesthesia  by  the  administration,  for 
example,  of  nitrous  oxide,  ether,  or  chloroform ;  or  he  may  bring 
about  a  condition  of  local,  anaesthesia  by  the  use  of  such  agents  as 
cocaine,  the  ether-spray,  or  chloride  of  ethyl.  Speaking  generally, 
the  former  plan  is  applicable  and  reliable  in  every  case  in  which  a 
painful  operation  is  contemplated ;  whilst  the  latter,  in  addition  to 
its  having  but  a  limited  range  of  applicability,  is  in  many  cases 
distinctly  unreliable. 

I.     GENERAL  ANESTHESIA. 
1.  Preparations  and  precautions. 

These  may  be  briefly  summarised. 

(1)  Putting  aside  nitrous  oxide,  for  which  no  very  special  pre- 
paration is  needed,  the  bowels  should  be  thoroughly  evacuated  by 
appropriate  means.  This  is  usually  best  effected  by  a  pux^tive  the 
day  before,  and  an  enema  on  the  morning  of  the  operation.  The 
bladder,  too,  should  be  empty. 

(2)  Whenever  practicable,  in  ordinary  surgical  practice,  an 
interval  of  from  four  to  five  hours  should  have  elapsed  since  the 
last  meal.  In  the  case  of  nitrous  oxide,  about  three  hours'  fast  is 
adN-isable.  In  exhausted  subjects,  some  clear  soup  or  beef-tea  may 
be  allowed  three  hours  before  the  operation.  A  little  brandy  or 
whisky,  with  an  equal  quantity  of  water,  is  permissible  fifteen 
minutes  before  the  operation  when  signs  of  faintness  are  present. 

(3)  The  early  morning  (8  a.m.  to  9.30  a.m.)  is  the  best  time  for 
ordinary  surgical  operations. 

(4)  The  administrator  should  on  all  occasions  observe  the 
patient's  colour,  respiration,  and  pulse.  Should  any  marked  de- 
parture from  the  normal  be  detected,  a  stethoscopic  examination 
should  be  made. 
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ftltoiUd  be  selected  which  18  uio^it  suited  to  tha 
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(5)  That  I 
|«riicular  case*. 

(6)  The  mouth  aliouhl  be  inspected,  and  urtiticial  teeth  removed. 
InttdrcfUAcy  or  abstrnt^  of  tvisaX  breathing  sKoukl  not  escape  attention. 

(7)  -\J1  oonstrioting  clothing  shonhl  b^:*  unfastened,  even  for  the 
most  trifling  opemtiein. 

(S)  Except  in  the  case  of  dental  and  similar  o|*eration8,  the 
patient  should  be  re- 
onrobeait,  in  a  comlbrt- 
|NMitur«^  A  poBition 
Wlf-waj  l>etwt*en  the 
rapine  and  Uteral  is 
often  assumed  for  choice. 
The  head  Khouhl  be 
turnod  to  one  side^  ^ 

(9)  A  tJurtI  |>erson 
should  always  l>e  present 
duriiig   the   adminii«tra- 


I 


(10)  No  cn»e  should 
im  regarded  a8  trivial 
DilBcttltiea  and  acci- 
decUs  ma  J  arise  when 
MMWthetiaiDg  a  iierfoc  tly 
Iwaltbf  patient  with  tiu- 
ttfest  known  an»e8tbetic 
for  a  minor  o|»ei-ation. 

(11)  The  aniesthetist 
■hoQJd  devote  his  undi- 
vided attention  to  his 
patient,  and  dionld  take 
no  part  in  the  operation. 

(12)  He  should  have 
m  liatid: — (a)  AppH- 
iaeet  for  opening  the 
noitUi,  and  niaint^ntng 
H  in  tlukt  position  :  e.^. 
a  wooden  wedge,  a 
Mason's  ga^,  and  a  sutnll 

dental  mouth  *'  prop  " ;  {I*)  a  pair  of  tongue  foix^ps ;  (c)  instruments 
lor  tracheotomy.  Of  the  lanoiiB  restomtive  remedies,  brandy,  nitrite 
of  amji«  tincture  of  digitalis,  and  tiq.  strychninie  hydrochlor.  are 
tlia  moat  relialile. 

2.  The  chief  methods  of  producing  general  anaesthesia. 

1.  Bjr  nitrous  oiiicle  free  f'rooi  isir  or  ox|r|reu.— The  most 

MBfWlont  apparatus  is  shown  in  Fig.  47.     To  ensure  success^  an 

•oontmteljp-working   apparatus    possessing    wide    channels,   eflioient 

filvc%  and  a  laoe-piece  which  exactly   tits  the  patient's  face  are 

a 


Fig.  47.— Appur 


<  I  s  Osido 

ito|»cicK-lk  r 

'ion.    Two 
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indispensable.  The  bag  having  been  partly  filled  with  gas,  the  hce- 
piece  is  carefully  adjusted.  After  a  few  breaths  of  air  through  the 
apparatus,  nitrous  oxide  is  allowed  to  enter  the  face-piece.  The  bag 
is  kept  fairly  full  by  rotating  the  foot-key.  Respiration  grows  deeper 
and  quicker,  the  features  become  dusky  or  cyanotic,  the  pulse  u 
accelerated,  and  the  pupils  usually  dilate.  In  from  thirty  to  seventy 
seconds  respiration  loses  its  rhythm  and  becomes  '<  catchy/'  jerky,  or 
tumultuous;  stertor  may  be  heard ;  and  clonic  muscular  movements 
of  the  face  and  extremities  appear.  The  administration  of  nitrooi 
oxide  for  a  dental  operation  is  usually  carried  to  this  point;  the 
face-piece  is  then  removed  and  the  operation  begun.  An  anaestheiia 
of  about  thirty  seconds  remains  after  the  face-piece  is  removed. 
Re-breathing  is  not,  as  a  rule,  advisable.     But  should  the  nitroos 

oxide  unexpectedly  fall  short,  a  few  mo- 
ments of  to-and-fro  breathing  towards  the 
end  will  prevent  the  failure  to  aniesthetise 
which  might  otherwise  occur. 

2.  By  nitrons  oxide  mixed  wMi 
air.— By  giving  an  occasional  breath  of 
air  through  the  stopcock  during  the 
administration  of  nitrous  oxide,  the  in- 
halation may  be  so  lengthened  that 
operations  lasting  for  several  minotet 
may  be  performed.  Care  must  be  taken 
not  to  give  too  much  air,  as  this  would 
interfere  with  ana^thesia.  On  the  other 
hand,  too  little  would  render  the  ad- 
ministration difficult,  owing  to  the  stertor 
and  spasm  which  would  result.  In  dental 
practice  an  occasional  breath  of  air  with 
nitrous  oxide,  by  allowing  a  longer  inha- 
lation, leads  to  a  longer  after-aniesthesia. 

3.  By  nitrons  oxide  mixed  witii  oxyi^en.— A  special  ap- 
paratus  is  required.  The  anaesthesia  produced  is  the  safest  and  most 
perfect  with  which  we  are  acquainted.  The  asphyxial  phenomena 
of  ordinary  nitrous  oxide  ansBsthesia  (cyanosis,  stertor,  and  '*  jactita- 
tion *')  are  prevented,  and  a  deeper  and  more  sleep-like  auMthesia 
results.  The  mixture  is  known  as  "  schlafgas  "  in  (yermany.  The 
method  is  valuable  (1)  in  ])atients  with  serious  cardiac  or  pulmonary 
disease  ;  (2)  in  very  old  persons ;  (3)  in  aniemic,  cachectic,  and  feeble 
subjects;  and  (4)  in  children.  In  addition  to  its  value  in  dental 
surgery,  it  is  very  useful  for  short  opemtions  within  the  nose  and 
throat,  and  in  orthopaedic  surgery. 

4.  By  etiicr,  Mitii  Clover's  reffuiaUnir  inhaler.— This 
ingenious  apparatus  is  shown  in  Fig.  48.  It  consists  essentially 
of  (a)  a  face-pie<;e  carrying  a  whistle-shaped  metal  tube  fitting  into 
(6)  a  spherical  metal  other  reservoir,  and  (c)  a  bag.  When  the 
reservoir  is  rotated  on  the  whistle-shaped  tube  attached  to  the 
face-piece,  more  and  more  of  the  cuiTent   which   passes  between 


Titf.  4a— Clover**  Portable  Resra- 
lating  Ether  Inhaler. 
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the  {wUent  iLnd  the  bag  ia  made,  by  an  iugeiiioiia  arrangement  of 
diola*  to  travel  over  the  ether  in  the  i^servoir.  An  indicator  point- 
11^  to  "0/'  '*!,"  "2,"  **3,'*  and  "F''  (full)  on  the  circumference 
of  ibe  reeervoir  shows  the  extent  to  which  the  air  current  is  thus 
defl«ctc<].  It  must  be  i*emeinbered  that  fresh  air  can  only  be 
admitted  by  removing  the  whole  inhaler,  or  its  bag,  from  time  to 
time.  To  use  the  apparatus  ;  ( I )  Four  out  any  etlier  which  may 
htkve  renuuned  from  a  pre^^ou8  administmtion.  (2)  In  cold  weather 
piirttally  immerse  the  reservoir  in  lukewarm  water  for  a  minute. 
(3)  Pour  in  li  oz,  of  pure  ether.  (4)  Accurately  adapt  the  face- 
piieoo  to  tlie  face,  (o)  Fit  on  the  bag.  By  pressing  the  face-piece 
nt^er  more  during  expiration 
tluui  inspiration  the  Viag  will 
beooiDe  distemled  with  expired 
air.  (6)  Keep  the  indicator  at 
^**  0  "  for  half  a  minuta  ( 7 )  Very 
rotate  the  ether  reaer- 

t  that  the  "  0  "  moves  con- 
tiniMMisly,  but  almost  impercep- 
tabljr,  Away  from  the  indicator. 
(8)  Continue  to  rotate  the  reser- 
mr»  giviog  no  fresh  air  till  stertor 
toauoeDOdB.  The  inhaler  may 
then  be  removed  for  one  inspira- 
tioti  of  air,  but  care  should  be 
taken  to  give  no  more  than  this 
for  ihe  present,  and  rather  to 
inoiOiii  than  to  diminish  the 
stl«llgtli'  of  ether  vapour.  (9) 
When  the  breathing  has  become 
regular  and  stertoi^us^  and  the 
cornea  tnartiaitive  to  touch,  a  few 
tBOf«   inspirations    of   fresh    air 

may  be  allowed.  (10)  Generally  speaking  the  indicator  may  be  kept 
*'  1  "  and  **  2  **  after  the  jiatient  has  been  placed  well  under. 
fcler  «^hould    be    removed   for   fi-esh  air  about  every  ten  or 

lireaths.    Feeble  subjects  should  be  allowed  moi-e  air  and  leas 
etber  tlian  more  vigorous  |»ersons. 

In  deep  ether  ansesthesia  the  eyes  are  fixed,  the  cornea  is  insensi- 
lif»  to  touch,  the  pupils  are  moderately  dilated,  mucus  and  saliva 
»m  freely  secreUxl,  especially  in  children  and  young  person.s,  and  the 
Boeoitl&r  xystem  is  relaxed,  Ttie  most  characieristic  feature  of  the 
Acymthe^ia,  however,  is  the  remarkable  circulatory  and  i*espiratory 
icUvity,  The  face  i«  flushed,  the  heart's  action  increase*!  in  rate, 
Mtd  ij^cifled  \tB,rts  bleed  very  freely.  Fbyaiological  experiuienU  have 
^hourn  that  the  blood  pressure  falls  but  sli^^htly^  whilst  the  heart's 
airities  do  not  dilate  n^  in  the  case  of  chloroform  (Mac William)* 
Rrs:  I    !I\  <let"j>,  ijuiek,  regnlar,  and  stertorous. 

f      .  fh  11      villi   OruifAby'«i  Inlmler.— Fig.  49  shows  tJie 


Fif .  «e.— Modill«d  Onus V«  Ether  lubider. 

eluuiilKtr   for  prevtfutinx  frfft^xlrtf  of  flihtitjii?  i 
«(,  ii»pc<Mi:lc  for  iuflatio^  cuthlon  of  fiMie-]>icoei 
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most  recent  modification  of  this  apparatus.  From  2  to  4  drachms  of 
the  purest  ether  should  be  poured  upon  the  previously  moistened 
sponge,  and  the  face-piece  gradually  applied.  Swallowing,  tem- 
porarily suspended  breathing,  and  coughing  are  not  uncommon, 
even  with  care.  Excitement  and  struggling  are  more  frequently 
met  with  than  when  using  Clover's  apparatus.  Gradually,  how- 
ever, the  breathing  becomes  more  regular  and  stertorous,  and  the 
usual  signs  of  ether  anaesthesia  appear.  Fresh  air  should  be  allowed, 
by  removing  the  inhaler,  about  as  often  as  with  Clover's  inhaler. 
This  method  is  inferior  to  Clover's  for  indttcing  amesthesda ;  but 
when  consciousness  has  been  destroyed  by  nitrous  oxide  or  the 
A.  C.  E.  mixture,  Ormsby's  inhaler  is  particularly  useful  for 
fnaintaini7ig  ansesthesia  with  ether. 

6.  By  ether.  ^^Open^^  metliod.— A  towel  folded  into  the 
shape  of  a  cone,  at  the  apex  of  which  a  sponge  wrung  out  of  tepid  water 
is  placed,  may  be  employed  ;  but  a  Rendle's  mask  (Fig.  50)  of  leather 

or  celluloid,  partly  covert  with  domett^ 
is  more  convenient.  The  ether  should 
be  gradually  given  at  first;  but  when 
excitement  commences  the  aniesthetic 
should  be  freely  pushed,  and  the  usual 
signs  of  anaesthesia  will  be  produced, 
though  often  i-ather  tardily.  The  method 
is  wasteful  and  inferior  to  others  for 
«,     -^    «    ^1  ,   ^   ».       J.       Jreneral  use.    It  may  be  advantaireonslY 

Fig.  50— Kendle's  Haak,  made       »,  ,  .    -^  .         Tv  ,        f 

from  Celluloid.  cliosen,   however,  m  cases   in  which  air 

limitation  would  be  open  to  objection,  and 
in  those  in  which  very  little  anaesthetic  indeed  is  needed. 

7.  By  nitrons  oxide,  folio  wed  by  etiier.— These  anm- 
thetics  may  be  thus  given  in  succession.  An  ordinary  nitrous  oxide 
apparatus  (Fig.  47)  and  an  Omisby's  ether  inhaler  (Fig.  49)  are 
employed.  Nitrous  oxide  is  administered  in  the  usual  way  till  jerky 
respiration  and  clonus  occur.  One  inspiration  of  air  is  then  allowed, 
and  the  ether  inhaler,  previously  charged  with  ether,  is  applied 
during  the  following  expiration.  The  next  few  inspirations  are 
usually  cut  short  or  prevented  by  the  strong  ether  vapour,  and  con- 
siderable cyanosis  is  occasioned  for  a  few  moments.  Respiration 
soon  becomes  more  regular,  however,  and  at  this  juncture  fresh  air 
may  be  allowed  in  sufficient  quantity  to  re-establish  the  colour. 
When  aniesthetising  children,  feeble  subjects,  and  old  persons,  some- 
what more  air  should  be  allowed  during  the  transition  from  "  gas  " 
to  ether  than  is  generally  adWsable.  This  particular  method  is  well 
adapted  for  anai»sthetising  /children,  adolescents,  and  very  nervous 
women.  Nitrous  oxide  and  ether  may  also  be  given  together  by 
emplo3dng  the  stopcock  and  gas-bag  of  Fig.  47  fitted  to  a  Clover's 
inhaler  (Fig.  48).  The  bag,  tilled  with  "  gas,"  is  attached  to  the 
charged  ether  chamber,  and  the  face-piece  is  applied.  Air  is  at  first 
breathed;  nitrous  oxide  is  then  turned  on,  and  half  the  "gas" 
breathed  out  through  valves ;  the  remaining  half  is  then  breathed  to 
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and  fro  by  turning  the  valves  off;  and  ether  is  admitted  in  increasing 
quantities  by  rotating  the  ether  chamber.  When  clonic  movements, 
deep  stertor,  or  much  cyanosis  arise,  one  breath  of  air  should  be 
given.  The  administration  is  subsequently  conducted  as  already 
described  (page  274 :  paragraph  4).  This  particular  method  gives 
better  results  than  the  preceding  in  dental  practice  and  in  anses- 
thetising  powerfully-built  or  alcoholic  men  for  ordinary  surgical 
operations. 

8.  By  chloroform.  ^^Open''  niethod.;;^This  is  to  be  pre- 
ferred to  other  methods  for  ordinary  cases.  A  double  thickness  of 
lint  pinched  up  into  the  shape  of  a  small  fan,  the  comer  of  a  towel 
drawn  through  a  safety-pin,  a  Skinner's  mask  (Fig.  51),  or  any 
similar  arrangement  permitting  free  access  of  air,  may  be  employed. 
Closely-fitting  inhalers  should  never  be  used.  The  best  form  of 
drop-bottle  for  sprinkling  the  chloroform  is  that  known  as  Thomas's. 
A  few  drops  of  the  ansesthetic  should  first  be  dropped  upon  the  lint, 
towel,  or  mask,  which  should  be  held 
a  trifle  away  from  the  face.  The 
object  of  the  ansBSthetist  should  be 
to  keep  up  the  more  or  less  continuous 
administration  of  a  well-diluted  va- 
pour ;  not  to  give  the  ansesthetic  in- 
termittently and  irregularly.  He 
must  steer  between  two  extremes. 
On  the  one  hand,  too  strong  a  vapour, 
with  the  absence   of  sufficient  air,  Fig.  si.-siduner'i  Mask. 

will  cause  struggling,  rigidity,  and  sus- 
pended breathing ;  on  the  other  hand,  too  dilute  a  vapour,  or  the  inter- 
mittent administration  of  very  small  quantities  at  a  time,  will  cause 
delay,  imperfect  anaesthesia,  pallor,  feebleness  of  pulse,  and  vomiting. 
These  remarks  apply  moi*e  particularly  to  moderately  healthy  and 
vigorous  subjects,  not  to  exhausted  or  feeble  persons.  The  few  drops 
first  sprinkled  on  the  lint  should  be  quickly  followed  by  a  few  drops 
more,  and  the  lint  more  closely  applied.  Any  holding  of  the  breath 
should  be  met  by  slightly  removing  the  lint.  As  the  administration 
proceeds,  respiration  grows  audible  and  deeper.  Incoherent  speech, 
excitement,  and  muscular  rigidity  are  not  uncommon  in  certain 
subjects.  Should  respiration  be  temporarily  suspended  during  the 
stage  of  rigidity,  the  chloroform  should  be  removed  during  the  deep 
and  quick  breaths  which  follow,  but  re-applied  gradually  as  these 
breaths  lessen  in  force  and  frequency.  If  this  precaution  be  not 
adopted,  an  over-dose  may  be  given;  for  the  circulation,  having 
alre^y  absorbed  a  considerable  quantity  of  chloroform  prior  to  and 
during  the  suspended  breathing,  will  quickly  absorb  a  considerable 
quantity  more  during  the  forcible  respirations  which  follow.  Some- 
times there  is  no  rigidity  or  excitement  But  under  either  set 
of  circumstances  the  breathing  gradually  becomes  regular  and 
softly  snoring,  the  dilated  pupils  of  partial  anaesthesia  grow  smaller, 
the  muscular  system  becomes  completely  relaxed,  and  the  comese 
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insensitive  to  touch.  The  patient  is  now  ready  for  any  surgical  opera- 
tion. The  circulation  under  chloroform  is  not  as  vigorous  as  that 
under  ether.  The  pulse  is  slower  than  normal  (in  most  cases),  and 
incised  parts  bleed  less  freely  than  under  efther.  All  physiologisti 
agree  that  a  considerable  fall  in  blood  pressure  takes  place.  Accord- 
ing to  the  Hyderabad  Chloroform  Commission,*  the  fall  of  pressure 
which  occurs  with  regular  breathing  is  of  vaso-motor  origin,  and 
is,  "if  not  a  safeguard,  absolutely  hannless."  Whilst  admitting 
that  the  fall  is  at  first  chiefly  due  to  vaso-motor  paralysis,  Mac- 
William  has  shown  that  actual  dilatation  of  all  cavities  of  the  heart 
occurs  under  chloroform,  and  that  the  fall  of  pressure  is,  in  the  later 
stages  of  administration,  largely  due  to  this  cause.  Gaskell  and 
Shore,  in  another  important  contribution  to  the  subject,  maintain 
that  the  effect  of  chlorofoim  on  the  vaso-motor  centre  is  rather  one 

of  stimulation 
than  depres- 
sion, and  attri- 
bute the  fall 
to  the  direct 
action  of  chloro- 
form upon  the 
heart  More 
r  ecently, 
Thornton  and 
Hare  have  gone 
over  the  ground 
again,  and  urge 
that  the  vaso- 
motor paralysiB 
is  the  dominant 

factor  in  the  fall  of  blood  pressure,  but  admit  that  cardiac  depression 
may  contribute,  especially  when  the  heart  is  previously  diseased. 
They  disagree  with  the  Hyderabad  Commission  that  the  low  blood 
pressure  is  in  any  way  a  safeguard ;  and,  in  conclusion,  corroborate 
MacWilliam's  statement  that  dilatation  of  the  heart's  cavities  is 
invariably  produced  in  deep  chloroform  anajsthesia.  Quite  recently, 
Pickering  has  shown,  by  experiments  on  the  heart  of  the  chidk 
embryo— a  heart  not  yet  possessing  nervous  connections  with  the 
central  nervous  system — that  chloroform  has  a  distinctly  depressing 
effect  upon  the  cardiac  muscle  itself. 

In  administering  chloroform,  attention  should  be  paid  to  the 
following  points  : — (1)  The  respiration.  This  should  either  be  heard 
or  felt  throughout.  A  soft  regular  snoring  is  to  be  encouraged.  (2) 
The  pulse.  This  should  be  carefully  watched,  in  addition  to  the 
breathing.  (3)  The  colour.  Simple  cyanosis  points  to  some  inter- 
ference with  respiration,  whilst  circulation  is  but  little  deranged; 
it  is,  hence,  common  when  the  air-supply  is  restricted  or  when  the 
respiratory  movements  are  inadequate.      Pallor,  the  indication  o£ 

*  Report,  p.  137. 


Fig.  52.— Junker's  lulialer,  with  Flannel  Faoe  piece,  for  administer- 
ing Chloroform. 
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circalaiory  depression,  may  arise  from  surgical  shock,  impending 
vomiting,  inadequate  breathing,  or  the  administration  of  an  over-dose. 
(4)  The  corneal  reflex.  (5)  The  pupiL  A  minutely-contracted 
pupil  usually,  but  by  no  means  necessarily,  means  a  rather  light 
anaesthesia.  A  moderately-contracted  pupU  is  common  in  proper 
chloroform  amesthesia.  A  moderately-dilated  or  dilated  pupU  may 
either  mean  a  deep  or  a  light  anassthesia.  In  some  cases  a 
widely-dilated  pupil  is  present  throughout  perfectly  established 
ansesthesia.  The  pupU  is  of  little  use  as  a  guide  till  the  patient  has 
been  anseethetised  for  some  little  while,  and  even  then  the  effects  of 
more  or  less  of  the  ansesthetic  must  be  observed  before  inferences 
can  be  drawn.  (6)  The  act  of  deglutition.  This  is  absent  in  deep 
anaesthesia.  (7)  The  state  of  the  muscular  system.  (8)  Phonated 
expiratory  sounds.     'J'hese  point  to  moderately  deep  anaesthesia. 

9.  By  chloroform  with  Junker's  apparatus.— The  latest 
form  of  this  inhaler  is  represented  in  Fig.  52.  By  working  the  hand 
bellows,  air  is  made  to  bubble  through  the  chloroform  in  the  bottle, 
thus  becoming  charged  with  ansesthetic  vapour.  The  face-piece  into 
which   this   chloroform-laden    air    is 

pumped  should  fit  the  face  loosely, 
80  that  the  vapour  may  be  freely 
diluted  with  fresh  air.  Having  made 
certain  that  the  inhaler  is  in  work- 
ing order,  the  anaesthetist  should 
apply  the  face-piece  with  one  hand, 
whilst  he  pumps  gently,  steadily,  and  ^'^''^^^^''ll^'^J^.Z'^ 
rhythmically   with  the   other.      The  chloroform  Vapour. 

great  advantage  of  Junker's  inhaler 

is  that  a  more  or  less  equable  and  well-diluted  chloroform  vapour 
may  be  continuously  administered.  Its  disadvantages  are  that  its 
management  occupies  a  considerable  share  of  the  anaesthetist's 
attention,  and  that  difficulty  may  be  ex}3erienced  in  producing  deep 
ansesthesia  with  it,  especially  in  vigorous  or  alcoholic  subjects. 
But  Junker's  inhaler  is  of  great  value  for  keeping  up  ansesthesia 
during  operations  upon  the  mouth  or  nose.  For  these  cases  a  bent 
metal  mouth  tube,  or  a  silk  catheter  for  introduction  through  the 
nose,  may  be  attached  to  the  flexible  exit  tube  of  the  inhaler,  in 
place  of  the  face-piece.  The  modified  Mason's  gag  of  Fig.  53  is 
useful  in  some  cases ;  the  flexible  tube  of  Junker  s  apparatus  being 
attached  to  the  metal  tube  running  along  the  arm  of  the  gag. 

10.  By  the  A.  €•  £•  mixture*— This  mixture,  which  consists 
of  one  part  of  alcohol,  two  of  chloroform,  and  three  of  ether  (Greorge 
Harley),  may  be  conveniently  administered  by  means  of  a  SkinnePs 
or  Rendle's  mask  (Figs.  50  and  51).  For  infants  and  young 
children  the  former  may  be  used  throughout ;  but  far  adults  the 
latter  should  be  substituted  after  paitial  ami^HtheHia  lias  h&cu  r  ir  >j. 
The  anaesthesia  produced  resembles  thbit  of  chJoroform  m  im  -l 
respects;  but  respiration  is  deeper  and  circuiatton 
There  are  two  important  points  in  admlnisteriug  thLt  in 
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that  small  quantities  only  (half  to  one  drachm)  should  be  added  at  a 
time ;  and  that  fresh  air  should  be  freely  admitted  throughout. 

11.  By  the  A.  C.  E.  mixture,  followed  by  ether.— This  is 
an  excellent  method  of  producing  anaesthesia  in  many  caaea.  A 
Hendle's  or  Skinner's  mask  (Figs.  50  and  51),  or  both  in  saccet- 
sion,  should  be  used  for  the  mixture;  and  an  Ormsby's  inhakr 
(Fig.  49)  for  the  ether.  Partial  anaesthesia  having  been  induced 
by  the  mixture,  the  Ormsby's  inhaler,  charged  with  ether,  should  be 
gradually  applied.     Excitement  and  struggling  are  rare. 

12.  By  morphine  ivith  a  general  anaRftthetic.— The 
injection  of  from  ^  gr.  to  J  gr.  of  morphine,  with  or  without  y^  gr.  ol 
atropine,  is  strongly  reconmiended  by  some  as  a  preliminary  measure 
beforegeneral  anaesthesia.  The  susceptibility  of  the  patient  to  morphine 
should  be  previously  ascertained,  and  his  general  state  of  health 
carefully  considered  before  this  mixed  narcosis  is  employed.  The 
injection  should  be  made  about  twenty  minutes  l)efore  ike  hour  fixed 
for  operation.  When  patients  are  thus  treated,  or  when  an  <^iate 
has  for  other  reasons  been  given,  it  will  be  found  that  much  smaller 
quantities  of  the  anaesthetic  than  usual  are  required  ;  that  excite- 
ment, struggling,  rigidity,  salivation,  and  cough  are  exceptional ;  and 
that  it  is  often  possible  to  keep  up  a  passive  and  analgesic  condition 
with  extremely  small  doses  of  the  anaesthetic.  The  combination  of 
morphine  and  chloroform  is  said  to  prevent  inconvenient  vascularity 
in  cei'ebral  operations  (Horsley) ;  and  the  analgesic  state  which  may 
l>e  secured  by  the  method  has  l)een  found  of  service  in  the  surgeiy 
of  the  mouth  and  nose  (Thiersch).  In  giving  an  ansesthetic  after 
morphine,  care  must  always  be  taken  to  administer  as  little  as 
possible,  otherwise  the  respiratory  functions  may  become  depreMed. 

Other  methods.— The  so-called  "bichlonde  of  methylene  ** 
(a  mechanical  mixture  of  chloroform  and  methylic  alcohol),  ethidene 
dichloride,  bromide  of  ethyl,  and  amylene  or  pental,  are  inferior  in 
one  or  more  respects  to  the  antesthetics  above  considered. 

3.  The  choice  of  the  ansesthetic  and  of  the  method  of 
its  administration. 

Looking  at  the  matter  in  its  broadest  aspect,  we  may  arrange 
cases  requiring  a  general  antesthetic  in  two  main  groups  :  (1)  thoae 
presenting  no  special  peculiarities — in  other  words,  ordinary  or 
averat/e  cases;  and  (2)  those  in  which  some  departure  from  our 
usual  method  of  procedure  is  necessary — these  may  be  called,  for 
l>urposes  of  description,  excejytioncd  cases, 

1.  The  choice  of  anwsthetica  and  methods  for  rovtiae 
use  in  ordinary  cases.— Our  endeavour  should  be  to  select  that 
anaesthetic  which  has  the  least  risk  to  life  attached  to  it.  It  heuoe 
follows  that,  whenever  practicable,  nitrous  oxide  should  be  choeoi. 
When  this  gas  is  administered  as  has  been  described,  it  will  be  foimd 
that  many  operations  often  regarded  as  beyond  its  range  may  be 
successfully  pei-formed,  so  far  as  the  avoidance  of  all  pain  is  con- 
cemed.  In  the  event  of  nitrous  oxide  being  inapplicable,  as  it  is 
in  most  surgical  cases,  the  next  safest  aueesthetic — viz.  ether — should, 
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if  poaitthl^  be  chosen.  Ether  may  often  be  satisfactorily  given 
altboilgil  amMUrently  contra-indiciited.  For  general  application 
Clo¥er*»  meibod  (Methixl  -1)  is  the  best ;  but  if  the  aiue^thetist  is 
ctonroiiM  of  sparing  the  patient  the  initial  discomforts  of  ether, 
Ibe  tnay  mther  give  nitrous  oxide  (Method  7)  or  the  A,  C»  E,  mixture 
(Method  11)  as  a  preliminary  anieHthetic, 

2.  Xhe  rhoire  oCfliiir«itiefiei«  itiid  iiiftlioclfii  fur  speeial 
^tfelieiil«»  and  •*«!*€!»«,  lh<*  ci|»<^r5itioii  liriiii;^  of  wiirti  n  nature 
tiijai  iilirtiUM  oxide  alone  iii  iuafluii^»<iil>le,  Agtf,  trrnitera- 
«it«m/,  general  p/tt^jiiqtie^  ^c, — For  infants  the  A,  C,  K  mixture  on  a 
Skinner's  inmik  (not  a  cone)  answers  well ;  but  ether  may  be 
■afely  given  on  a  cone  of  lint.  Chloroform  should  be  administered 
ati  lint,  on  an  oj^^en  Skinners  mask,  or  by  means  of  Junker's  ap{>ara- 
toe  with  tljiimel  face-piece  (Fig.  52),  For  children  of  from  two  to 
four  y tsars  the  A.C  K,  mixture  should  be  given  to  partial  anjtsthesia, 
mnd  then  ether  from  a  Clover*,  or  Ormsby's  inhaler  snbstitut+'d.  For 
•eoile  Mibjecta  (over  70  yeai-s),  the  A*  C»  E.  mixture  (Method  10) 
mxmwetn  k*e»t  ;  should  any  respiratory  dilticulty  appear,  chlorofomn 
aliould  be  substituted  :  and  only  small  quantities  of  the  nniet^thetio 
^will  lie  needed  when  once  amtstheaia  ban  been  prtxluced.  Extremely 
li0Uix>uc  and  hysterical  women  are  best  ansestJietised  by  nitrons 
ojdde  and  etlier  (Method  7).  Stout,  Babby,  bivathle«s  subjecta, 
^nritli  a  feeble  circulation  and  a  congested  apj>earance,  are  beat 
Aoat-sthetised  by  the  A.  C,  K.  mixture,  followed  by  etht*r  (Metho<l 
1 1 ),  or  by  the  A*C.  E.  mixture  alone  (Method  10).  For  ami^sthe- 
mim\f%g  very  tnuscalar  and  vigoixius  men  or  alcoholic  subject^  etlier 
im  |if«lerahle  to  all  other  aniesthetics  ;  it  may  bi*  advantagt*ouii1y 
premied  by  niti^us  oxide  or  the  mixture  (Methods  7  and  1 1). 

^^jfeciU^fui  of  the  rrgpiratory  ity^tem,—  In  wlvanced  chronic  bron- 

^crhitis,   eiuphyHenirt,  or  phthisiH,  the  A,  C.  E.  mixture  usually  gives 

-tbe    \wml  resulUL      A   very   profound    anaesthesia    must   be  avoided  ' 

boold  any  diihculty  arise,  ehJurofuim   may  V>e  substituted.     When 

l»ch  dyi*pnu*ii  is  prt^&ent,  the  last-named  anaesthetic  should  lie  used 

from  the  tirsu     Chloroform   is  aIho   indicated  when   cyanosis  from 

laryngiVft.!  disease,  pressure  upon  the  trachea,  alidandnal  distension, 

or  AUnilftT  causes,  is  prem^nU     In  longstanding  ]>leural  disease  ether 

may   be  successfully    given  if  cai-e  be  exercised.     {S^e  next  page : 

Opemtious  up<m  the  pleura  or  luug.) 

tA/ttiwn«  ti/tht  ruunifafon/  tti/ntein. — When  ani^sthetising  piatients 
with  advanctH^l  aUectiouH  of  the  heart,  pericardium,  or  Jilood- vessels, 
mil  uiineotjsaary  strain  upon  the  circulation  sljould  be  avoided.  In 
[UOe»t  cafles  tlie  A.  C.  K.  niixtuit:  cautiously  given  (Method  10) 
ADftwer^  admirably.  Should  much  respiraUjr}'  di^culty  pre-existi 
ahould  it  ari&o  under  this  anu^stlietic,  chloroform  must  be  used. 
In  vory  cxliausted  or  collapstni  patient>»,  ether  given  in  small  quan- 
"*"'       and  with  moiv  air  tlian  is  customarily  alloived,  protluces  the 

klftcm*   qf  the   c«f*iriif   fi^voiut  m/«t^nn. —  If    the    patient    lie 
or  aemi-comatose  fr*3m  cerebrai  disease,  very  little  aijjesthetic 
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will  be  required.  In  such  cases  the  use  of  morphine  before  ether  or 
chloroform  should  be  avoided.  Iii  ansesthetising  epileptics  a  mouth- 
prop  should  be  placed  l)etween  the  teeth,  in  case  an  attack  occurs. 

Renal  disease. — Patients  with  advanced  renal  dist^ase  may  be 
safely  aiiiesthetised  by  ether,  provided  that  other  morbid  coDditiom 
oontra-indicating  this  anaesthetic  are  absent 

Menstruation^  pregnancy. — It  is  as  well  to  withhold  ansesthetics 
during  the  menstrual  period.  Prognant  women  should  be  aniesthe- 
tised  by  methods  which  are  not  likely  to  induce  convulsive  move- 
ments, struggling,  coughing,  or  vomiting. 

Operations  toithin  or  about  tJie  nose  or  moiUL — The  best  plan  in 
these  cases  is  iirst  to  place  the  patient  well  under  ether  (preceded,  if 
desired,  by  nitrous  oxide  or  the  A.  C.  £.  mixture),  and  then  to  keep 
up  unconsciousness  with  chloroform.  Many  operations  (e.t/.  thoee 
for  the  removal  of  adenoids,  tonsils,  or  nasal  polypi,  as  well  as  those 
for  the  extraction  of  numerous  teeth)  may  be  very  conveniently  per- 
formed after  a  free  administration  of  ether,  no  further  application  of 
the  inhaler  being  necessary.  But  for  long  operations  on  the  jaws, 
tongue,  palate,  etc.,  this  plan  hardly  suiHces,  so  that  a  change  to 
chloroform  should  be  effected,  the  conjunctiva  being  allowed  to  re- 
gain its  i^flex  to  a  slight  extent  before  the  chloroform  vapour  is 
pumped  into  the  mouth  or  nose  by  the  Junker's  apparatus  already  de- 
scribed (Method  9).  The  sitting  posture  is  only  admissible  when 
ether  is  employed.  When  it  is  necessary  to  give  chloi-oform,  either 
from  the  commencement  or  after  ether,  the  patient  should,  if  con- 
venient to  the  surgeon,  either  be  placed  upon  his  side,  with  his  cheek 
ujx)n  the  pillow — an  excellent  posture  in  many  cases — or  upon  his 
back,  with  his  heail  completely  extended  over  the  end  of  the  table. 
Should  any  other  posture  be  necessary,  the  anaesthetist  must  be 
careful,  lest  blood  accumulate  in  undesirable  quantities  above  or 
within  the  larynx.  As  a  rule,  only  a  moderately  deep  aniesthesia 
should  be  maintained.  If  the  hsemoiThage  is  profuse,  either  re- 
peated sponging  will  be  needed  or  the  head  must  be  turned  to  the 
side  occasionally  for  di*ainage.  Unattached  sponges,  so  large  that 
they  can  be  just  introduced  into  the  mouth,  answer  well  for  sweep- 
ing round  the  back  of  the  throat,  and  several  of  them  should  be  at  hand. 
Ojieralvtns  in  t/te  region  of  tJie  neck. — Ether  produces  so  mudi 
va8cular  engorgement  in  this  region  that  many  surgeons  greatly  pre- 
fer chloroform  or  the  A.  C.  K  mixture.  Chloroform  is  certainly 
the  best  anesthetic  for  tracheotomy,  laryngotomy,  and  operations 
upon  the  thyroid  gland.  Cardiac  depression  from  interference  with 
the  vagus  may  arise  in  some  cases  of  this  class. 

Operations  upon  the  pleura  or  lung. — In  most  cases  of  empyems 
a  small  quantity  of  the  A.  C.  E.  mixturo  should  l>e  first  administered 
on  a  Skinner's  mask,  and  then  ether  should  be  slowly  given  from  a 
Rendle's  inhaler.  Deep  amesthesia  must  be  avoided.  If  ether  be 
badly  borne,  the  mixture  or  chloroform  may  be  substituted.  In 
recent  cases  of  empyema,  with  fever  and  cyanosis,  general  aniesthesus 
even  of  moderate  tlegree,  is  very  hazardous. 
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Abdominal  operations, — In  most  cases  ether  may  be  employed. 
When  once  the  patient  is  fully  anaesthetised,  Ormsby's  inhaler  pro- 
duces better  results  than  Clover's.  Jerky  breathing  and  venous 
engorgement  may  be  due  to  (1)  too  great  a  i*estriction  of  air,  (2)  too 
much  ether,  or  (3)*Bome  easily  remedied  obstruction  about  the  mouth 
or  pharynx.  Should  any  delay  arise  in  securing  tranquil  respiration 
or  complete  relaxation,  chloroform  should  be  substituted,  care  being 
taken  to  administer  this  anesthetic  in  small  quantities  so  long  as 
respiration  remains  quick  and  forcible.  Generally  speaking,  a  deep 
anaesthesia  should  be  maintained  throughout,  in  order  to  avoid 
rigidity,  retching,  and  coughing.  In  most  cases  of  intestinal  obstinic- 
tion,  however,  a  deep  anaesthesia  is  usually  contra-indicated,  owing 
to  the  patient's  exhausted  condition.  In  such  cases  it  is  im[X)rtant 
that  the  head  should  be  kept  on  its  side  throughout,  for  vomiting 
may  occur  very  quietly ;  and  if  the  head  be  in  the  mid-line,  asphyxial 
symptoms  of  a  grave  character  may  arise. 

Operations  upon  the  genito-urinary  organs  and  rectum. — Very 
deep  anaesthesia  is  needed  in  these  cases.  For  lithotrity  and  supra- 
pubic cystotomy  in  fat  or  elderly  subjects,  the  A.C.E.  mixture 
usually  answers  well. 

Operations  upon  tJie  brain  and  its  membranes, — The  A.C.E. 
mixture  or  chloroform  should  be  chosen,  owing  to  the  turgid  state  of 
tlie  vessels  under  ether.     (See  Method  12,  page  280.) 

4.  The  difficulties,  accidents,  and  dangers  of  general 
anaesthesia. 

1.     Respiratory. 

(a)  BiAculties  in  or  failure  of  respiration,  due  to 
tbe  presence  of  some  meeiianical  obstruction  to  tiie 
firee  entry  or  exit  of  air.— Mechanically-obstructed  breathing 
during  anaesthesia  is  more  common  than  is  generally  supposed.  As 
examples  the  following  conditions  may  be  cited.  The  lips  of  eden- 
tulous subjects  may  become  approximated,  thereby  preventing 
inspiration.  The  tongue  may  obstruct  respiration  in  three  ways : 
it  may  become  greatly  enlarged  from  vascular  engorgement ;  it  may 
be  drawn  backwards  by  muscular  spasm  (as  in  deglutition)  during 
the  stage  of  rigidity  preceding  deep  anaesthesia  ;  or  it  may  gravitate 
towards  the  pharyngeal  wall  when  the  head  is  in  the  mid-line  and 
the  muscular  system  relaxed.  Pre-existing  inadequacy  of  the  nasal 
passages  greatly  favours  the  supervention  of  embarrassed  breathing, 
especially  in  muscular  subjects  with  good  teeth.  One  of  the  com- 
monest causes  of  temporarily  suspended  breathing  is  }>artially  per- 
formed deglutition,  the  larynx  remaining  pushed  up  against  the 
epiglottis.  Laryngeal  spasm,  known  by  inspiratory  stridor  of  high 
pitch,  is  common  in  moderately  deep  anteBUie8i&  It  is  ofben  con- 
nected with  the  presence  of  a  jilug  of  liuieuy  within  ili'  ir^i  .^i  tr 
with  a  small  quantity  of  bloody  tuid  i»iLti«ide^  alt^*  u  U 
The  spasm  may,  however,  be  retiex— due  to 
condition  is  not  dangerous  under  ether  \  but  thai 
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to  which  it  necessarily  leads  must  be  carefully  watched  when  using 
chloroform.  Patients  with  enlarged  tonsils  should  be  ansesthetiaed 
with  caution,  as  the  stertor  induced  sometimes  passes  into  complete 
obstruction.  Among  the  adventitious  substances  which  may  impede 
or  arrest  breathing  may  be  mentioned  vomited  mattera,  blood,  mucus, 
pus,  portions  of  morbid  growth,  extracted  teeth,  pre\4ou8ly  looee 
teeth  or  tartar,  and  dental  mouth  "  props." 

The  treatment  which  should  be  adopted  for  the  relief  of 
obstructed  breathing  is  simple.  An  attempt  should  tirst  be  made  to 
remove  the  cause.  Putting  aside  the  presence  of  foreign  bodies, 
obstructed  breathing  may  in  nine  cases  out  of  ten  be  immediately 
relieved  by  pushing  the  lower  jaw  forward  from  behind,  care  being 
taken  to  see  that  the  teeth  are  not  "  locked."  This  manoeuvre  not 
only  brings  the  tongue  away  from  the  pharynx,  but  the  epiglottis 
from  the  larynx.  It  may  advantageously  be  combined  with  exten- 
sion of  the  head  and  neck.  Should  it  not  succeed,  the  mouth  most 
be  opened  by  means  of  a  wedge  or  gag,  and  the  linger  passed  to  the 
base  of  the  tongue,  which  should  be  hooked  forwards.  Should  this 
not  answer,  the  tongue  must  be  pulled  forwards  vigorously  with  the 
tongue  force])8.  If  this  produces  no  good  effects,  the  chest  should  be 
forcibly  compressed  fi-om  the  front  and  sides.  Lastly,  should  breath- 
ing still  remain  ohstl^lcted,  laryngotomy  must  be  performed.  Should 
any  of  the  foreign  IxKlies  above  enumerated  be  the  cause  of  the 
obstruction,  steps  must,  of  course,  be  immediately  taken  for  their  . 
removal,  or  for  the  admission  of  air  by  laryngotomy.  If,  after  a  free 
air-way  to  the  lungs  has  l)een  established,  respiration  still  remains  in 
abeyance,  artificial  respiration  should  be  performed.     ( Vide  tn/ro.) 

(b)  Threatened  or  eomplete  failure  of  respiratioB 
occ-iirrin^  independently  of  any  meciianicai  obstrsetl^B. 
— Respiratory  failure  of  this  kind  may  arise  (1)  from  paralysis  o£ 
the  respiratory  centres,  or  (2)  from  spasm  of  the  respiratoiy 
muscles. 

(1)  Paralytic  cessation  of  respiration  is  most  commonly  due  to 
an  over-dose  of  the  anaesthetic ;  but  it  may  be  connected  with  inter> 
current  asphyxia,  syncofje,  or  morbid  states  of  the  respiratory  system. 
When  chloroform  is  given  in  toxic  quantities,  the  paralysis  of  breath- 
ing which  occurs  is  almost  invaiiably  associated  with  an  extremely 
feeble  pulse  and  pallor ;  whereas  with  ether  the  circulation  is  not 
dangerously  depressed  at  the  moment  when  respiration  ceasos,  sare 
in  the  case  of  patients  in  a  very  feeble  state  of  health  before  the 
administration. 

The  treatment  which  should  be  immediately  adopted  in  pialytie 
respiratory  failure  is  artificial  respiration.  Ju  minor  cas«>!S,  oiij^H 
when  the  chest  walls  are  sufficiently  elastic,  rhythmic  ooiiiprf^^^ 
sion  of  the  thoracic  parietes  will  suffice ;  but  in  ordinary  cases 
Silvester's  method  should  be  systematioally  applied.  The  patk>iit 
should  be  placed  horizontally,  with  his  head  over  the  end  of  tbe  laMe 
or  side  of  the  l:)ed.  His  tongue  should  be  dmwu  out,  to  avoid 
obstruction.     The  aneesthetist^  standing  behind  hln  patienl^ 
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grasD  ibe  arms  just  above  the  elbows  and  press  them  forcibly  and 
8t49ftailjr  Agmiiwt  the  sides  of  the  chest  (expit*ation).  He  should  now 
■lowly  extend  them  ov^er  the  [patient's  Jiead  (inspiration).  Tliiii 
double  procedure  tjhould  l>e  repeatetl  i^igularly  alwut  twenty  tiniew  in 
e^eJl  minute.  Care  must  be  taken  that  air  rt'Jilly  enters  th**  chest. 
Sliocdd  sufficient  help  be  ^t  htind,  expiitLtiou  may  Ixi  assisted  by 
making  abdominal  pressut^e. 

{t)  Spasmodic  respiratory  failure  in  apparently  most  common 
dttring  the  Htage  immediately  preceding  com[dete  narcosis^  and  ia 
probably  more  liable  to  arise  in  muscular  and  in  emphysematous 
sobjects  than  in  others.  It  has  |iroved  fatal  on  several  oceasiona, 
oirim?  to  the  imposmbility  of  overcoming  the  rigid  tixity  of  the  chest. 
It  may  co^xbt  with  oliatruction  to  bre^ithing.  Minor case^j  nmy  yield 
to  8tir«iter'H  artifieia]  respiration  or  to  forcible  coniprension  of  the 
ebMA  from  lielow  the  costal  marj^^n  or  from  the  sides,  fiut  io  the 
gpavw  fonus  of  npasm,  direct  lunjtu  iudation  by  bellows  through  the 
■milh  or  through  the  oj>ened  larynx  appears  to  hold  out  the  beat 
ekaiices  of  succeaa 

2.   CiRCULATOHY. 

Tliere  is  one  fact  which  stands  out  prominently  in  connection 
irith  circulatory  failui-e  during  aniesthejiia  :  mimely,  thai  except  when 
yib  failure  occurs  as  the  result  of  the  surgical  procedure,  it  in  in  the 
groat  majority  of  cases  connected  with  or  dependent  upon  em- 
baria^Btd  or  SQspended  bi*ea thing,  and  must,  therefore,  be  treated  by 
oieasiires  directed  towards  the  re-establi.shment  of*  re^^piration. 
Mfidic^i  literature  abounds  with  instances  of  mi^ii'ected  treatment. 
Whtbit  the  exhibition  of  such  cardiac  stimulants  as  ether*  brandy, 
dtgilali^  and  ammonia  may  be  strongly  called  for  when  the  circula- 
tioD  has  been  depressed  from  haemorrhage,  shocks  or  prolonged! 
axpoaure,  they  are,  generally  speaking,  useless  in  other  circum- 
abiseai:  as«  for  example,  when  the  patient  has  become  asphyxiati'd 
daiiog  die  stage  of  excitement  and  struggling,  or  when  the  cireuiatiim 
baa  Miflered  from  the  t<jxic  effects  of  chlorofornu 

Tlie  prediapogiitg  aiiiseji  of  circulatory  failure  duritig  amesthesia 
are  *— ^1)  Extreme  exhaustion  or  shock  prior  to  the  administration  ; 
(i)  oanUac  and  respiratory  atiectionn,  attended  by  imjiaired  cardiac 
a^OQ  ;  and  possibly  (3)  appi^hension  and  fear.  Instances  of  (1) 
and  (S)  may  be  found  in  such  ca&es  as  amputation  at  the  hip  joint  in 
alieetic  and  feeble  subject,  primaty  amputations  for  railway  injunes^ 
and  Oporations  upon  patients  with  advanctM:!  heart  ati'ections,  or  witli 
pl0liro|Mieamouia  attended  by  empyema  and  pyrexia.  Whether 
appffubension  and  fear  ever  really  lead  to  syncop*^  during  amesthesia 
ia  very  um-^rtain*  The  so-called  '*  deaths  f«*om  fright"  at  the 
li«gtlin:  1  halation  liave  hitherto  been  met  mth  under  chloro- 

Ibmi,  n  r  other  aniesthetics. 

Of  the  ^(JBeiiing  cau^s  of  circulatory  failure  may  be  mentioned: — 
(I)  The  lurgioa]  procedure  itself;  (t2)  any  pi*onounced  atfphyxial 
OQadJiionii :  (3)  the  administration  of  toxic  doses  of  the  ainesthetic  ; 
and  (4)  the  act  of  vomiting. 
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(1)  The  surgical  procedure  must  be  regarded  as  one  of  the  moit 
frequent  causes  of  circulatory  depression  during  anaesthesia.  When 
haemorrhage  is  profuse  or  protracted,  when  the  patient  has  been 
lying  exposed  for  a  long  while  upon  the  operating-table,  or  when 
operations  are  being  performed  in  the  neighbourhood  of  the  vagos 
or  solar  plexus,  all  grades  of  surgical  shock  may  be  recognised, 
however  carefully  and  skilfully  the  antesthetic  may  be  given. 
Symptoms  attributable  to  these  causes  usually  come  on  more  or  leas 
gi-adually,  though  they  may  (as  in  the  case  of  vagal  irritation)  be  so 
sudden  as  to  be  indistinguishable  from  those  attending  the  gravest 
forms  of  syncope  due  to  an  excessive  dose  of  chloroform.  Grenerally 
speaking,  the  pulse  becomes  weaker  and  quicker,  the  face  pale,  the 
eyelids  more  and  more  separated,  the  extremities  cold,  and  the  pupils 
dilated.  As  a  rule,  respiration  is  but  slightly  affected.  In  minor 
cases  of  surgical  shock  the  antesthetic  should  be  sparingly  given,  the 
head  kept  low,  the  body  warm,  free  respiration  encouraged,  and  an 
enema  of  hot  bmndy  and  water  administered.  Should  the  patient 
be  able  to  swallow,  the  mouth  may  be  kept  moist  and  the  lips  rubbed 
with  the  corner  of  a  towel  soaked  in  brandy  and  water.  In  cases 
presenting  more  or  less  sudden  symptoms  under  chloroform,  it  is  best 
immediately  to  lower  the  head,  raise  the  legs,  and,  if  necessary, 
perform  artificial  respiration.  Cloths  wrung  out  in  very  hot  water 
aj)plied  to  the  cardiac  area  will  sometimes  act  beneficially  in  pro- 
moting circulation.  Strychnine  and  digitalis  may  be  given  with 
advantage  in  cases  which  are  not  attended  by  too  urgent  symptoms 
(Tl\ij  of  the  liq.  strychninse  hydrochlor.  and  rt[y  of  the.tinct.  digitahs^ 
hypodemiically).  The  hypodermic  injection  of  ether  is  not  likely  to 
be  of  any  service  if  that  anaesthetic  is  already  present  in  the  circula- 
tion ;  but  in  surgical  shock  which  has  arisen  under  chloroform,  ether 
will  produce  improvement  in  the  pulse.  The  intravenous  injection 
of  saline  solution  (5j  of  common  salt  to  Oj  of. water)  has  also  proved 
successful  in  some  cases. 

(2)  The  term  asphyoeial  syncope  may  be  applied  to  circulatory 
failure  following  arrested  breathing.  In  these  cases  the  cyanosis 
produced  by  the  impaired  or  suspended  respiration  gives  place,  with 
various  degrees  of  rapidity,  to  pallor  and  cardiac  failure.  Errors 
have  frequently  been  committed'  in  regarding  the  circulatory  de- 
pression as  the  primary  factor,  the  observer  having  overlooked  the 
initial  respiratory  symptoms.  Other  things  being  equal,  feeble 
patients  are  more  liable  than  others  to  succumb  to  asphyxial  syncope; 
l)ut  the  most  healthy  and  vigorous  subjects  are  by  no  means  6«e 
from  this  liability,  more  particularly  when  chloroform  is  employed. 
This  is  owing  to  their  being  prone  to  muscular  rigidity  and  suspended 
breathing  during  the  so-called  "  struggling  "  stage  of  the  administra- 
tion. The  circulation  at  the  time  when  the  muscular  s|iasm  occurs 
contains  a  considerable  quantity  of  chloroform  ;  absorption  from  the 
pulmonary  passages  continues  to  take  place,  although  respiration  is 
in  abeyance ;  the  right  heart  l)ecoraes  more  and  more  engorged  from 
the  asphyxial  condition  ;  all  the  cardiac  cavities  dilate ;  the  ^lood 
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rapidly  fall«  ;  and  the  heart  ceases  to  beat.  It  is  an 
ig  aiid  signiticant  fact  tliat  vigorous  patiente  do  not  die 
€<ther  during  the  struggling  stage,  although  i-espimtion  ia  just 
Of  even  more,  liable  to  become  arrested,  the  stimulant  effect  of 
this  unieHthetic  apparently  sutficing  to  keep  the  circulation  going  till 
rrspimtioii  Ijeoonit?.**  re-established.  Extremely  feelile  and  exhausted 
jMitientJS  inay,  however,  fall  >rictinis  t^  asphyxial  syncope  even  under 
#*ther.  This  agent  protects,  ns  far  as  any  aniesthetic  can  protect,  ngainst 
ciirdiac  failure  ;  hut  the  heart  tnay  \m  so  feeble  that  a  comparatively 
alight  impediment  to  free  respiration  may  arre,st  it  In  "cases  of 
ttnuigulated  hernia,  for  example^  the  temporarily  arrested  breathing 
iiicidenfal  \%%  vouiiting  may  be  sufficient  to  lead  to  syncope  ;  and  a 
similar  8*equence  of  eventa  sometimes  occuin  in  cases  of  enii>yeina,  the 
ci»*f  '  catuse  of  the  sympt^^ius  being  respiratory  embarrassment^ 

an-     ,  r  Wfore  the  patient  is  fully  amesthetised,  or  subsetjuently 

lAo^iLe  operation  is  proceeding.  The  all-important  point  in 
l^nfttioti  witli  cases  of  this  group  is  the  uselessness  of  devoting 
tme  and  attention  to  the  re- establishment  of  the  circulation  without 
ibsi  res^toring  respii-ation, 

<S)  Circulatory  failure  from  an  ai-^r-doaf  of  //<^  antfMthetic  take^ 

pl«c«*  after  complete   amesthesia   has    become   established.       When 

aitfxma  oxide  or  ether  is  given  in  toxic   quantities  to  moderately 

Jlialtbr   patients,    respiratory   paralysis    ensues,    cyanosis    becomes 

red,  and  the  [mlse,  after  a  considerable  inter vaJ,  ceases  to  beat. 

adniinistration  of  an  over-dose  of  chlorofonn,  however^   has  a 

'hat  different  effect,  for  the  reduction  of  bloiMl  pressui^  and 

oardiAA  aettou  Itecomes  so  conspicuous  a  feature  of  the  cose  that, 

iviiea   respiration    ceases,    an   ashy    pallor  nither   than   cyanosis  is 

|M'iwqU>  and  there  is  little  or  no  ttitenal  between  the  cessation  of 

iMnvftllling  and  the  disapf)eii ranee  of  the  pulse.     MonLH)ven  in  some 

miltrfl  the  circulatory  phenomena  of  chloroform  |M>iRouitig  may  over* 

«lia<d0w  the  respiratory,  pallor  and  heart  failure  being  evident  whilst 

i^eiipinitioD  is  still  proceeding.     But  whilst  we  have  in  nitrous  oxide 

«an4  ether  agents  which,  when  given  in  toxic  doses,  do  not  depress  the 

oreuhition  of  healthy  patients  to  the  extent  which  is  observed  T^^th 

r!hlorofbrm,  it  must  be  bonie  in  mind  that  in  exliausted  subjects  tho 

line  nf  nitrous  oxide  or  ether  in  toxic  quantities  may  bo  followed  by 

n^id  cinrulatory  failure,  similar  in  its  main  features  to  that  met  with 

wh«^n  an  over-dose  of  chlorofoi-m  is  given  to  a  patirnt  in  good  lie;ilth* 

Th*  tJToatment  of  all  cases  in  this  chiss  is  the  same :  mimely,  to  jiro- 

oeeil  nt  onoe  to  artificial  i-espiration,  with  the  object  of  restoring  the 

ptttmotkary    circulation    and    of    ridding    the    Iflood    as    <piickly    as 

pOMlble  of  the  poison  which  it  has  absorlied.      Partial  or  romjilete 

ixi%*c?mton  (Nelaton)  may  advantageously  be  coml lined  with  artiticial 

n!!«ptrattou   in  some  cases.     Direct  compre^ssion  of   the  heart  fix>m 

babw  the  thoracic  margin  is  said  to  have  l>een  successful  in  a  few 

inataticesH  ;  but  any  [irocedure  of  this  kind  should  only  Iw?  undertaken 

AM  an  iiHjunet  to  artiticial  reapimtion, 

(4)  Oircolatory   depression    connected    with    roriHtlttf/    is    more 
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common  under  chloroform  than  under  other  antesthetics.  Directly 
the  stomach  has  ejected  its  contents,  the  colour  of  the  Oeu^  retama, 
and  no  further  trouble  ensues.  The  cases  of  fatal  vomiting  syncope 
have  in  all  probability  arisen  from  the  temporary  asphyxia,  inci- 
dental to  vomiting,  acting  upon  a  feeble  heart. 

5.  The  after-condition  of  the  patient. 

It  is  very  exceptional  for  the  administration  of  nitrous  oxide  to 
be  followed  by  any  unpleasant  after-effects.  Headache,  nausea,  and 
vomiting  may,  however,  occur,  and  are  more  prone  to  do  so  if  the 
gas  has  been  given  very  soon  after  a  full  meal,  or  if  a  double 
inhalation  has  been  found  necessary. 

After  the  use  of  chloroform  or  ether  for  a  surgical  operation,  the 
patient  should,  whenever  practicable,  be  turned  upon  his  side,  and 
then  left  perfectly  undisturbed.  In  this  position  stertor  will  sub- 
side, mucus  and  saliva  will  di*ain  away,  and  irritative  cough  will  be 
prevented.  The  ansesthetist  should  remain  by  his  patient  till  the 
conjunctival  reflex  has  become  fully  established,  and  till  respiration, 
which  is  liable  to  be  interfered  temporarily  with  during  vomiting, 
has  become  regular  and  quiet.  The  room  should  be  kept  dark,  noiae 
prevented,  visitors  excluded,  and  sleep  encouraged.  Ether  is  more 
frequently  followed  by  nausea  or  vomiting  than  chloroform,  although 
the  worst  forms  of  peraistent  vomiting  seem  more  common  after 
chloroform.  Elderly  persons  suffer  but  little  ;  whilst  florid  young 
men  and  young  women  are  frequently  greatly  disti'essed.  Alcoholic 
patients  quickly  recover  consciousness,  and  may  display  surprisingly 
few  symptoms,  even  after  protracted  anaesthesia.  The  mucui 
ejected  after  ether  is  frequently  bile-stained;  but  it  may  be 
brownish  (simulating  beef- tea)  from  a  minor  degree  of  congestive 
hsematemesis. 

The  })atient's  feelings  are  usually  the  best  guide  as  to  the  in- 
terval which  should  elapse  before  nourishment  is  taken.  As  a  rule, 
nothing  should  be  allowed  for  about  four  houi*s,  when  some  clear  soup 
may  be  given.  After  short  administrations,  some  tea  or  coffee  witi 
dry  toast  is  usually  permissible  at  the  end  of  three  hours. 

As  to  the  treatment  of  distressing  nausea  and  vomiting  after 
ether  or  chloroform,  it  is  best,  in  the  first  instance,  to  give  draughts 
of  very  hot  water,  two  or  three  ounces  at  a  time,  at  intervals  of  a 
quarter  or  half  an  hour.  Should  this  fail,  hot  strong  coffee,  without 
milk  or  sugar,  or  some  hot  water  with  gr.  10  of  bicarbonate  of  soda  dis- 
solved in  it,  may  be  tried.  Small  doses  of  oxalate  of  cerium  have 
proved  useful  in  obstinate  cases.  The  disagreeable  taste  left  by 
ether  is  best  i-elieved  by  allowing  the  patient  to  suck  a  very  thin 
slice  of  lemon  from  time  to  time. 

Tracheitis,  bronchitis,  pulmonary  oedema,  hemiplegia,  alba* 
minuria,  nephritis,  unemia,  glycosuria,  various  forms  of  insanity, 
fatty  degeneration  of  the  heai*t  and  other  viscera,  and  jaundice, 
have  one  and  all  followed  the  use  of  anaesthetics.  These  sequeUe, 
however,  are  very  rare. 
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IL     LOCAL   ANAESTHESIA. 


For  the  great  majority  of  surgical  operations,  general  anaesthesia 
is  undoubtedly  preferable  to  all  other  means  of  preventing  pain. 
But  there  are,  nevertheless,  numerous  cases  in  which  local  anaesthesia 
offers  such  advantages  that  general  anaesthetics  are  now  rarely 
needed.  Then  there  are  cases  in  which  the  advantages  of  the  one 
system  are  so  equally  balanced  by  those  of  the  other,  that  one 
surgeon  will  prefer  a  general,  another  a  local  anaesthetic.  And 
lastly,  in  exceptional  circumstances,  for  example,  when  a  patient 
displays  an  insuperable  objection  to  losing  consciousness,  when  a 
brief  operation  has  to  be  performed  upon  a  patient  whose  condition 
is  such  that  the  risks  of  a  general  anaesthetic  are  very  considerable, 
when  ether  or  chloroform  cannot  be  obtained,  or  when  no  assistance 
is  at  hand,  local  anaesthesia  may  prove  of  great  service. 

Of  the  means  which  have  been  adopted  for  the  production  of 
local  insensibility  to  pain,  two  only  are  sufficiently  reliable  to  merit 
consideration.  These  are  (1)  the  employment  of  cocaine,  sind  (2) 
the  application  of  some  frigorific  process  by  which  the  part  involved 
becomes  numb  and  more  or  less  completely  anaesthetised. 

1.    Cocaine. 

(a)  Properties  and  local  action. — Aqueous  solutions  of 
the  hydrochlorate,  of  various  strengths,  are  generally  employed. 
They  should  either  be  freshly  prepared,  or  should  contain  boracic 
add,  saccharine,  corrosive  sublimate,  or  salicylic  acid  in  small  pro- 
portions, to  prevent  the  growth  of  fungus  to  which  unprotected 
solutions  are  otherwise  liable.  Experience  has  shown  that  when- 
ever the  drug  can  be  so  applied  that  it  comes  into  contact  with 
sensory  nerve-endings,  these  become  temporarily  paralysed,  and  an 
analgesic  area  results.  Solutions  applied  to  the  conjunctiva  or  to 
the  mucous  membrane  of  the  nose,  throat,  or  larynx,  quickly  render 
the  part  insusceptible  to  pain,  and  a  similar  though  not  so  satis- 
factory a  form  of  analgesia  follows  the  application  to  the  mucous 
membrane  of  tlie  genito-urinary  passages  and  rectum.  The  skin  can 
only  be  thoroughly  anaesthetised  when  the  solution  is  subcutaneously 
injected.  Solutions  of  cocaine  produce  vaso-motor  constriction  over 
the  area  to  which  they  are  applied,  a  point  of  some  importance  in 
those  surgical  operations  in  which  an  anaemic  state  of  the  part  is 
desired. 

{h)  Indications,  contra-lndlcatlons,  and  modes  of 
application. 

OphUudmic  surgery, — In  the  large  majority  of  cases  cocaine 
answers  remarkably  well.  It  cannot  be  relied  upon  in  operations 
upon  young  children  and  very  nervous  subjects ;  when  any  inflam- 
matory condition  of  the  eye  is  present ;  or  when  the  operation  to  be 
performed  involves  sensitive  parts  to  which  the  drug  cannot  obtain 
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acoess.  A  5  per  cent,  solution  is  usually  employed  for  instillation, 
though  weaker  or  stronger  solutions  may,  in  certain  cases,  be  advis- 
able. 7)\  j  of  a  5  per  cent,  solution  should  be  dropped  into  the  eye 
every  minute  for  ten  or  fifteen  minutes,  till  the  fixation  foroepe  can  be 
borne  without  pain.  Wafers  containing  gr.  -^  of  the  hydrochlorate 
of  cocaine  are  useful  (Carter  and  Frost).  For  cataract  operations 
both  eyes  should  be  cocainised,  even  though  one  eye  only  is  to  he 
operated  upon.  For  squint  operations  it  is  usually  necessary,  after 
the  preliminary  instillation,  to  inject  a  minim  or  two  of  a  5  per  cent, 
solution  beneath  the  conjunctiva  in  the  neighbourhood  of  the  muscle 
requiring  division.  The  eye  should  be  kept  closed  after  instiUation. 
to  prevent  corneal  desiccation. 

Intrct-nasalypharyngealjandlari/Tigeal  sti'rgery, — Cocaine  is  equally 
valuable  in  most  minor  operations  within  the  nose,  throat,  and  larynx. 
It  is  not  to  be  relied  upon  when  the  parts  are  inflamed  ;  it  is  not  t 
suitable  anaesthetic  for  the  removal  of  post-nasal  adenoid  growths  ;  and 
for  the  removal  of  tonsils  many  surgeons  prefer  a  general  amesthetic 
Analgesia  may  l)e  produced  (1)  by  directly  applying  a  solution  of 
the  drug  by  a  camel-hair  brush  or  with  pieces  of  absorbent  cotton- 
wool twisted  round  the  end  of  a  probe,  or  (2)  by  means  of  a  sprny, 
the  atomised  solution  being  projected  into  the  nose  or  throat.  In 
the  former  method,  which  is  usually  adopted  for  intra-nasal  opera- 
tions, cauterising  turbiniited  bones,  remo\ing  "  spurs,"  etc.,  a  10  per 
cent,  solution  is  commonly  employed,  though  it  may  be  necessary  to 
use  a  20  per  cent,  solution,  or  even  to  add  a  few  crystals  of  the  salt 
to  the  wet  wool  or  brush.  In  the  latter  method,  which  is  especially 
sen'iceable  for  oi)erations  within  the  pharynx  and  larynx,  a  3  per 
cent,  or  5  per  cent,  solution  will  sufBce  for  children ;  whilst  for 
adults  a  10  per  cent,  solution  should  be  used  (Hovell).  For  ex- 
amining a  sensitive  naso-pharynx  with  the  finger,  a  2  per  cent,  to 
a  5  per  cent,  solution  sprayed  through  the  nose,  so  as  to  fall  on  the 
posterior  surface  of  the  soft  palate,  answera  well ;  or  the  naso- 
phaiynx  and  soft  |>alate  may  be  painted  by  a  brush  bent  at  right 
angles.  Tonsils  may  be  removed  either  after  they  have  been  painted 
or  spmyed  by  the  solution.  When  the  pai-t  to  be  operated  upon  is 
congested,  some  difficulty  may  l>e  experienced  in  obtaining  amesthesia, 
and  stronger  solutions  than  usual  may  be  required. 

Urinnri/  and  bladder'  surgery. — In  certain  o})eration8  and  mani- 
pulations within  the  urethra  and  bladder,  cocaine  is  sometimes  em- 
ployed ;  but  as  it  is  difficult  or  impossible  to  inject  a  solution  beyond 
the  membranous  portion  of  the  urethra  without  employing  a  catheter, 
a  general  anaesthetic  should  be  used  if  absolute  freedom  from  pain 
is  desired.  For  catheterisation  and  similar  procedures,  from  half  to 
two  drachms  of  a  5  per  cent  solution  should  be  injected  into  the 
urethra.  A  similar  solution  is  employed  for  injecting  into  the 
bladder  when  it  is  desired  to  render  the  mucous  membrane  of  that 
organ  insensitive. 

Dental  surgery. — Coaiine  is  of  great  value  in  scaling,  separating, 
examining,  or  treating  sensitive  pulps,  etc.,  solutions  of  frcnn  5  per 
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cent,  to  20  per  cent,  being  employed.  The  drug  is  also  very  usefid 
in  relieving  the  pain  of  dental  periostitis,  a  small  piece  of  blotting- 
paper  soaked  in  a  10  per  cent  solution  being  applied  to  the  gums 
adjacent  to  the  offending  root.  Cocaine  is  far  inferior  to  nitrous 
oxide  as  an  anaesthetic  for  tooth  extraction.  Should  local  be  pre- 
ferred to  general  anaesthesia  in  any  particular  case,  two  or  three 
injections,  representing  in  all  not  more  than  gr.  ^  of  cocaine,  should 
be  made  adjacent  to  the  roots  of  the  tooth  (Hem). 

Other  surgical  operations, — ^The  pain  occasioned  by  the  repeated 
introduction  of  the  hypodermic  syringe,  the  uncertainty  of  the  pro- 
cess in  many  cases,  the  possibility  of  struggling,  emotional  disturb- 
ances, or  toxic  symptoms  arising,  and  the  repugnance  which  most 
patients  feel  to  retaining  consciousness  during  surgical  operations, 
have  combined  to  retard  the  advance  of  cocaine  into  the  domain  of 
general  surgery.  But  there  may  be  exceptional  circumstances  in 
which  cocaine  analgesia  is  called  for.  A  solution  of  2  per  cent. 
(Reclus)  will  be  found  to  suffice  for  most  cases.  The  part  to  be 
operated  upon,  as  well  as  the  hypodermic  syringe,  should  be  scrupu- 
lously clean,  and  rendered  aseptic  by  the  customary  methods.  The 
patient  should  he.  recumbent,  and  his  face  covered  with  a  light 
handkerchief.  When  evidences  of  feeble  circulation  or  great  nervous- 
ness are  present,  a  small  quantity  of  brandy  or  sal  volatile  may  be 
given.  Whenever  practicable,  the  part  to  be  operated  upon  should 
be  rendered  bloodless,  as  suggested  by  Corning,  by  bandaging  and 
the  application  of  an  elastic  cord  or  tape.  This  has  the  effect  of 
increasing  the  local  and  lessening  the  general  action  of  the  cocaine, 
and  when  the  cord  or  tape  is  removed  any  remaining  cocaine  is 
carried  off  by  the  haemorrhage  which  occurs.  The  punctures  of  the 
hjrpodermic  needle  may  be  rendered  painless,  if  desired,  by  the  use 
of  ice,  ether  spray,  or  chloride  of  ethyl.  Care  should  be  taken  to 
avoid  blood-vessels  when  injecting.  Eeclus  places  the  maximum  of 
cocaine  for  each  operation  at  from  gr.  ^  to  gr.  ij.  He  uses  a 
(Pravaz's)  hypodermic  syringe  with  a  long  fine  needle,  and  advises 
that  the  solution  should  be  injected  whilst  the  syringe  is  being  with- 
drawn, so  as  to  leave  long  anaesthetic  tracks  subjacent  to  the  proposed 
skin  incisions.  When  the  skin  has  been  anaesthetised,  the  deeper 
tissues  must  be  injected  or  subsequently  cocainised  during  the 
operation. 

Dr.  Coppinger,  of  the  Haslar  Hospital,  who  has  used  cocaine  in- 
jections extensively,  considers  the  following  conditions  to  be  essential : 
— (1)  The  punctures  should  be  made  through  healthy  non-inflamed 
skin  or  mucous  membrane ;  (2)  The  solution  should  be  injected  into 
the  cellular  tissue,  the  point  of  the  needle  being  felt  to  move  freely 
before  the  piston  is  pressed  ;  (3)  There  should  be  an  interval  of  ten 
minutes  before  the  operation  is  commenced.  Dr.  Krozium,  in  atij 
interesting  paper,  urges  that  in  some  cases  it  is  ]JosRibk,  by  in- 
jecting the  cocaine  solution  into  the  neighbourhood  of  n  uerv«r  i 
along  a  line  at  right  angles  to  the  axis  of  the  limb,  to  pfi 
'*  peripheral  analgesia,'"  not  only  of  the  skin,  but  <  ~ 
T  2 
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over  the  area  supplied  by  the  nerve.  He  agrees  with  Reclus  that  a 
2  per  cent,  solution  is  quite  sufficient. 

(c)  Systemic  eflfects  of  cocaine.— The  local  application  of 
cocaine  is  not  infrequently  attended  or  followed  by  symptoms  point- 
ing to  its  absorption  into  the  general  circulation.  Such  symptoms 
are  most  likely  to  arise  when  the  drug  has  been  injected  duiectly 
into  a  blood-vessel  or  into  a  highly  vascular  part  There  is  good 
reason  to  believe  that  many  of  the  alarming  symptoms  which  have 
attended  the  use  of  cocaine  have  either  been  due  to  unnecessarily 
large  doses,  to  impurities  in  the  solution  employed,  to  want  of 
proper  antiseptic  precautions  in  introducing  the  cocaihe,  or  to 
psychical  causes  unconnected  with  the  action  of  the  anaesthetic. 
Reclus,  who  collected  and  analysed  seventeen  fatal  cases  of  cocaine 
poisoning,  came  to  the  conclusion  that  in  all  cases  an  excessive  dose 
had  been  used.  But  it  must  not  be  forgotten  that  patients  display 
very  great  diflferences  in  their  behaviour  with  cocaine,  toxic  symp- 
toms having  undoubtedly  arisen  on  many  occasions  from  simply 
painting  or  spraying  a  mucous  surface  with  comparatively  dilate 
solutiona  Amongst  the  phenomena  which  have  been  recorded  are : — 
Headache ;  vertigo ;  pallor ;  a  cold,  moist  skin ;  a  feeble,  slow,  or 
rapid  pulse,  becoming  imperceptible  in  grave  cases ;  incoherence  of 
speech  ;  nausea  ;  vomiting ;  unconsciousness ;  trismus  and  other 
muscular  spasms ;  epileptiform  attacks ;  dilated  or  unequal  pupils ; 
and  disturbances  of  respirations  culminating  in  dyspnoea  and 
asphyxia. 

In  the  trecUment  of  cocaine  poisoning^  the  first  indication,  as  a 
rule,  is  to  restore  the  circulation.  The  patient,  if  not  already  lying 
down,  should  at  once  be  placed  horizontally,  and  some  rapidly  acting 
stimulant,  such  as  brandy,  whisky,  or  sal  volatile,  administered. 
A  hypodermic  injection  of  ether  is  an  excellent  remedial  measure. 
The  patient  should  be  kept  warm,  the  respiration  watched,  and  any 
tendency  to  failure  of  breathing  met  by  artificial  respiration.  Nitrite 
of  amyl,  nitro-glycerine,  and  chloral  have  each  been  used  with 
success. 

2.  Frigorific  Processes. 


When  heat  is  rapidly  abstracted  from  the  skin,  mucous 
branes,  or  other  parts,  by  one  of  the  following  processes,  partial  or 
complete  congelation  of  the  tissues  takes  place,  and,  owing  to  the 
sensory  nerve-endings  becoming  paralysed,  analgesia  oooiira.  E^ 
goritic  analgesia  is  of  most  value  when  simple  cutaneous  monioiis  or 
punctures  have  to  be  made.  There  are,  howt^sm,  ?Hevt^rcil  itlijixt**iiii" 
to  the  em])loyment  of  cold  as  an  analgesic  agent.  The  natitral 
appearances  of  the  parts  are  altei'ed  ;  operative  pr^Kt  ^lur-  h  uiKin  the 
frozen  tissues  are  difficult  of  execution  ;  and  the  pif^'  -  *  f  Ui?iwijij 
is  often  attended  by  considerable  pain. 

The  etJier  spray. — A  special  apparatus,  consisting  of  itidiamhhAr 
hand  bellows,  tubing,  and  an  atomiser,  is  needed.  Sir  R  W. 
Richardson,  the  originator  of  the  method^  prefers  oqitMt 
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anhydrous  ether  and  of  rhigolene  (crude  hydride  of  amyl)  to  ether 
itself.  It  is  said  that  when  ether  containing  carbolic  acid  (five 
grains  to  five  fluid  ounces  of  ether)  is  used  in  the  form  of  spi*ay, 
analgesia  occurs  before  the  skin  becomes  hard,  so  that  the  manipula- 
tions of  the  surgeon  are  less  impeded  than  in  the  case  of  the  ordinary 
ether  spray. 

Ethylchloride, — This  appears  to  be  the  most  efficient  of  all  the 
frigorific  liquids  which  have  been  used  for  producing  local  anaesthesia, 
owing  to  its  very  low  boiling-point  (50°  Fahr.).  It  is  supplied  in 
convenient  cylindrical  glass  tubes  with  fine  metal  nozzles,  and  the 
heat  of  the  hand  suffices  to  project  a  jet  of  the  chloride  of  ethyl 
on  to  the  surface  to  be  aniesthetised. 
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I.     POST-MORTEM    WOUNDS. 

JEtiology. — The  frequent  occurrence  of  local  or  general  septic 
infection  amongst  tlioee  employed  in  making  autojwies  has  led 
to  the  U8e  of  the  above  name  for  a  certain  class  of  woondi 
followed  by  severe  general  and  local  symptoms.  Similar  inlectioiis, 
however,  may  be  incurred  by  the  surgeon,  the  symptoms  of  whidi 
differ  in  no  way  from  those  of  the  classical  post-mortem  wound.  Tbe 
special  characters  of  these  cases  do  not  depend  on  any  one  specific 
organism,  but  pi-obably  on  several ;  and  this  view  is  supiK)rted  by  tlie 
general  resemblance  of  the  local  process  to  that  obsened  in  cellalitb 
from  other  causes.  Individuals  differ  greatly  in  susceptibility  to 
these  infections,  and  beyond  this,  a  certain  immunity  seems  to  be 
acquired  by  those  habitually  employed  in  the  dead-house ;  such  men 
are  rarely  attacked,  the  commoner  victims  being  the  new  hand  or 
the  unaccustomed  student.  Common  experience,  however,  while  nega- 
tiving the  presence  of  a  single  specific  viinis,  offers  striking  evidence  of 
the  8(>ecia]  dangers  dependent  on  the  handling  of  the  bodies  of  sub- 
jects who  have  died  of  pytemia,  septicaemia,  or  peritonitis ;  from  in- 
fection from  such  sources  the  most  serious  forms  of  post-morteni 
wound  have  l)een  seen  to  result. 

Fresh  coqises,  again,  are  by  far  the  most  dangerous,  the  post- 
mortem room  furnishing  the  cases  in  which  both  local  and  general 
symptoms  reach  their  extreme  degree ;  while  infections  from  the 
dissecting-ix)om  are  usually  followed  by  moderate  local  reaction  and 
slight  general  symptoma  A  wound  is  the  commonest  mode  of  infec- 
tion, and  this  is  oft^'U  of  a  trifling  nature.  Severe  wounds  usually 
bleed,  and  thus  the  poison  may  lie  removed  ;  and  again,  the  discomfort 
accruing  from  them  leads  to  more  thorough  disinfection,  and  probably 
cessation  of  work.  Pn^-existent  abrasions,  or  wounds  of  a  slight 
nature,  unaccom{»anicd  by  |>ain  or  luemorrhage,  arc;  a  much  more 
fertile  source  of  tit)uble.     The  most  striking  characteristics  of  the 
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acute  caaes  are  the  early  advent  of  general  symptoms  of  septic 
poisoning,  the  rapidity  with  which  the  local  process  spreads,  the 
tendency  to  early  suppuration,  often  of  an  incomplete  nature,  and 
the  sloughing  of  tissue. 

SymptoniB. — These  may  be  either  acute  or  chix>nic ;  while  the 
acute  cases  must  be  again  subdivided  into  those  in  which  general  or 
local  manifestations  take  the  lirst  place. 

(1)  Acute  septic  intoxication. — This  form— happily,  the 
rarest — resembles  closely  the  similar  condition  occasionally  noted 
after  a  wound  of  the  abdomen  involving  the  peritoneal  cavity. 

The  general  symptoms  consist  in  pain  in  the  part,  and  the  rapid 
supervention  of  collapse,  as  evidenced  by  pallor,  failure  of  the  general 
circulation,  with  rapid  small  pulse,  restlessness,  twitchings,  delirium, 
rise  of  the  general  temperature,  followed  by  unconsciousness,  and 
death  probably  on  the  second  day.  The  local  signs  are  often  slight : 
probably  by  reason  of  the  abrogation  of  the  general  nutritive 
functions.  The  wounded  spot  may  become  slightly  cedematous,  and 
a  small  vesicle  not  infrequently  marks  the  seat  of  primary  inocula- 
tion ;  but  otherwise,  no  marked  local  changes  occur. 

(2)  Acnte  ceiiniitiSf  accompanied  by  symptoms  of 
ffenerai  septic  al»sorption.->The  local  symptoms  here  take  the 
foremost  place.  The  upper  extremity  is  almost  without  exception 
the  part  affected,  punctures  of  the  fingers  or  scratx;hes  on  the  backs  of 
the  hands  from  the  ends  of  the  libs  being  common  starting-points. 

The  iirst  symptoms  are  malaise  and  local  pain  of  a  severe  cha- 
racter at  the  point  of  inoculation.  These  are  followed  by  rapid 
swelling  and  the  formation  of  pus  often  during  the  first  twelve  hours ; 
general  rise  of  temperature  to  103^  or  105°  F.,  often  heralded  by 
rigor  and  sickness,  and  acceleration  of  the  pulse-i^te. 

The  further  progress  of  the  case  varies  considerably,  either  as 
result  of  the  nature  of  the  poison  inoculated,  or  of  the  ^)eculiar  sus- 
ceptibility of  the  individual  affected.  In  some  cases  gangrenous 
boils  or  pustules  only  develop,  these  being,  however,  often  very 
chronic  in  their  course.  In  other  slighter  cases  a  red  line  marks  the 
spread  of  infection  by  the  lymphatic  vessels,  and  the  glands  in  the 
axilla  become  swollen  and  tender.  The  process  may  then  rapidly 
subside,  with  or  without  the  development  of  a  glandular  abscess. 
The  lymphatic  glands  here  act  as  an  effectual  safeguard  against 
general  infection,  probably  seconded  by  a  normal  resistance  on  the 
part  of  the  individual  constitution.  In  the  course  of  a  week  such 
an  infection  may  leave  little  behind  it  beyond  a  certain  amount  of 
weakness,  consequent  on  the  general  febrile  disturbance.  Such  is  the 
variety  usually  observed  in  the  dissecting-room. 

In  the  more  serious  case^,  which  are  far  from  uncommon,  both 
the  local  process  and  general  symptoms  take  on  a  graver  as^pt^gt. 

A  severe  cellulitis  rapidly  spreads  from   the  sent  of  iufectiuii^ 
involving  the  fore-arm,  the  arm,  and  in  the  most  giB,v 
trunk  also. 

The  local  signs,  however,  again  differ ; 
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the  hard  brawny  type,  with  much  pain,  tension,  and  redness ;  or  tiie 
limb  may  be  simply  swollen,  pale,  and  (edematous.  This  is  probably 
in  part  dependent  on  the  nature  of  the  poison  and  the  condition  <^ 
the  individual,  and  in  part  on  the  depth  and  situation  of  the  wound. 
With  regard  to  the  latter  points,  it  is,  no  doubt,  of  importance  as  to 
whether  the  wound  has  passed  the  limits  of  the  subcutaneous 
areolar  tissue,  and  whether  the  wound  be  on  the  dorsal  or  palmar 
aspect  of  the  hand.  The  process,  as  it  spi-eads,  passes  most  rapidly 
along  the  perivascular  planes  of  areolar  tissue  and  the  synovial 
sheaths  of  the  tendons.  Deep  wounds  affect  the  subfascial  structures 
of  the  limb ;  and  the  comparative  depth  of  the  tendon  sheaths,  and 
more  composite  arrangement  of  the  structures  of  the  front  of  the 
fore-arm,  render  wounds  of  the  flexor  aspect  more  dangerous  and 
more  difficult  to  heal. 

The  advent  and  nature  of  suppuration  vary.  In  some  of  the 
worst  cases  incisions  allow  the  escape  of  serum,  or,  at  the  most, 
of  very  ill -formed  pus,  and  the  wounds  have  a  gelatinous  appearance. 
In  others  acute  suppuration  is  noted  on  the  first  or  second  day,  and 
is  abundant.  On  the  whole,  the  latter  is  by  far  the  most  favourable 
condition,  as  it  much  more  commonly  tends  to  limit  itself  by  the 
eventual  formation  of  an  efficient  barrier  of  inflammatory  exudatioiL 
The  local  signs  are  accompanied  by  general  symptoms  of  varying 
intensity.  In  all  cases  the  temperature  rises,  reaching  102*^  or 
103°  F.  The  patient  is  often  constipated  ;  the  tongue  is  foul,  rapidly 
becoming  dry  and  brown ;  and  in  the  fatal  cases  sordes  may  i4)i)ear 
upon  the  lips.  There  Ls  complete  loss  of  appetite,  and  sickness  may 
be  troublesome.  The  patient  complains  of  headache,  general  malaise, 
and  sleeplessness,  often  much  aggravated  by  the  puin  in  the  limb, 
and  delirium  is  common.  The  urine  is  scanty,  high-coloured,  and 
often  contains  albumen.  The  further  courae  may  be  towards  resolu- 
tion, or  the  local  and  general  symptoms  may  progress,  and  the 
patient  will  die  of  septicaemia,  exhaustion,  or  of  pyiemia.  With 
i*egard  to  the  latter  termination,  it  must  be  borne  in  mind  that 
definite  signs  of  pyiemia  may  appear  late  in  the  case,  often  after 
the  opening  of  abscesses  in  connection  with  the  local  process.  Thus, 
in  a  case  recorded  by  Billroth  signs  only  appeared  two  months  after 
an  infection  from  a  ca.se  of  uterine  carcinoma;  and  in  the  case  of  one 
of  the  post-mortem  clerks  at  St.  Tliomas's  Hospital  Medical  School, 
acute  pyiemia  developed  after  the  opening  of  an  abscess  subsequent 
to  a  lymphangitis  fourteen  days  after  the  primary  inoculation. 

The  prof/nosis  in  these  cases  mainly  depends  on  the  constitution 
of  the  individual,  and  on  the  condition  of  the  patient  on  the  third  or 
fourth  day.  If  general  symptoms  continue  grave  after  this  date, 
a  serious  issue  is  only  too  often  to  be  apprehended.  A  severe  attack 
usually  leaves  a  lasting  mark  on  the  constitution  of  the  patient. 

Treatment. — Prophylaxis  is  naturally  of  the  first  moment  ; 
and  it  cannot  be  too  sti-ongly  urged  that  in  no  case  should  a 
post-mortem  examination  Im?  performed  by  anyone  with  a  wound 
on  his  hand,  paiticularly  in  that  most  dangerous  region,  the  margin 


ANATOMICAL    TUBERCLE.  297 

of  the  nail  bed.  Secondly,  it  must  be  borne  in  mind  that  a  wound 
even  is  unnecessary  for  infection,  but  that  the  sebaceous  or  sweat 
follicles  may  serve  as  points  for  inoculation  ;  and  this  emjihasises  the 
need  for  properly  smearing  tlie  hands  with  a  suitable  ointment  before 
l^erforming  an  autopsy  of  any  kind. 

If  a  wound,  of  however  slight  a  nature,  be  suffered  during  the 
performance  of  such  work,  the  part  should  be  bound  round  above, 
to  encourage  bleeding,  thoroughly  washed  in  an  antiseptic  solution — 
the  best  being  1  in  20  carbolic  acid — and  the  wound  sucked,  further 
performance  of  the  work  being  discontinued.  It  is  only  to  be  wished 
that  the  latter  part  of  the  above  advice  could  be  given  to  the  surgeon 
also ;  but  naturally,  an  operation  must  be  finislied.  One  can  only  say 
in  such  a  case  that  the  utmost  care  must  be  observed. 

General  trecUmetU. — The  subjects  of  these  wounds  need  sup- 
port by  frequently-administered  fluid  nourishment  afid  the  free 
exhibition  of  stimulants,  of  which,  perhaps,  brandy  is  the  best  In 
cases  of  threatening  septic  intoxication,  stimulants  are  the  only  hope — 
and  that  a  slight  one.  Quinine  may  be  given  ui  large  doses  (grs.  v  or 
more)  in  the  early  stages,  when  the  temperature  is  high.  Later,  iron, 
in  the  form  of  Tr.  fern  perch.,  is  useful.  The  bowels  must  be  kept 
acting  regularly;  and  if  diarrhoea  is  present,  it  must  be  checked — most 
usually  by  the  use  of  opium.  An  efficient  method  of  administration 
in  such  cases  is  often  a  starch  enema,  with  Tr.  opii  rr{xx ;  or  better, 
a  J  or  J  grain  morphia  suppository.  Subcutaneous  injections  of 
morphia  are  usually  needed  to  relieve  pain  and  procure  sleep. 

Local  treatment. — The  limb  should  at  once  be  enveloped  in  a 
warm  dressing  with  lead  lotion,  and  if  signs  of  serious  cellulitis 
appear,  the  use  of  a  hot  mercurial  bath  (1  to  5,000)  should  be  at  once 
commenced.  This  is  better  employed  for  periods  of  one  or  two  hours 
at  intervals,  alternating  with  a  warm  dressing, than  continuously.  If 
there  be  any  objection  to  the  use  of  mercury,  boracic  acid  may  be 
substituted.  Great  care  must  be  taken  to  sling  the  limb  with  strips  of 
bandage,  so  as  to  avoid  any  constriction  of  tlie  upper  part  by  allowing 
it  to  rest  against  the  edge  of  the  bath.  Early  incii<ioiis  are  needed  to 
lower  tension,  relieve  pain,  and  to  allow  the  exit  of  pus.  These 
should  be  sufficient  in  size  and  number  to  efieet  th«fir  object,  but 
especial  cai*e  should  be  taken  not  to  carry  them  Ijeyoml  the  affected 
area,  and  not  to  incise  the  deep  fascia  when  the  sulxrutaneoos  tissue 
only  is  affected,  or  the  suigeon  may  become  responsibh;  for  consider- 
able, even  fatal,  spread  of  the  process.  Ample  nourishment  and 
change  of  air  and  surroundings  are  most  necessary  daring  convales- 
cence from  an  illness  of  this  nature. 

II.     ANATOMICAL    OR    BUTCHERS'    TUBERCLE. 

ManifestationB.— The  hands  of  persons  habitually  employed  in 
the  manipulation  of  corpses  of  either  men  or  animals  not  infrequently 
become  the  seat  of  a  chronic  thickening  known  under  this  name. 

Its  resemblance  to  lupus  early  gained  for  it  the  name  of  lupus 
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anatomicuB  (Koser) ;  and  later  observations  have  shown  the  condidon 
in  some  cases  to  be  an  actual  local  inoculation  of  the  tubercle  bacil- 
lus. The  absence,  however,  of  instances  of  generalisation  goes  far  to 
negative  the  view  that  all  cases  are  of  a  specific  nature,  the  majority, 
no  doubt,  being  a  result  only  of  irritation  from  frequent  contact  with 
putrid  animal  matter,  in  some  degree  resembling  the  chronic  fomi 
of  eczema  often  seen  on  the  backs  of  the  hands  of  plasterers. 

The  commonest  seat  of  the  disease  is  the  thin  skin  of  the  backs 
of  the  hands,  especially  over  the  metacarpal  phalanges ;  similar 
thickenings  are  often  also  met  with  at  the  margins  of  the  nails ;  and 
it  may  be  noted  that  a  corresponding  thickening  is  often  observed  in 
old  cicatrices  of  trivial  wounds  incurred  in  (KWt-mortem  work. 

The  cutaneous  papilhe  become  enlai^ged  in  circumscribed  limits, 
forming  small  areas,  the  suiiace  of  which  is  uneven,  covered  with  a 
thick  slightly  opaque  layer  of  epidermis,  of  a  bluish-red  colour. 

These  areas  are  often  tender  on  pressure,  readily  become  ex- 
coriated when  serum  exudes  and  forms  a  scab,  and  they  may  some- 
times bleed  from  slight  injury.  They  are  usually  on  the  back  of  thi* 
hand  ;  much  more  rai*ely  the  fore-arm  may  be  affected. 

When  the  borders  of  the  nails  are  affected,  an  isolated  nodule 
usually  exists,  bluish-red  in  colour,  tender  on  pressure.  It  evidently 
affects  the  skin  only,  and  resembles  somewhat  a  small  epithelioma. 

The  course  of  all  such  cases  is  very  chronic  and  they  tend  to  get 
well  if  the  exciting  work  is  discontinued. 

Treatment. — In  some  instances  protection  of  the  hand  is  all  that 
is  needed  to  effect  a  cure.  In  more  obstinate  cases  isolated  nodules 
ai*e  best  treated  by  the  application  of  acid  nitrate  of  mercury  or 
strong  nitric  acid.  When  the  backs  of  the  hands  are  extensively 
affected,  scraping  with  the  sharp  spoon  is  the  most  effective  form  oi 
treatment. 

III.     INSECT    STING& 

Varieties. — Many  familiar  insects  attack  man,  hut  except 
in  special  circumstances  the  symptoms  are  of  slight  surgical  im- 
poi-tance.  As  a  rule,  the  bites  of  Jlies  cause  merely  slight  swelling 
and  redness  :  even  the  tsetse  fly  of  Africa,  which  renders  the  keeping 
of  animals  impossible,  in  man  gives  rise  only  to  a  wheal,  which  has 
Wen  likened  to  a  mosquito  bite.  In  situations  such  as  the  eyelid, 
wliei^  loose  subcutaneous  tissue  exists,  (vdema  may  be  considerable, 
and  this  may  be  developed  even  in  the  limbs  if  the  bites  are  multiple. 
It  must  be  borne  in  mind,  however,  that  flies  especially  may  be  the 
carriers  of  specific  virus,  and  that  when  they  have  come  direct 
from  putrid  animal  matter,  cellulitis  or  severe  local  inflammation 
may  result  from  their  bites.  Flies  are  probably  sometimes  the 
bearers  of  the  virus  of  anthrax,  and  the  important  r6U  played  by 
the  mosquito  in  the  development  of  filari»  will  be  again  referred  to. 

Some  varieties  of  spider  are  decidedly  venomous :  thus  Aranea 
nedecius  in  Italy  and  Aranea  mactans  in  South  America  give  rise 
in  persons  bitten  by  them  to  severe  headache,  pain  in  the  back,  a 
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feeling  of  weakness,  cramps,  dyspnoea,  and  a  sense  of  constriction 
around  the  chest  These  symptoms  last  twelve  to  fourteen  hours, 
and  have  been  known  to  be  followed  by  death. 

The  stings  of  bees,  waspsy  and  Jumiets  give  rise  to  more  severe 
symptoms  than  the  bites  of  flies,  especially  when  the  insect  is  in  an 
excited  state.  Burning  pain  is  the  immediate  result,  and  this  may 
be  followed  by  more  or  less  (edematous  swelling.  The  pain  is  the 
more  severe  when  the  sting  and  poison  sac  of  the  insect  remain  in 
the  wound;  but  pain  and  swelling  usually  subside  rapidly  when  these 
are  removed.  Multiple  stings,  if  numerous,  may  be  more  serious, 
producing  more  or  less  collapse ;  or  even  death  from  cardiac  paralysis. 
The  locality  of  the  sting  is  also  of  importance :  thus  stings  of  the 
eyelids  cause  much  swelling,  and  those  of  the  fauces,  mouth,  and 
tongue,  sometimes  resulting  from  the  intix)duction  of  the  insect  with 
fruit,  may  give  rise  to  troublesome  cedema  of  the  tongue  or  larynx. 

Treatment. — The  treatment  of  fly  bites  seldom  needs  to  consist 
of  more  than  the  application  of  lead  lotion  ;  a  weak  carbolic  lotion 
gives  rapid  relief  in  cases  of  mosquito  bite.  For  stings,  the  appli- 
cation of  an  alkaline  lotion,  preferably  weak  liquor  ammonite  or  sal 
volatile  is  the  best  treatment.  Swelling  may  be  treated  with  lead 
lotion.  Symptoms  of  collapse  such  as  follow  some  spider  bites  and 
stings,  indicate  the  exhibition  of  stimulants.  Alcoholic  patients  fre- 
quently suffer  more  severely  from  insect  stings  than  healthy  persons. 

IV.     SNAKE    BITES. 

Poisonous  snakes. — The  occurrence  of  venomous  snakes  in  the 
United  Kingdom  is  practically  limited  to  the  common  adder  (Pelias 
berus) ;  in  Australia  the  brown  snake  (Diemenia  superciliosa),  the 
tiger  snake  (Hoplocephalus  eurtus),  the  black  snake  (Pseudechis 
porphyriacus),  and  the  death  adder  (Acantophis  antarctica);  in 
India  the  cobra  (Naja  tripudians)  and  various  species  of  vipers  ; 
and  in  America  the  rattlesnakes  (Orotalus  adamanteus,  durissus, 
horridus,  and  miliarius),  and  the  mocassin  (Aucistrodon  piscivorus), 
are  more  or  less  conmion. 

Venomoiui  snakes  are  provided  with  a  pair  of  glands  situated  at 
either  side  of  the  lower  jaw,  much  resembling  the  parotid  in  position. 
Ducts  extend  from  these  glands  to  specialised  teeth,  either  gnx)ved  or 
canalised  to  their  apices,  by  means  of  which  the  poison  is  introduced 
into  the  wound.  The  teeth  or  fangs — usually  two  in  number — are 
long  and  curved  backwards ;  but  in  snakes  a  special  mobility  of  the 
upper  jaw  allows  the  fangs  to  l>e  pressed  vertically  in  the  wound, 
while  the  poison  is  expressed  by  the  special  crotaphite  muscle,  which 
partly  crosses  the  gland,  aided  by  the  musculature  of  the  jaws.  The 
wounds  produced  are  double,  pass  vertically  inwards ;  and  in  the  case 
of  large  snakes  the  muscles  are  often  penetrated,  the  depth  of  the 
wound  depending  not  only  on  the  muscles  of  the  jaw,  i  mt  jilso 
the  weight  of  the  reptile  and  consequent  force  of  impact  with 
victim. 
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The  poison  is  a  transparent,  yellowish,  somewhat  sticky  fluid,  of 
faintly  acid  reaction  when  fresh,  and  containing  water,  albumen,  &t, 
salts,  and  a  peculiar  poison,  possibly  of  the  natui*e  of  the  albumoses. 
It  acts  more  powerfully  on  small  than  on  large  animals,  and  children 
are  more  dangerously  affected  than  adults.  Bites  implicating  large 
veins  are  followed  by  the  most  rapid  and  severe  symptoms. 

The  morbid  lesions  found  in  fatal  cases  are — congestion  of  the 
lungs  and  brain  probably  due  to  the  difficulty  in  respiration,  and  in 
some  snake  bites  local  blood  extravasations  and  congestion  of  the 
internal  organs  evidenced  during  life  by  vomiting  of  blood  and 
passage  of  blood  with  the  urine  or  fteccs  are  special  features.  The 
blood  is  frequently  incoagulable. 

S]niiptoms. — Either  at  once,  or  after  a  few  houi-s,  the  patient 
becomes  anxious,  faint,  breathes  with  difficulty,  experiences  nausea, 
or  vomits.  In  the  slighter  cases  these  symptoms  may  pass  off.  In 
severe  cases,  a  cold  clammy  sweat  breaks  out,  the  pupils  dilate, 
motor  functions  are  more  or  less  completely  abrogated,  delirium 
supervenes,  followed  by  coma,  and  the  }mtient  dies  of  syncope,  from 
cessation  of  the  respiratory  movements,  or  from  collapse.  The  local 
effects  of  the  )X)ison  are  mainly  the  production  of  intense  hypenemia 
of  the  subcutaneous  connective  tissue,  accompanied  by  pinkish 
oedema  often  following  the  coui-se  of  the  efferent  blood-vessels,  and 
more  or  less  extensive  blood  extravasation  (Wall). 

Locally,  the  two  openings  with  ecchymosed  margins  are  found ; 
there  is  severe  pain  and  swelling,  at  first  limited,  but  rapidly  extend- 
ing. When  the  bite  is  severe,  and  a  large  dose  of  the  poison  has 
l)een  introduced,  the  part  falls  in  temperature,  and  spots  of  ecchy- 
mosis,  or  more  or  less  extensive  gangrene,  appear.  In  94  per  cent, 
of  all  cases  the  bites  are  found  on  the  extremities ;  in  some  snakes, 
notably  the  cobi-a,  the  fang  punctures  are  so  minute  as  to  need 
careful  searching  for. 

Certain  variations  in  the  effects  produced  by  the  bites  of  different 
snakes  have  been  noted  ;  thus,  in  Australia  those  of  the  brown  and 
tiger  snakes  are  especially  followed  by  disturbance  of  the  motor 
functions,  and  that  of  the  tiger  snake  by  vomiting  of  blood.  Black 
snake  bites  are  characterised  by  anaemia,  due  to  the  collection  of 
bloixl  in  the  vessels  of  the  abdominal  viscera,  and  those  of  the  death 
adder  by  local  blood  extravasation.  In  India,  cobra  bites  are 
followed  especially  by  respiratory  symptoms,  glosso-labio-lai-yngeal 
paralysis,  salivation,  and  other  indications  of  hyper-secretion  \  those 
of  Bungainis  fasciatus,  another  variety  of  colubrine  snake,  by  slow 
development  of  symptoms,  an  interval  of  two  to  five  days  elapsing 
l>efore  their  appearance,  and  those  of  the  vnpers  by  great  p«in, 
extensive  blood  extravasations,  and  sanious  exci-etions. 

Treatment. — The  JocaJ  treatment  consists  first  in  the  application 
of  an  elastic  ligature  above  the  wounded  point,  to  prevent  as  far  as 
possible  diffusion  of  the  poison  into  the  general  circulation.  In  all 
severe  caseis  it  should  he  borne  in  mind  that  suction  is  of  no  avail 
for  the  exti*action  of  the  poison,  but  the  wounds  should  l)e  at  once 
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Ud  open  Mid  thts  whole  of  the  hypenemic  and  ledeinat^ius  urea 
esecisi^L  Tht*  raw  surface  ^should  then  be  thoronghly  treated  with  a 
soliiiHiii  uf  permanganate  of  [KrUiasinni,  which,  when  dii"<*etly  niinglt*<l 
wlih  «make  poison,  fle?*tr«»vJ^  it  by  oxidation  (Wall).  The  exjx^ri- 
merit**  ni  Calin*>tti'  shtiw  that  snake  jKiison  i«  alsn  nipicJlj  rendered 
by  the  local  application  of  a  sohition  of  chloririe  of  lime.  The 
rrai  tfmtifiefU  consists  in  combating  the  colLtpse  with  Htimulants. 
formM  of  treatment  have  lK*en  sought  in  the  subcutaneous 
of  amtuouia  and  permanganate  of  potassium,  but  have 
proved  of  no  arail.  In  Australia  the  administration,  hypoder- 
luically,  of  strychnia  in  large  dose«  appearw  lo  Itave  been  fol- 
lowed by  successful  re.su Its.  It  is  given  on  the  theory  that  it  acts 
in  direct  antagoninDi  to  the  snake  poison ;  and  hence  it  is  claimed 
that  large  do«»68  are  nece-ssary,  and  that  poisonous  doses  are 
itiiiocnoiis  in  persona  sufferiniy  from  the  effects  of  wnake  venom. 
In  patientH  over  fifteen,  10  to  25  minims  of  the  liquor  strychnime, 
sfr.  f*r  ^  i  ^^  ^^®  British  Phjirmacopteia,  are  inject^l,  and,  as  a  rule^ 
not  riK>re  th&n  half  a  grain  of  strychnia  is  needed.  The  rule  laid 
down  i%  that  sufficient  must  be  given  to  ensure  the  synaptonis  of 
poison  being  overshadowed  by  those  of  the  drug :  ami  re- 
of  the  injections  is  indic^t^d  by  any  relapse  in  the  synip- 
tueUer).  The  ti^atment  is  now  under  tnal  in  India  undfr 
tile  auspices  of  the  (rovemment. 

hi  support  of  tJiis  method  of  treatment,  putting  iuside  the  ques- 
titm  of  specific  aotngoniam,  may  be  mentioned  the  well-known  action 
of  strychnine  in  improving  the  respiratory  movements  in  cases  of 
bailing  respiration  during  an.eKthesia  produced  for  surgical  purpoisee. 

Refbkrnces. 

WaU  :  *'  ladiiiD  Suake  Poi^on?^ :  Thtiir  Hsninrv  and  EITects."    188*1. 
I^mrrsr :  ProcwKliiifffl  nf  Mfnlicikl  So<^ietv  of  Loudon.     1884. 
^*!fti«  Thoaalophidta  of  India,"  1872. 
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V.     HYDHOPHOBIA    (RABIES). 

Etiology  - — Tliis  is  a  disease  the  primary  occurrence  of  which  is 
alffiiiM  entirely  limited  to  the  dog,  but  is  communicable  by  inociila- 
liOCI  to  other  animals  and  to  man. 

The  disease,  no  d«tubt,  depends  im  a  s|>eci<ic  vims,  which^  how- 
etier,  haf«  not  up  to  th»'  |»res*?nt  l«3en  isnlate<l.  The  experimenta  of 
Bantaitr  ahow  that  the  virus  and  it^  ^iroducts  tend  to  accunudate 
clti(;0y  ill  the  nervous  system,  whence  it  can  lie  readily  obtained,  and 
ilber  animals  inoculatetl.  Further,  material  obtained  from  this 
•oarce  \vy  a  treatment  of  desiccation  can  be  so  mixJitied  as  to  be 
capal:>1e  of  employment  as  a  preventive  agent.  Fitdongcil  desicca- 
ticm  renders  the  virus  inert. 

Although  <KX!urring  in  other  animals  than  the  dog,  the  majority 
af  Uieae  suffer  from  the  result  of  a  dog^s  bile :  and  the  t4^ndency  of 
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the  rabid  dog  to  attack  his  own  species  accounts  for  the  \nTgfi 
number  of  cases  observed  in  the  canine  race.  Gats,  wolves,  foxet, 
and  large  animals,  such  as  horses,  cows,  deer,  etc.,  not  nncommoiily 
suffer.  Fleming  has  shown  that  the  normal  proportion  of  dqgt 
affected  to  other  animals  in  Great  Britain  is  from  90  to  96  per  cent 

Mode  of  infection. — A  breach  of  surface  is  necessary  for  the 
introduction  of  the  virus;  a  bite  is  the  ordinary  souroe,  and  this 
need  not  exceed  a  superficial  cutaneous  abrasion  in  severity.  The 
infecting  fluid  is,  almost  without  exception,  the  secretion  of  the 
mouth,  fauces  and  salivary  glands,  but  the  blood  may  be  the  oarrier 
of  infection ;  and  a  case  has  been  placed  on  record  in  which  a 
veterinary  surgeon  acquired  the  disease  in  making  a  post-mortem 
examination. 

A  large  number  of  persons  bitten  by  rabid  do^s  esci^  the 
disease ;  the  proportion,  however,  has  been  very  variously  given  si 
from  5  to  75  per  cent.  In  this  particular  the  locality  of  the  bite, 
and  its  depth  and  severity,  are  of  much  importance.  Dogs  commonly 
snap  at  parts  of  the  body  covered  by  clothing,  and  it  is  possible  that 
the  teeth  are  thus  more  or  less  cleansed  of  the  infecting  medium. 
This  may  explain  the  immensely  increased  probability  of  infectioD 
when  the  face,  hands,  or  uncovei-ed  parts  are  bitten,  and  the  danger 
of  bites  from  pet  animals  that  are  being  fondled.  Multiple  bites  are 
more  dangerous  than  single  ones,  from  the  increased  surface  inocu* 
lated ;  but  severe  bleeding,  especially  from  a  single  wound,  may  be 
favourable,  as  tending  to  wash  out  the  virus  introduced. 

Statistics  seem  to  prove  conclusively  that  the  bites  of  wolves  and 
cats  are  more  dangerous  than  those  of  dogs,  and  it  seems  probable 
that  this  depends  not  on  the  severity  of  the  wounds  alone,  but  also 
on  a  special  viruleiicy  of  the  poison. 

Period  of  incubation. — In  human  beings  bitten  by  rabid  dogs 
this  is  very  variable  ;  in  a  large  majority  of  cases  it  has  been  shown  to 
l>e  roughly  six  weeks,  but  undoubted  cases  have  been  put  on  record 
of  children  bitten  on  the  face  in  which  it  has  not  exceeded  six  days: 
and  again,  symptoms  have  undoubtedly  developed  as  late  as  the  end 
of  two  years  (Horsley).  This  variability  may  depend  in  part  on  the 
amount  of  virus  introduced,  and  in  part  on  individual  susceptibility. 
As  a  rule,  however,  symptoms  very  rarely  develop  after  a  period  of 
four  months  from  the  date  of  inoculation. 

In  dogs  bitten  by  rabid  animals  the  incubation  period  it 
commonly  from  three  to  six  weeks,  less  often  from  seven  to  ten ;  bat 
it  has  been  observe<l  in  some  cases  to  extend  over  some  days  only, 
and  in  others  months.  During  the  incubation  period  the  animals  are 
not  dangerous. 

It  has  been  discovered  by  Pasteur  that  the  passage  of  the  virus 
through  successive  series  of  rabbits  much  increases  its  intensity ; 
and  from  this  source  he  obtains  his  virtis  fixk  for  protective  or 
preventive  inoculations. 

When  the  virus  has  been  passed  through  twenty  to  twenty-five 
rabbits  the   incubation   periocl  is  reduced  to  eight  days  ;    passage 
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through  a  second  series  of  twenty-five  shortens  the  period  one  day 
more ;  and  after  the  number  reaches  ninety,  the  incubation  period  is 
reduced  to  little  less  than  seven  days. 

Rabbits  inoculated  subdurally  with  virus  thus  intensified  exhibit 
symptoms  with  the  utmost  regularity  on  from  the  sixth  to  the 
eighth  day,  the  condition  induced  being  one  of  paralytic  rabies, 
the  preliminary  stages  of  depression  and  excitement  not  being 
observed.  Dogs  inoculated  in  the  same  manner  develop  rabies  on 
the  eighth  to  the  ninth  day ;  but  in  these  animals,  sometimes  the 
furious,  sometimes  the  paralytic,  form  is  observed.  This  appears  to 
depend,  at  any  rate  in  part,  on  the  amount  of  N-irus  introduced,  the 
lai^ger  doses  producing  the  paralytic  form.  Subdural  inoculation 
of  rabbits  with  virus  from  an  ordinary  rabid  dog  from  the  streets,  on 
the  other  hand,  does  not  produce  symptoms  before  the  fifteenth  day. 

Morbid  anatomy. — The  lesions  observ  ed,  although  constant,  un- 
less the  individual  has  died  as  early  as  the  second  day  from  syncope, 
consist  of  little  more  than  conditions  of  hypersemia  or  congestion. 
In  the  central  nervous  system  early  congestion  is  followed  by  the 
migration  of  leucocytes  into  the  perivascular  lymphatic  spaces  and 
the  interstitial  neuroglia,  and  small  parenchymatous  extravasations 
of  blood  may  also  occur  (Allbutt,  Coats,  Gowers,  Greenfield).  The 
changes  in  the  central  nervous  system,  however,  are  frequently 
concentrated  in  localised  areas,  so  that  the  whole  must  be  carefully 
examined  (Horsley).  Congestion  is  also  found  of  the  larynx,  trachea, 
lungs,  fauces,  pharynx,  oesophagus,  and  stomach,  and  often  hflemorr- 
hages  into  the  mucous  membrane  of  the  latter  organ.  Congestion  of 
the  peripheral  nerves,  especially  of  the  vagus,  and  of  the  sympathetic 
system,  has  been  noted,  and  accumulation  of  leucocytes  in  the 
salivary  glands,  in  the  mucous  glands  of  the  larynx,  and  in  the 
kidneys,  has  been  described  by  Coats. 

Symptoms.  Local, — ^The  local  symptoms  are  usually  insigni- 
ficant The  wounds  heal  readily,  as  a  rule,  without  local  thickening 
or  glandular  enlargement ;  both  the  latter  conditions  have,  however, 
been  observed,  but  it  is  an  open  question  as  to  whether  the  change« 
may  not  have  l>een  due  to  a  contemporaneoun  infection  of  another 
nature,  or  to  the  local  treatment  adopted. 

Prior  to  the  development  of  symptoms,  subjective  sensations  of 
heat,  tingling,  or  pain  have  been  noted ;  occasionally,  severe  lancinating 
pain  in  the  course  of  the  sensory  nerves.  In  other  cases  the  wound 
has  been  observed  to  break  down,  and  produce  a  small  amount  of 
thin  purulent  fluid.  Occasionally  a  crop  of  vesicles  has  been 
obaerved  to  develop  around  the  site  of  the  wound  (Piorry). 

Beyond  these  local  vesicles,  an  eruption  of  vesicles  in  the  oral 
cavity,  on  and  beneath  the  tongue,  on  the  cheeks,  around  Stenson's 
duct,  and  about  the  tonsils,  have  been  described  (Marichotti).  These 
are  said  to  occur  only  l)etween  the  third  and  twelfth  days  after 
inoculation,  so  that,  even  if  constant,  their  presence  would  often  be 
overlooked,  since  they  precede  the  development  of  general  symptoms. 

General, — These  vary  in  degree,  but,  as  a  rule,  may  be  divided 
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into  two  stages — that  of  invasion  and  that  of  excitement.  The 
typical  paralytic  stage  occurring  in  dogs  is  replaced  in  man,  as  a  rule, 
by  exhaustion. 

Tlie  stage  of  luvasf  on  is  insidious,  and  may  be  absent  or 
pass  unnoticed.  It  is  characterised  by  mental  depression^  inita- 
bility,  with  an  ill-defined  feeling  of  apprehension,  and  malaise.  The 
patient  looks  pale  and  anxious  and  is  restless.  He  may  talk  freely, 
the  sentences  being  sometimes  interrupted  by  sighing  inspiration, 
but  usually  shows  great  unwillingness  to  speak  about  the  possible 
cause  of  his  illness.  Sleep  is  broken  often  by  dreams ;  the  month  is 
dry ;  the  patient  complains  of  thirst,  but  is  disinclined  to  swallow. 
Loss  of  appetite,  a  feeling  of  nausea,  with  epigastric  uneasiness, 
follow  ;  the  pulse  is  quickened,  sometimes  becoming  very  rapid  ;  and 
the  respirations  are  proportionately  hurried  and  shallow.  There  ib 
general  hypersesthesia  and  often  increase  in  sexual  desire. 

Tlie  stage  of  excitement*— In  two  to  three  days  these 
symptoms  undergo  further  development.  Mental  agitation  increases; 
ill-deiined  terror  takes  hold  of  the  patient.  He  speaks  excitedly  in 
abrupt  sentences  and  may  suffer  from  hallucinations.  The  facial 
expression  corresponds  with  the  mental  state,  the  brows  are  con- 
tracted and  the  face  is  pale,  while  the  eyes  are  bright  and  wandw 
constantly  over  the  patient's  surroundiugs.  The  mouth  and  &Mioes 
become  congested  and  the  patient  ejects  thick  tenacious  mucus 
with  difficulty  and  much  noise,  and  without  any  regard  for  those 
attending  upon  him.  Solids  can  often  still  be  swallowed ;  but 
while  thirst  is  commonly  severe,  the  dread  of  all  liquids  increases 
rapidly.  When  askeil  to  drink,  the  patient  takes  the  vessel  with 
much  ])recaution,  often  closing  his  eyes,  and,  feeling  that  he  is 
making  a  crucial  experiment,  raises  it  with  slow  precision  to  his 
lips.  The  whole  attention  is  devoted  to  the  effort,  which  results 
usually  in  the  violent  ejection  of  the  small  quantity  of  fluid  in- 
troduced. Intense  agitation  follows,  the  vessel  being  frequently 
thrown  away,  and  a  convulsive  attack  is  often  induced.  Tli^ 
patient  shuddei-s,  spasmodic  movements  of  deglutition  and  respiration 
follow,  the  nares  dilate,  the  commissures  of  the  lips  tighten,  the 
scalenes,  stemo-mastoids,  respiratory  and  abdominal  muscles  contract 
successively,  and  then  tlie  entire  muscular  system,  respiration  being 
entii-ely  suspended  for  some  moments.  These  convulsive  attacks  may 
occur  consecutively,  like  those  of  sobbing  or  weeping,  continuing 
even  for  thirty  to  forty  minutes ;  and  during  one  of  them  the  patient 
occasionally  dies  from  syncope  even  as  early  as  the  second  day.  The 
general  hypenestliesia  heightens,  and  increasingly  severe  convulsive 
attacks  may  l>e  induced  by  the  weight  of  the  bed-clothes,  draughts  of 
air,  blight  light,  and  loud  or  unfamiliar  sounds,  the  sound  of  running 
water  being  esf>ecially  irritative.  The  mental  condition  is  highly 
characteiistic.  The  })atient  looks  around  with  suspicion,  often  com- 
plains that  his  medical  attendant  does  nothing  for  him,  shows  a  groat 
aversion  to  onlookers,  and  is  surly  and  morose.  This  state  may 
alternate  with  one  of   maniacal   excitement,  the  patient  throwing 
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himself  wildly  about  and  often  damaging  his  surroundings.  At  the 
same  time,  he  retains  in  some  measure  his  reason,  may  often  be 
quieted  by  persuasion,  and  often  gives  those  surrounding  him  advice 
to  protect  themselves  against  his  possible  violence.  Sexual  excite- 
ment, priapism,  and  seminal  emissions  are  sometimes  extremely 
troubling,  and  may  give  rise  to  diflSculty  in  micturition,  which  is 
otherwise  often  frequent.  The  urine  may  contain  albumen  and 
sometimes  blood  The  temperature  may  rise  considerably,  but  is 
oftener  little  elevated,  or  sometimes  normal. 

With  the  progress  of  the  disease  the  strength  of  the  patient 
rapidly  decreases  and  emaciation  may  commence.  The  pulse  becomes 
quick,  irregular,  and  small  in  volume,  and  respiration  quick  and 
shallow,  a  deep  in8pii*ation  often  inducing  a  convulsive  attack. 
Tenacious  mucus  accumulates  in  the  mouth  and  fauces,  articulation 
is  thick  and  low,  convulsive  attacks  increase  in  frequency,  and 
death  from  asphyxia  may  occur  during  one  of  them.  In  other 
cases  the  progress  is  slower,  the  eyes  sink,  the  brow  sweats,  the  lips 
become  blue,  and  the  patient  dies  of  slow  asphyxia;  or  occasionally 
an  almost  complete  remission  of  convulsive  attacks  may  precede 
death  from  exhaustion,  the  mind  in  either  case  remaining  clear  to 
the  end. 

In  some  cases  a  more  or  less  com{)lete  paraplegic  condition  has 
been  noted  before  death.  In  rare  instances  the  disease  mainly 
assumes  a  paralytic  form,  and  then  strongly  resembles  that  known 
as  Landry's,  or  acute  ascending  paralysis,  commencing  in  the  lower 
limbs,  gradually  spreading  to  the  trunk,  upper  limbs,  and  face,  these 
phenomena  being  unattended  by  any  of  the  classical  symptoms  of 
hydrophobia. 

Diagnosis.— The  early  symptoms  may  be  simulated  by  hysteria. 
Close  observation  of  the  patient's  symptoms,  which  are  often  exagge- 
rated or  ridiculous,  together  with  careful  attention  to  the  history  and 
inquiries  as  to  the  condition  of  the  source  of  the  bite,  will  suffice  to 
clear  up  any  doubts.  It  should  be  borne  in  mind  in  these  cases  that 
many  |)ersons  bitten  by  dogs  not  rabid  often  complain  of  subjective 
sensations  in  the  wounds  some  time  after  the  original  injury. 
Tetamis  occasionally  follows  the  bite  of  a  dog,  and  many  cases 
have  occurred  in  which  this  has  been  mistaken  for  hydrophobia. 
Attention  to  the  following  points  will  obviate  any  chance  of  con- 
fusion : — The  length  of  the  incubation  period  is  usually  very  much 
shorter  in  tetanus ;  the  mental  state  differs,  the  terrible  anxiety 
being  absent;  the  spasms  are  tonic  rather  than  convulsive  in 
character ;  the  facial  aspect  (risus  saixlonicus)  differs ;  and  lastly, 
the  marked  rise  of  temperature  seen  in  tetanus  does  not  occur  in 
hydrophobia  (page  192).  In  the  pure  paralytic  form  the  diagnosis 
from  acute  ascending  paralysis  can  only  be  made  by  close  attention 
to  the  history,  and  possibly  confirmed  later  by  inoculation  experi- 
ments on  animals. 

Prognosis. — Prior  to  the  introduction  of  Pasteur's  treatment  the 
disease  has  been  considered  a  fatal  one.  Evidence  seems  clear,  however, 
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that  patients  subjected  to  the  preventive  inoculation  treatment  within 
six  days  of  infection  recover,  with  few,  if  any,  exceptions.  The  especial 
danger  of  bites  of  the  head — the  mortality  after  which  has  been 
placed  at  eighty  per  cent — and  the  peculiar  virulence  of  the  pcnson 
observed  in  wolves  and  cats,  must  be  borne  in  mind  even  in  cases 
subjected  to  the  preventive  treatment.  The  duration  of  the  disease 
is  usually  from  two  to  four  days,  but  patients  occasionally  survive  ks 
long  as  seven. 

Treatment.  Prophylaxis, — Before  proceeding  to  consider  the 
question  of  treatment  of  cases,  a  word  as  to  prophylaxis  must  be  said. 
Proper  precautionary  measures  have  already  succeeded  in  many 
countries  (Sweden,  Norway,  Switzerland,  Russia,  Baden,  Bavaria, 
Wiirtemberg)  in  suppressing  the  disease.  The  regulations  neoeasary 
are  simple,  consisting  in  :  (1)  The  destruction  of  all  rabid  or  suspected 
dogs ;  (2)  the  destruction  of  all  wandering  or  homeless  dogs ;  (3) 
the  wearing  of  muzzles  by  all  dogs  while  rabies  prevails,  and  for  a 
period  equal  to  the  longest  interval  of  latency  after  the  malady  has 
been  suppressed  ;  (4)  the  forbiddal  of  the  introduction  of  dogs  from 
countries  where  rabies  is  prevalent,  or  the  imposition  of  a  sufficient 
period  of  quarantine  (Fleming). 

Local  treatment. — Bleeding,  if  any,  from  the  wound  should  be 
encouraged  by  placing  a  ligature  around  the  limb  above,  and  possibly 
the  application  of  cupping-glasses.  The  wound  should  be  thoroughly 
treated  with  strong  carbolic  acid,  or  in  certain  situations  may  be 
excised  if  the  patient  be  seen  early. 

General  treatment. — Failing  the  possibility  of  protective  inocula- 
tion, the  general  treatment  is  palliative  only.  It  consists  in  ensuring 
as  complete  quietness  as  possible,  and  in  giving  nourishment,  re- 
sorting to  rectal  alimentation  when  swallowing  becomes  impractic- 
able. Hydrate  of  chloral  or  morphia  is  useful ;  and  in  the  fuUy- 
developed  disease  the  sufferings  of  the  patient  may  be  alleviated  by 
the  administration  of  chloroform,  a  small  quantity  often  sufficing  to 
maintain  quietude. 

Pasteur,  convinced  of  the  microbic  nature  of  the  vims  of  hydro- 
phobia, conceived  the  idea  that  the  development  of  the  organism  in 
the  animal  system  might  be  inhibited  by  the  employment  of  the 
waste  products  of  the  metabolic  processes,  dependent  on  its  own 
growth  and  multiplication.  He  discovered  that  by  subjecting 
portions  of  the  nervous  system  of  hydrophobic  animals  to  a  process 
of  desiccation  for  fixed  periods,  the  Wrus  could  be  progressively 
weakened,  and  eventually  rendered  inert,  without  destroying  these 
waste  products.  Dogs  were  first  treated  with  portions  of  nervous 
tissue  thus  prepared,  injections  of  gradually-increasing  virulency 
being  made;  and  it  was  found  that  the  animals  were  thus  rendered 
immune  to  rabies. 

This  result  obtained,  it  occurred  to  Pasteur  that,  considering  the 
length  of  the  average  period  of  incubation  of  hydrophobia  in  man, 
the  full  development  of  the  disease  might  be  prevented  by  the 
inoculation   of    a    similar   material,    pro\'ided   the   treatment 
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commenced  sufficiently  early.  The  first  trial,  made  upon  Meister  on 
July  5th,  1886,  confirmed  this  anticipation,  and  since  then,  in  the 
years  1886-1891  inclusive,  9,461  persons  bitten  by  ostensibly  mad 
dogs  have  been  treated  at  the  Pasteur  Institute  in  Paris  on  the 
same  lines.  Of  this  number,  only  ninety  died  :  and  thus  a  death 
rate  of  0*95  per  cent,  is  substituted  for  that  of  at  least  14  per  cent, 
occurring  in  persons  bitten  by  rabid  dogs  not  subjected  to  preventive 
treatment  During  the  years  1886  to  1893  inclusive,  14,430  persons 
underwent  the  treatment,  of  whom  72  died,  a  death-rate  of  0*50  per 
cent.  This  is  strong  evidence  in  favour  of  the  method,  which, 
moreover,  has  been  reported  upon  favourably  by  a  Government 
Committee,  after  repetition  of  the  experiments  by  Horsley. 

Material  for  injection  is  prepared  at  the  Pasteur  Institute,  as 
follows  : — The  spinal  cord  is  obtained  from  rabbits  rendered  rabid 
by  inoculation  with  virus,  previously  passed  through  a  succession 
of  animals  of  the  same  race  to  heighten  its  intensity.  The  nervous 
tissue  is  cut  into  small  blocks,  and  desiccated  for  various  i3enods  by 
suspension  over  a  small  fragment  of  caustic  potash  in  a  sterilised 
flask  at  a  temperature  of  72^  F.  Portions  of  the  required  degree  of 
modification  are  mashed  up  in  a  mortar,  with  slightly  alkaline 
sterilised  broth,  to  a  state  of  fine  emulsion,  and  this  is  employed  in 
doeee  of  from  1  to  3  cc,  the  larger  quantity  being  used  in  the 
case  of  the  more  highly  modified  material. 

The  quantity  of  dry  nervous  tissue  in  each  injection  amounts  to 
about  1  centigramme,  and  inequality  in  the  strength  of  the  material 
thus  prepared  is  made  up  for  by  repetition  of  injections  of  the  same 
reputed  strength  during  the  course  of  treatment. 

Two  formulae  are  employed: — (a)  **The  simple,"  for  ordinary 
bites  of  the  limbs  not  numerous ;  (b)  "  The  intensive,"  for  wounds 
of  the  head  or  face,  severe  multiple  wounds,  and  the  bites  of  cats  or 
wolves.  Variations  are  made  between  the  two  formulae  to  meet  the 
severity  of  individual  cases. 

A.     SIMPLE. 
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It  will  be  noted  that  (b)  is  more  pi-olonged  than  (a),  and  alfti 
that  the  strongest  injection — i.e,  of  material  dried  only  three  days — 
is  reached  on  the  seventh  day,  while  in  (a)  it  is  not  administered 
until  the  ninth. 

The  inoculations  are  made  alternately  in  the  right  and  Irft 
iianks,  and  for  the  most  part,  patients  complain  of  nothing  during 
the  treatment.  In  some  cases  a  feeling  of  fatigue,  enervation,  and 
somnolence  have  been  observed.  Local  inflammation  does  not 
occur  at  the  seat  of  injection,  but  gi'eat  care  is  taken  by  oontrtd 
cultures  to  make  sure  that  each  tube  of  material  is  pure. 

The  treatment  is  indicated  in  the  case  of  any  person  bitten  by  a 
rabid  animal  ;  the  main  element  of  success  being  prompt  resort  t«» 
the  method,  the  most  frequent  source  of  failure  having  been  delay 
in  its  adoption.  In  young  patients,  especially  those  bitten  about 
the  head  and  face,  or  in  cases  of  wolf  or  cat  bite,  early  commenoe- 
ment  of  treatment  is  especially  indicated.  Bearing  in  mind 
the  occasional  very  early  appearance  of  s3rmptoms,  it  is  necessazy 
for  a  favourable  prognosis  that  inoculations  should  be  oommenoed 
before  the  sixth  day  after  the  bite. 

Beferences. 

Pasteur :  ' '  Traitemeut  de  la  Rage. "    Paris,  1886.    And  ''  Ammles  de  rinstitat.*' 

Roux :  TrausactioDs  of  the  Seventh  International  Congress  of  Hygiene  and 
Demography,  1892,  vol.  iii  p.  8. 

Report  of  Committee  to  Local  Government  Board,  June,  1887. 

Horsley  :  Transactions  of  the  Epidemiological  Society.  New  Series.  Vol.  iii., 
1888,  p.  70. 

Fleming:  "Propagation  and  Prevention  of  Rabies,^'  Transactions  of  the  Inter- 
national Congress  of  Hygiene  and  Demography,  1892,  vol.  iii.  p.  16. 

VI.     GLANDERS. 

Etiology. — This  is  a  disease  dependent  on  a  specific  organism 
{BaciUus  mallei),  occurring  primarily  in  the  horse,  but  transmisuble 
to  other  animals  and  to  man.  It  is  also  known  as  EqtUnitt,  or, 
when  chronic,  as  Farcy. 

Glanders  is  met  with  both  in  hot  and  cold  climates,  but  is  fortu- 
nately not  readily  acquired  by  man.  Asses,  mules,  and  goats 
contract  the  disease,  and  it  is  inoculable  in  guineapigs  and  rabbits. 
In  some  animals  local  sores  only  result  from  inoculation ;  this  ii 
usually  the  case  in  dogs.  Oxen  and  swine  are  insusceptible  to  the 
disease.  Both  the  acute  and  chronic  (farcy)  forms  are  common  in 
the  horse,  but  acute  glanders  is  more  frequent  in  man.  In  horses 
the  chronic  form  is  not  always  easy  of  recognition ;  hence,  the  disease 
may  l)e  overlooked  eitlier  accidentally  or  with  intent,  and  the  animal 
worked  for  years.  The  bacillus  of  glanders  much  resembles  that  of 
tuberculosis  in  general  appearance  ;  it  is,  however,  somewhat  shorter 
and  thicker,  the  ends  more  or  less  rounded,  and  indications  of  spore 
formation  have  been  note<l  in  it  (page  35).  It  is  not  particularly 
resistant  to  heat,  desiccation,  or  antiseptics,  but  experience  has  shown 
that  the  virus  may  remain  active  for  months  in  infected  stables; 
hence,  special  care  is  needed  in  disinfection.  It  is  cultivable  artifici- 
ally on  blood  serum,  agar-agar,  or  potato,  and  in  the  latter  case 
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produces  highly  characteristic  brown  masses.  It  is  not  coloured  by 
the  stains  used  for  bacillus  tuberculosis,  and  is  readily  decolorised 
by  nitric  acid.  The  organism  is  most  readily  shown  in  sections  by 
staining  with  methylene  blue,  and  decolorising  with  weak  acetic 
acid  (Schutz  and  Lbffler) ;  it  is  usually  most  abundantly  found  in 
small  nodules  of  recent  formation.  Recently  mallein,  a  substance 
similar  to  the  tuberculin  of  Koch,  has  been  employed  hypodermically 
as  a  diagnostic  and  curative  agent.  It  produces  a  characteristic  re- 
action in  glandered  animals,  but  up  to  the  present  the  results  have 
not  proved  altogether  satisfactory,  as  reaction  sometimes  occurs  in 
animals  in  whom  no  trace  of  glanders  is  discoverable  after  death. 
It  has  been  used  in  human  glanders  (Bonome). 

Mode  of  infeCtioiL — Glanders  may  result  from  the  bite  of  an 
infected  animal,  or  a  pre-existing  wound  or  abrasion  may  become 
inoculated.  It  appears  also  that  the  contagion  may  be  inhaled  or 
arrested  on  the  mucous  membrane  of  the  eye,  nose,  or  mouth  of 
persons  standing  near  when  a  glandered  animal  sneezes.  The  disease 
may  pass  from  man  to  man ;  but  recorded  instances  of  this  are  rare. 
Fatal  cases  have  been  observed  from  the  accidental  inoculation  of 
workers  with  experimental  cultures  of  the  bacillus. 

Period  of  inCUbatiOIL — This  may  vary  from  one  to  fifteen 
days,  but  is  occasionally  much  prolonged  (Bristowe). 

Morbid  anatomy. — Glanders  is  characterised  by  the  formation 
of  nodules  in  the  nasal  mucous  membrane,  the  respiratory  passages, 
and  internal  organs;  also  by  the  development  of  nodules  and 
abscesses  in  and  beneath  the  skin,  and  in  the  muscles.  In  the 
chronic  form,  indolent  swellings  of  the  lymphatic  glands  are 
common ;  but  in  the  acute,  the  glands  often  remain  unaffected. 

When  affected,  the  nasal  mucous  membrane  is  dotted  with 
numerous  miliary  papules,  grey  or  yellowish-grey  in  colour,  many  of 
which  may  have  broken  down,  leaving  deep  i^agged  ulcers,  with  bare 
or  necrosed  bone  at  their  bases,  the  condition  sometimes  extending  to 
the  various  accessory  sinuses.  Similar  nodules  are  found  in  the  larynx, 
trachea,  and  lungs.  In  the  latter  organs  they  are  scattered  through- 
out, and  vary  in  size  from  that  of  a  miliary  tubercle  to  masses 
measuring  an  inch  in  diameter.  The  pulmonary  deposits  usually 
lie  near  the  pleural  surface,  are  whitish,  and  more  or  less  arborescent 
in  appearance,  and  may  be  unsurrounded  by  any  marked  inflam- 
matory area ;  hence,  pleuritic  changes  may  be  absent.  Nodules  may 
he  found  on  the  conjunctiva  and  in  the  skin  generally ;  the  latter 
corresponding  to  the  cutaneous  eruption.  The  abscesses  in  the 
limbs  are  deep  and  irregular,  containing  pus  and  abundant  tissue 
debris.  In  acute  glanders  the  secondary  abscesses  are  indistinguish- 
able from  ordinary  pyaemic  deposits ;  in  the  chronic  form  there  is  a 
tendency  to  caseation.  In  the  horse,  the  deposits  of  acute  glanders 
when  internal  are  usually  limited  to  the  respiratory  passages ;  in 
farcy,  numerous  subcutaneous  nodules  connected  by  long  indurated 
cords,  corresponding  to  the  lymphatic  trunks,  are  met  with. 

SjnmptOXIiS. — These  may  be  either  acute  or  chronic,  while,  as  in 
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tuberculosis,   a   chronic    attack    may  at    any   time    take   on    the 
characters  of  the  acute  form  and  rapidly  prove  fatal. 

Acute  form. — In  man  this  form  is  the  more  frequent.  The 
disease  commences  somewhat  insidiously  with  malaise,  headache,  and 
pains  in  the  limbs,  and  the  patient  often  shows  the  same  reluctance 
to  speak  of  the  possible  origin  of  his  disease  as  is  noted  in  perMOs 
who  have  been  bitten  by  a  rabid  dog.  If  a  wound  exist,  it  becomes 
painful  and  swollen,  and  surrounded  by  a  bright  red  area,  sometimeB 
extending  along  the  line  of  the  lymphatic  vessels.  Occasionally  signs 
of  pulmonary  atifection  first  appear,  but  more  often  the  patient  com- 
plains of  one  or  more  hard  painful  swellings  in  the  limbs,  which 
soften  rapidly,  and  when  punctured  may  furnish  at  first  thin  blood- 
stained fluid,  but  always  eventually  pus. 

Before  the  end  of  the  first  week  deposits  in  the  skin  give 
rise  to  the  characteristic  eruption.  The  date  of  onset  is  scmie- 
what  variable ;  the  whole  body  may  be  affected,  and  as  the  erup- 
tion is  successive,  nodules  in  varying  stages  undergoing  pro- 
gressive changes  are  found  : — (1)  Small,  shotty,  hard,  red,  papules; 
(2)  somewhat  rounded  pustules  often  on  a  raised  yellowish  areola 
twice  as  wide  as  the  pustule  itself ;  (3)  similar  pustules  on  an 
inflamed  red  bfwe ;  (4)  large  vesicles  containing  turbid  serum,  aome 
of  the  size  of  bullae  ;  (5)  the  latter  varieties  dried  up,  leaving  a  scab 
upon  an  indumted  base.  At  a  later  date  suppurating  ulcers  may 
occupy  the  site  of  previous  pustules,  and  the  confluence  of  these  may 
lead  to  the  formation  of  somewhat  extensive  suppurating  areas.  In 
its  various  stages  the  eruption  simulates  closely  those  of  varicella 
and  variola.  During  the  development  of  the  eruption  numerous 
abscesses  of  a  pya?mic  character  form  alx)ut  the  body,  often  deep 
and  very  extensive  ;  or  suppuration  may  occur  in  the  joints.  Deposit 
in  the  nasal  mucous  membrane,  when  they  occur,  are  indicated  by  a 
thin  watery  discharge,  becoming  purulent  and  sanious  as  they 
break  down ;  the  nose  at  the  same  time  becoming  swollen,  and 
reddened  externally.  Occasionally  attacks  of  bleeding  may  be  the 
only  representative  of  this  sign,  which  is  inconstant.  Deposits  in 
the  frontal  sinuses  give  rise  to  severe  headache,  those  in  the  con- 
junctiva are  accompanied  by  much  swelling  of  the  eyelids,  and  those 
in  the  mouth  or  fauces  to  ulceration.  Pulmonary  signs  may  he 
those  of  pneumonia,  bronchitis,  or  pleurisy. 

General  s^anptoms  develop  pari  passu  with  the  local  manifesta- 
tions. The  bodily  temperature,  at  first  little  raised,  reaches  as  high 
as  105^  to  106^  F.,  fluctuating  much  as  a  pyiemic  temperature,  but 
without  the  frequent  falls  to  normal.  Profuse  sweating  is  common ; 
the  pulse  loses  strength,  and  gains  in  rapidity ;  emaciation  is  rapid, 
giving  a  pinched  appearance ;  the  tongue  becomes  dry  and  brown ; 
the  urine  contains  albumen ;  sleeplessness  is  followed  by  delirium, 
often  of  a  busy  chanicter,  with  picking  at  the  bed-clothee;  and 
the  patient  dies  of  exhaustion.  Death  may  occur  in  less  than  one 
week,  but  is  commoner  in  the  second  or  third. 

C'hronlr  form* — In  this  the  same  complexity  of  83rmptom8  is 
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observed,  but  they  are  evolved  slowly,  the  average  duration  of  an 
attack  being  four  months  (Bollinger).  The  eruption  and  abscesses 
leave  intractable  ulcers  and  fistulae.  Nasal  signs  are  less  frequent, 
but  chronic  discharge  may  occur,  with  tendency  to  the  formation  of 
dark  offensive  crusts.  Affection  of  the  air-passages  may  give  rise  to 
hoarseness,  sanguineous  expectoration,  pyrexia,  and  steady  emaciation, 
and  if  the  patient  recover,  convalescence  is  very  prolonged. 

Diagnosis. — In  the  initial  stage  the  disease  is  to  be  recognised  by 
the  history  alone,  the  early  symptoms  often  simulating  those  of  acute 
rheumatism  or  enteric  fever.  When  fully  developed,  confusion  with 
pysemia  is  the  main  danger.  The  resemblance  is  the  more  striking 
since  the  secondary  deposits  closely  simulate  those  of  pyaemia,  and 
both  diseases  occur  in  the  same  acute,  sub-acute,  and  chronic  forms. 
Attention  to  the  history,  the  absence  of  initial  rigors,  the  character- 
istic eruption,  and  the  nasal  discharge,  if  present,  will  aid  in  making 
a  correct  diagnosis.  Yirchow  has  pointed  out  the  occasional  simula- 
tion of  a  hard  chancre  by  a  nodule  upon  the  penis. 

Prognosis. — Acute  glanders  may  almost  be  said  to  be  a  fatal 
disease,  yet  Bollinger  reports  one  recovery  in  thirty  cases ;  and  the 
same  observer  has  collected  thirty-four  cases  of  chronic  glanders  with 
a  percentage  recovery  of  fifty. 

TrOfttmdnt, — In  the  case  of  a  bite  or  undoubted  local  inoculation 
seen  early,  excision  and  energetic  disinfection  or  cauterisation  are 
indicated.  Later,  the  administration  of  quinine  and  abimdance  of 
good  nourishment  should  be  persevered  in.  Abscesses  should  be 
treated  on  ordinary  lines,  and  the  nasal  symptoms  by  the  spraying  of 
carbolic  acid  solution  (1  in  40)  or  perchloride  of  mercury  (1  in  1,000). 
The  internal  administration  of  strychnine  and  arsenic  has  «been 
recommended  (Gamgee) ;  and  Bollinger  suggests  the  use  of  carbolic 
acid.  Lastly,  cases  of  cure  by  the  free  inunction  of  mercury  com- 
menced early  have  been  reported  from  Russia  (Gold  Gralewsky, 
Kondorsky). 

VII.     MALIGNANT    PUSTULE.     ANTHRAX. 

Etiology. — This  is  a  gangrenous  inflammation  of  the  skin,  due 
to  the  inoculation  of  a  specific  organism  (BacUliis  anthracis).  The 
disease  is  one  primarily  met  with  in  animals  and  from  them  is 
readily  transmissible  to  man. 

The  disease  in  animals  is  widely  distributed  in  both  the  Old  and 
New  Worlds.  In  England  outbreaks  are  comparatively  slight  and 
uncommon,  and  a  very  large  number  of  the  cases  observed  in  man 
are  the  result  of  infection  from  imported  hides.  It  occurs  in  homed 
cattle,  sheep,  swine,  horses,  and  wild  animals,  such  as  reindeer  and 
buffaloes,  and  is  readily  produced  by  inoculation  in  rabbits  and 
guineapigs.  The  camivora  are  much  less  susceptible,  though  cats 
are  more  so  than  dogs. 

The  anthrax  bacillus  develops  without  the  body  in  the  form  of 
bundles  of  long  threads  bearing  numerous  spores.     The  latter  are 
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extremely  resistant  to  ordinary  atmospheric  conditions,  heat,  and 
desiccation,  and  remain  capable  of  development  for  years  if  a  suitable 
soil  be  offered. 

The  bacillus  of  anthrax  is  rod-shaped,  with  rectangular  extremi- 
ties, about  ,^^J  of  an  inch  in  length.  It  is  at  times  somewhat 
enlarged  at  the  ends,  and  shows  signs  of  transverse  fission — the 
method  by  which  it  multiplies  within  the  body.  In  pleural  exudar 
tion  long  threads  similar  to  those  developed  in  artificial  media  are 
seen.  It  is  readily  stained  with  gentian  violet,  Spiller's  purple,  or 
many  aniline  colours.  In  malignant  pustule  the  organisms  are 
found  in  the  serum  of  the  vesicles,  and  in  great  numbers  in  the 
deeper  layers  of  the  cutis  clothing  the  papillie,  and  obscuring  their 
structure  (Wagner,  Charlewood  Turner,  R.  Koch).  They  gradually 
extend  on  all  sides,  entering  the  blood-vessels  and  lymphatics.  The 
central  portion  of  the  affected  area  rapidly  becomes  necrotic,  and 
more  or  less  extensive  blood  extravasations  occur  in  and  beneath  it 
Local  reaction  around  is  well  marked,  the  tissues  becoming  byper- 
semic,  with  small-celled  infiltration  and  marked  uedema.  BacilU  are 
not  demonstrable  in  the  general  circulation  until  some  days  after 
primary  infection.     (See  page  31.) 

The  disease  occurs  in  animals  in  two  forms :  an  external, 
evidenced  by  the  development  of  brawny  swellings  of  the  skin  and 
subcutaneous  structures,  and  an  internal,  involving  the  respiratory 
and  alimentary  tracts. 

In  man  the  same  varieties  ai-e  met  with,  the  external  being 
known  as  malignant  piUftvJe.  This  commences  as  an  infection  of 
the  skin,  and  continues  for  a  short  time  a  local  process.  From  the 
primary  focus,  however,  the  bacilli  and  the  waste  products  of  tlieir 
metalx>lism  enter  the  general  circulation,  and  in  the  majority  of 
cases  cause  death  from  septicaemia  if  surgical  assistance  l)e  not  forth- 
coming. Some  individuals,  however,  offer  a  special  resistance  to  the 
disease,  and  rare  cases  have  l)een  reported  of  spontaneous  recovery. 
A  previous  attack  offers  no  imnmnity  from  sul)sequent  ones. 

Pasteur,  by  cultivating  the  organism  at  an  abnormally  high 
temperature,  has  succeeded  in  lowering  its  ^-irulence,  and  has  thus 
produced  a  protective  "  vaccine,"  which  is  said  to  render  animals 
immune  to  the  disease.  Wooldridge  succeeded  in  endowing  rabbits 
with  inmiunity  by  injecting  a  chemical  sul:)stance  isolated  from  the 
blood  of  other  rabbits  which  had  suffered  fiom  the'  disease.  The 
production  of  immunity  by  the  injection  of  albumoses  has  been 
further  worked  out  by  Hankin. 

Mode  of  infection. — Malignant  pustule  in  man  is  met  with 
almost  exclusively  on  uncovered  parts  of  the  Ixxiy.  Infection  may 
occur  of  a  pre-existing  pustule,  wound  or  abrasion,  or  possibly  by  the 
bite  of  an  insect  which  has  rested  or  fed  upon  infected  matter. 
The  handling  of  infected  hides  is  a  common  source  of  infection  ;  and 
internal  anthrax  may  result  from  inlialing  or  swallowing  dust  from 
them.  Those  employed  in  tending  infected  animals,  vetezinaiy 
surgeoiLs,  and  slaughterers  may  be  dii*ectly  inoculated.      Anthrax 
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has  been  conveyed  to  a  surgical  wound  by  the  use  of  catgut  prepared 
from  the  intestine  of  an  infected  sheep. 

Symptoms. — The  first  sign  of  malignant  pustule,  when  no  appre- 
ciable wound  exists,  is  a  dark  spot  I'esembling  the  sting  of  an  insect, 
often  surrounding  a  hair  fol- 
licle. The  papule  enlarges, 
and  a  vesicle  containing  yel- 
lowish fluid  forms,  often 
changing  its  colour  to  red  or 
a  bluish-red  colour.  A  similar 
papule  bearing  a  vesicle  may 
develop  at  the  site  of  any 
small  abrasion  which  has 
served  as  a  point  for  infection. 
The  appearance  of  the  vesicle 
is  heralded  by  burning  pain, 
often  leading  the  patient  to 
scratch  and  rub  the  vesicle, 
thereby  laying  bare  a  raw  red 
surface,  from  which  serous 
fluid  is  exuded.  A  dry  scab 
now  forms  on  the  surface,  the 
edges  of  the  papule  enlarge 
and  become  much  indurated, 
a  hyperaemic  and  cedematous 
areola  developing  around  it. 
A  second  ring  of  vesicles  may 
develop  around  the  centre  of 
Uie  papule,  the  centre  mean- 
while becomes  dark  from  the 
extravasation  of  blood,  and 
gradually  dries  and  sinks  below 
the  level  of  the  surrounding  areola  (Fig.  54).  The  process  may  con- 
tinue in  this  manner  till  the  carbuncle  reaches  a  considerable  size, 
the  samcfswelling  and  cedema  preceding  its  enlargement.  At  the  same 
time,  the  poison  is  taken  up  by  the  lymphatics,  the  glands  enlarge ; 
and  if  a  limb  be  aflected,  the  whole  extent  may  become  swollen  and 
cedematous.  The  appearance  of  the  oedematous  part  varies  in  diflerent 
regions :  thus  in  the  eyelid  a  semi-transparent  bladder-like  swelling 
i8  not  uncommon,  while  the  lips  become  thickened  and  rigid,  the 
normal  folds  of  the  face  being  obliterated.  Malignant  pustules  of 
the  neck  offer  a  special  danger  in  the  spread  of  the  U3dema  to  the 
larynx,  tongue,  and  floor  of  the  mouth.  Of  1,077  cases  collected  by 
W.  Koch,  490  aflected  the  head  and  face,  45  the  neck,  and  370  the 
upper  extremity.  In  some  ixistances  the  proees^  may  closely  re- 
deiitble  an  ordinary  celluiitbf  highly  fi^teiiiatous,  but  without  the 
development  of  vesicles. 

For  a  period  of  about  twti  cUjs — iu  faet,  prior  to  tiie  entrance  of 
bacilli  and  their  productf  ^i^  Urge  niiiuum  into  the  general 


Fig.51— Malifrnant  Pustule  of  Face.  The  en- 
largemeut  of  the  submaxillary  tflauda  aod 
the  Burronnding  oedema  are  well  shown. 
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circulation — the  patient  suffers  little,  except  from  a  feeling  of 
general  malaise.  The  temperature  then  rises  to  102^  to  104^  F., 
gradually  falling  intermittently  ;  and  if  the  case  be  ti^eated  by 
early  excision,  reaches  normal  in  a  few  days.  The  malignant  pustule 
itself  is  the  seat  of  remarkably  little  pain,  but  acute  pains  may  be 
experienced  in  the  limbs.  In  fatal  cases,  sweating  and  diarrhtBa  set 
in,  accompanied  by  delirium,  fall  of  temperature,  often  below  normal, 
great  prostration,  and  eventual  collapse. 

Malignant  pustule  may  serve  as  a  local  centre  from  which 
embolic  secondary  deposits  are  furnished,  or  it  may  occur  secon- 
darily to  anthrax  of  internal  organs. 

Diagnosis. — Tlie  recognition  of  malignant  pustule  is  usually 
easy*  t)y  observing  the  special  appearances  and  carefully  inquiring 
into  the  history.  Davies  Colley  lias  pointed  out  that  it  is  to  be 
distinguished  from  facial  carbuncle  by  its  comparative  painless- 
ness, the  dark  centre,  and  the  absence  of  the  multiple  yellow  spots 
of  commencing  suppuration  seen  in  the  latter  affection.  Diagnosis 
can  be  made  cei*tain  in  doubtful  cases  by  microscopic  examination 
of  the  fluid  in  the  vesicles  or  by  the  inoculation  of  a  rabbit.  It  is 
well  to  l)ear  in  mind  that  the  bacilli  are  only  present  in  the  blood 
after  general  symptoms  have  commenced  to  develop. 

Prognosis. — Malignant  pustule  rarely  undergoes  spontaneous 
cure.  If  treated  energetically,  the  majority  of  the  cases  recover 
rapidly.  Lengyel  and  Koranyi  lost  only  13  out  of  142  cases 
treated  surgically.  If  secondary  deposits  occur,  or  signs  of  internal 
anthrax  appear,  the  patient  usually  dies  rapidly.  In  uncomplicated 
cases  not  treated,  death  occurs  in  from  tive  to  eight  days. 

Treatment. — The  only  treatment  to  be  recommended  is  free 
excision,  and  this  should  be  followed  by  cauterisation.  Davies 
Colley  has  published  several  cases  in  which  chloride  of  zinc  paste 
or  liquid  carlx)lic  acid  were  successfully  used  for  the  subsequent 
cauterisation.  The  local  cedema  and  general  symptoms  usually  rapidly 
subside  after  removal  of  the  infecting  centre,  and  it  is  difficult  to 
say  when  it  becomes  too  late  to  \ye  worth  trying  this  mod^of  treat- 
ment. In  cases  where  excision  is  impossible,  or  such  treatment 
refused,  parenchymatous  injections  of  2  per  cent,  carbolic  acid 
solution  may  be  tried,  as  good  results  have  been  obtained  by  this 
method.  They  should  be  radial  and  frequently  repeated,  20  to  30 
minims  of  the  solution  being  employed. 

Beferenoes. 
W.  Koch,  Milzbrantl,  and  Rausclibrand  :  Deutach.  Chir.,  Lief  9, 1886. 
Davies  Colley  and  Charlewood  Turner.    Transactions  of  the  Medioo-Cbimrgiflsl 
Society,  vol.  Ixv.,  1882,  p.  237. 

V 1 1 1.     ACTIN  OMYCOSIS. 

ftiolOfify. — This  is  a  disease  dependent  on  the 
growth  of  the  ray  fungus,  or  actinomyces  (a  species 
Bostrdm),  into  the  system  of  man. 

The   disease   corresponds   with    that   observed  iii  uxtm^   calvmA 
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swine,  etc.,  with  some  modifications,  the  most  important  of  which 
are  the  less  marked  tendency  to  localisation  by  the  abundant  for- 
mation of  scar  tissue,  and  to  calcification.  The  typical  course  of 
actinomycosis  in  man  is  chronic,  patients  dying  as  the  result  of 
implication  of  important  organs,  of  exhaustion  from  prolonged 
suppuration,  or  from  amyloid  disease.  It  must  be  borne  in  mind, 
however,  that  the  tissues  re-act  in  correspondence  with  individual 
idiosyncracy  and  constitutional  conditions,  and  in  some  persons  a 
defective  resistance  on  the  part  of  the  tissues  allows  a  rapid  in- 
vasion and  course  in  this  disease.  The  morbid  pi-ocess  spreads  by 
direct  continuity,  invading  all  tissues  indifferently ;  secondary  em- 
bolic deposits  may,  however,  occur,  the  most  common  examples  of 
which  are  those  observed  in  the  liver  in  primary  actinomycosis 
of  the  intestinal  canaL  Cases  of  so-called  acute  generalisation  hav^ 
been  described,  but  these  are  probably  partly  pysemic  in  nature. 

The  actinomyces  itself  is  not  pyogenic  in  the  same  sense  as  the 
various  suppuration  organisms,  since  it  may  exist  for  long  periods  in 
organs  such  as  the  brain  (Bollinger)  without  inducing  suppuration. 
When  developing  actively,  however,  it  produces  local  necrosis  of  the 
tissue  in  which  it  is  embedded  and  of  the  small-celled  inflammatory 
infiltration  surrounding  it,  and  in  this  way  a  fluid  more  or  less 
resembling  true  pus  is  furnished.  Deposits  in  the  alimentary  and 
respiratory  tracts  are  necessarily  exposed  also  to  external  contami- 
nation, and  in  these  cases  abundant  suppuration,  induced  by  the 
ordinary  pyogenic  organisms,  often  occurs.  Tlie  disease  does  not 
extend  by  the  lymphatic  system ;  and  although  the  glands  have  been 
occasionally  noted  to  be  enlarged,  no  growth  of  actinomyces  has 
ever  been  observed  in  them. 

Mod6  of  infectioiL — No  evidence  exists  of  the  direct  transfer- 
ence of  this  disease  from  animals  to  man,  or  from  man  to  man.  Both 
men  and  animals  appear  to  be  infected  from  the  same  source  and  in 
the  same  manner.  The  most  common  seat  of  infection  is  the  mouth, 
the  alimentary  tract,  some  of  its  dependences,  or  the  respiratory 
passages.  Cases  of  external  infection  are  rare,  but  a  small  number 
has  been  placed  on  record.  The  discovery  of  a  gi*ain  of  barley  in 
an  abscess  of  the  back  secondary  to  a  primary  deposit  in  the  oeso- 
phagus (Soltmann)  led  to  the  inference  that  the  carrier  of  infection 
might  exist  in  grains  of  com  or  barley,  or  in  particles  of  straw  of  a 
like  nature.  In  five  carefully  examined  cases  in  man,  bodies  of  this 
nature  were  discovered  by  Bastrom  in  primary  actinomycotic 
deposits,  and  the  extension  of  the  process  was  shown  to  follow  the 
line  in  which  the  grain  had  travelled.  Bostrom  strengthens  the 
theory  of  this  mode  of  infection  by  the  following  arguments : — In 
thirty-two  cases  of  bovine  actinomycosis,  particles  of  straw  and 
grain  were  found  embedded  in  the  mucous  membrane  between  the 
teeth  and  gimis  and  in  the  tongue ;  and  further  examination  of  the 
leoofda  of  eighty-four  published  cases  of  actinomycosis  in  man 
dbowed  that  the  diaaase  commenced  in  77  per  cent,  dunng  the 

"in  fact,  during  the  months  in 
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which  the  freest  opportunities  for  the  chewing  of  com  and  barley 
grains  are  afforded. 

The  common  localisation  of  the  disease  to  the  jaws  and  neigh- 
lK)uring  tissues  gave  rise  to  the  theory  that  the  existence  of  carioos 
t-eeth  led  to  the  development  of  the  process  by  affording  a  suitable 
nidus  for  the  growth  of  the  organism  and  its  extension  by  the  tissues 
of  the  alveolus.     The  fact  that  the  disease  is  especially  common  in 


Fig.  55.— Section  of  an  Actinomjcotic  Centre  in  a  Cow's  Tonjirue.  Marked  derelopmeBt 
of  conuectiTe  timue  and  clubs.  The  octiuomyces  are  treated  dia^ramniAtioally,  to 
illustrate  the  appearance  usually  observed  in  those  obtained  fruna  unne,  or  pos. 


calves  at  the  time  of  the  second  dentition  appeared  to  support  this ; 
but  the  exclusion  of  carious  t^»eth  as  the  point  of  origin  in  Bostrbm's 
cases  of  maxillary  actinomycosis  in  man  is  against  the  theory ;  and 
it  may  be  at  the  same  time  pointed  out  that  disease  of  the  jaws  in 
man  has  l)een  almast  without  exception  peripheral  in  arrangement^ 
while  central  disease  would  more  naturally  be  expected  if  the  process 
started  from  within  the  alveolus.  In  calves,  however,  disease  of  the 
jaws  is  often  central,  great  expansion  of  the  bone  taking  place.  In 
other  o})served  cases  the  origin  of  the  disease  has  l)een  clearly  traced  to 
chewing  barley :  and  in  two  cases  of  external  actinomycosis  of  the 
hand,  in  one  the  aKscess  developed  in  the  palm,  as  the  result  of 
pressure  of  the  sickle  while  reaping ;  and  in  the  other  a  nodule 
develoj)ed  on  the  back  of  the  hand  of  a  person  engaged  in  thrashing 
grain  (Bertha). 

The  actinomyces. — The  organism  itself,  obtained  from  the  dis- 
charge from  an  al>sc<*ss  or  fistula,  or  from  the  urine  or  faeces  when  the 
alimentary  or  urinar}'  tracts  are  the  seat  of  the  disease,  presents  the 
following  charactei*s  : — It  is  found  in  small  nodules,  var3riiig  in  aiafi 
from  a  grain  of  sand  to  a  hemp  .seed,  rounded  or  nmU)erry-like  in  fonOy 
gi-ey,  greyish-green,  sulphur  yellow,  or,  when  obtained  from  theteoe% 
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dark  brown  in  colour,  and  of  the  consistence  of  soft  mortar.  The 
varis^tion  in  colour  from  grey  to  yellow  appears  to  depend  on  the  age  of 
the  organism,  the  older  ones  gaining  the  characteristic  yellow  colour ; 
and  it  is  these  in  which  club  formation  is  most  marked.  When  first 
obtained,  they  are  still  clothed  in  a  layer  of  round  cells  ;  but  treat- 
ment with  a  few  drops  of  weak  caustic  potash  allows  the  following 
structure  to  be  made  out  microscopically.  Pressure  of  the  cover- 
glass  causes  the  primary  nodule  to  break  up  into  smaller  ones,  each 
apparently  consisting  of  a  series  of  club-like  processes,  radiating  like 
palisades  from  a  centre  (Fig.  55).  These  processes  are  the  so-called 
clubs,  regarded  by  Bostrom  and  many  observers  as  a  degeneration 
of  the  terminal  filaments  of  the  fungus.     The  ultimate  structure  is 


Fitc,  56.  — Actinomycotic  Centre  (Bos- 
tTi>m),  ebowiiifr  root,  hollow  cap 
nile,  tuiuitle  4  Kcimltf^er),  radiatinf^ 
ftlnmetitsaiicl  cLiO^<t. 

only  to  be  made  out  in  prepared  sections  of  tissue.  When  so  exa- 
mined, each  centre  consists  of  an  intricate  mass  of  filaments,  develop- 
ing spores,  and  arranged  in  the  form  of  a  hollow  capsule  deficient  at 
one  spot,  from  which  filaments  pass  from  the  interior  into  the  sur- 
rounding tissue,  forming  a  kind  of  root.  The  centre  of  the  sphere 
consists  of  irregularly-arranged  filaments  branching  dichotomously, 
the  branches  equalling  the  parent  filaments  in  size.  When  they  reach 
the  periphery  the  dichotomous  division  l^ecomes  extremely  free,  and 
a  highly  intricate  network  is  formed,  in  the  meshes  of  which  abun- 
dant round  or  oval  spores  are  entangled.  Beyond  this  bounding 
network,  called  by  Bostrom  the  mantle  or  germ  stratum  (Keimlager), 
a  series  of  slender  radiating  filaments  project,  at  first  branching  little, 
and  then  abundantly,  and  beyond  these  the  cIuIms  are  arranged,  often 
more  or  less  cast  off  from  the  central  portion  of  the  organism.  Each 
club  consists  of  a  central  filament  enveloped  in  a  laminated  gelati- 
nous sheath,  pyriform  in  outline,  or  sometimes  ending  in  finger-like 
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processes.  Between  the  clubs,  slender  wavy  or  spiral  filaments, 
sparse  or  in  groups,  pn)ject  into  the  suri-ounding  tissue  (Fig.  66).  In 
the  smallest  young  grey  nodules,  clubs  may  be  sparse  or  absent ;  with 
increased  age  the  clubs  increase,  while  the  filaments  decrease  in 
amount.  The  whole  organism  so  arranged  may  be  infiltrated  with 
small-celle<l  growth,  especially  the  centre,  and  the  whole  may  calcify, 
still  retaining,  however,  the  general  outline  of  the  original  structure. 
The  youngest  actinomycetes  are  found  in  the  discharge  and  breaking- 
down  tissue  only ;  they  may  he  too  small  for  naked-eye  recognition, 
and  sometimes  the  discharge  may  contain  more  mycelial  threads 
than  completely  developed  organisms. 

Branched  and  single  threads  have  l)een  observ^ed  by  Bostrom 
within  cells,  which  later  perish,  and  the  content*  are  set  free — a 
possible  mode  of  extension  of  the  local  process.  The  actinomyces 
are  often  very  sparsely  distributed,  especially  in  cases  in  which 
cicatrisation  is  a  marked  feature.     (See  page  49.) 

Morbid  anatomy. — The  entrance  of  the  actinomyces  is  followed 
by  local  necrosis  of  the  tissue  in  which  it  is  embedded,  and  the  develop- 
ment of  a  surrounding  area  of  small-celled  infiltration,  the  amount  of 
which  varies  with  the  power  of  resistance  of  the  individual  affected 
and  the  activity  of  growth  of  the  organism.  If  resistance  be  strong, 
considerable  inflammation  is  set  up,  the  tissues  around  undergo  cell 
multiplication,  granulation  tissue  is  developed,  and  well-marked  con- 
nective tissue  at  the  periphery.  In  these  cases  the  disease  spreads 
slowly,  and  the  tendency  is  to  localisation.  If,  on  the  other  hand, 
resistance  be  defective,  the  small-celled  infiltration  remains  the  main 
feature,  and  the  process  spreads  rapidly  by  destruction  of  the 
surrounding  tissues.  Attention  has  been  drawn  by  Bostrom  to  the 
strong  resent blance  exhibited  by  these  two  varieties  of  the  process 
with  those  observed  in  chronic  and  acute  tuberculosis.  The  pro- 
cess observed  at  a  single  centre  is  repeated  indefinitely  by  the 
development  of  freuh  ones  in  direct  continuity ;  and  thus  in  the 
chronic  cases  large  areas  of  doughy  granulation  tissue,  bounded 
by  dense  scar  tissue  in  the  older  parts,  are  formed. 

Deposits  invade  tissues  of  the  most  varied  character,  infiltrating 
muscles,  fasciie,  and  organs  in  continuity,  eroding  and  infiltrating 
lK>nes,  more  or  less  obliterating  serous  cavities,  such  as  the  plearsi 
peritoneum,  or  joints.  Blood-vessels,  nerves,  and  tubes,  such  as  the 
gullet,  become  infiltrated,  and  are  rigidly  walled  in.  The  secreting 
tissue  in  the  affected  area  of  organs  is  destroyed  without  taking 
active  part  in  the  process,  which  in  its  extension  sometimea  encloaei 
small  islands  of  the  original  organ  more  or  less  unchanged.  The 
Umes  are  eroded,  become  rough  and  discoloured,  and  the  periosteum 
is  thickened,  the  condition  l)eing  one  of  superficial  actinomyootic 
airies.  In  chronic  cases  abundant  osteophytic  formation  takes  plaocb 
while  in  acute  crises  this  may  l)e  al>sent,  the  process  being  merely 
rarefying  and  destructive.  The  joints  may  become  invaded  and 
extensive  disorganisation  follows. 

Softening  sooner  or  later  occurs  from  the  fatty  d^ieneratiaiiy 
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iqaelaction,  and  disintegration  of  the  small-celled  inRltration  and 
pranulation  tissue,  the  result  varying  from  a  tliin  serous  or  slimy 
laid,  containing  disintegrating  tissue,  free  oil  globules,  and  a  few 
euoocytes,  to  apparently  well-marked  creamy  pus,  sometimes  darkly 
iolooiied  from  admixture  with  blood.  In  addition,  actinomyces  and 
mall  round  bodies,  regarded  by  Bostrom  as  spores  of  the  organism, 
brm  the  specific  elements  of  the  fluid.  In  acute  cases  large  abscesses 
nay  form ;  in  the  more  chronic  the  collections  of  fluid  are  more  or 
ess  localised  to  the  individual  areas  surroimding  the  organisms,  with 
he  result  of  the  formation  of  a  highly  characteristic  sponge-like 
nass.  Bostrom  considers  this  liquefactive  process  an  index  to  the 
ife  and  activity  of  the  organism,  and  says  that  when  a  centre  is 
exclusively  formed  by  granulation  and  cicatricial  tissue,  the  fungus 
8  either  inactive  or  dead. 

Symptoms. — The  typical  sign  of  actinomycosis  is  the  develop- 
nent  of  a  chronic  tumour.  This  enlarges  steadily,  with  a  tendency  to 
^each  the  surface,  when  portions  become  more  prominent,  soften,  and 
)flrer  pseudo-fluctuation.  If  extension  be  in  the  direction  of  the  skin, 
his  becomes  reddened  or  bluish-red,  and  later  a  yellow  point  may  form 
>n  the  most  projecting  spot,  and  spontaneous  opening  may  occur. 
Che  marginal  portion  of  the  swelling  is  characterised  throughout  by 
rreat  induration  in  the  majority  of  instances.  When  softened  spots 
ire  incised,  serous  fluid  and  a  little  blood  only  may  escape ;  and  a 
nass  of  soft  granulation  tissue,  yellowish  from  fatty  degeneration, 
)r  brownish  from  haemorrhage,  is  exposed.  In  other  cases  pus  may 
ye  found,  thin,  slimy,  and  sweet,  or  dirty,  brown-coloured,  and 
iflTensive  smelling.  Whether  forming  spontaneously  or  as  the  result  of 
ncision,  chronic  fistulas  persist,  the  mouths  of  these  being  irregular 
n  outline,  surrounded  by  an  area  of  livid  skin,  often  more  or  less 
indermined,  and  lined  with  soft  readily-bleeding  granulations,  often 
ipeckled  with  deposits  of  the  organism.  The  discharge  contains 
nore  or  less  numerous  actinomyces  or  actinomycotic  elements.  The 
i;en6ral  tendency  is  to  spread  constantly,  the  older  portions  of  the 
nfiltration  inclining  to  cicatrisation.  This  tendency  is  so  marked 
)hat  when  the  case  comes  under  notice  the  original  site  of  infection 
nay  have  so  completely  healed  as  to  be  imrecognisable,  and  to  be 
traced  only  by  the  following  up  of  cicatricial  bands  at  the  time  of 
^ration  (Bostrom).  The  whole  process  is  commonly  attended  by 
ittle  pain,  fever,  or  constitutional  disturbance.  In  some  cases,  how- 
ever, the  process  may,  as  already  explained,  be  much  more  acute; 
md  here  fever  is  a  marked  symptom,  sometimes  pysemic  in  character, 
und  exhaustion  may  rapidly  cause  a  fatal  termination. 

Primary  infections  of  the  mouth  are  common,  and  in  these  cases 
lie  diaease  has  a  special  tendency  to  extend  along  the  jaws.  A 
■h runic  swelliri|^^  often  giving  vine  to  little  ut  ihi  j^tLsn,  slnwly  creeps 
ilong  the  jaw,  a.  feeling  uf  tarv^ivm  in  t*pening  tiuMiumth  is  followed 
>y  actual  ditficulty  in  moving  the  jaw  and  sub.st*queiit  Kxation,  the 
lumour  spreading  and  iuvph^ing  the  tietk  ot   \niniUii  negitin  ;  or  in 

^caae  of  the  up^^r  jaw,  ereeviQI^Mk^i  iuvalving  the  base  of 
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the  HkulL  In  other  cawes  the  infiltration  may  extend  directly  down- 
wards to  the  neck,  often  involving  the  vertebne.  In  most  instances 
the  swellings  follow  the  chronic  course  above  set  out,  but  acute  caseA 
have  been  observed  attended  with  severe  pain,  fever,  and  cedema  of 
the  floor  of  the  mouth,  tongue,  and  glottis,  disappearing  only  with 
spontaneous  opening  or  incision  of  the  afl'ected  area,  the  symptoniB 
resembling  those  of  angina  Ludovici  (Partsch). 

When  the  })haiTnx  is  the  seat  of  primary  aflTection,  difficulty  of 
deglutition  may  precede  the  formation  of  a  cervical  tumour,  and 
dragging  pain  in  swallowing  has  been  noted  in  cases  of  primary  in- 
fection of  the  cFsophagus.  Infection  of  the  gullet  is  of  especial 
importance,  as  thence  the  process  extends  readily  to  the  posterior 
mediastinum,  spine,  and  lungs,  and  may  come  to  the  surface  on  the 
back.  When  the  lungs  are  aflected,  primarily  or  otherwise,  hacking 
cough,  expectoration  (sometimes  blood-stained),  fever,  sweating,  and 
emaciation  may  precede  the  formation  of  localised  empyemata,  or  the 
development  of  large  masses  of  granulation  tissue  filling  the  pleuml 
sj>ace  and  replacing  lung  tissue.  The  abdominal  organs  may  be  in- 
volved secondarily  to  primary  infection  of  the  intestine,  or  by  invasion 
from  the  thoracic  space.  Affection  of  the  intestines  may  l)e  heralded 
by  pain  and  digestive  derangement,  followed  by  characteristic  swell- 
ings and  abscess  formation.  Pus  from  the  fistul»  often  resembles 
that  from  a  fa»cal  absc(»ss,  and  actinomj'cetes  may  be  present  in  the 
stools.  The  liver  or  spleen  may  l)e  much  enlarged  and  characteristic 
abscesses  form  in  them  ;  and  the  kidneys  or  urinary  passages  may 
also  l)e  involvtnl  secondarily.  In  the  latter  case  actinomyoetes  may 
Ije  discharged  in  the  urine.  Any  abdominal  or  pelvic  organ  may, 
in  fact,  be  invaded.  Pressure  upon  the  veins  by  the  indurated 
masses  may  occasion  widespi'ead  (Pdema  in  any  situation. 

Diagnosis. — Th(».  chronicity  of  actinomycotic  disease  is  its  main 
characteristic,  and  the  diagnosis  may  be  rendered  certain  by  dis- 
covery of  the  organism  in  the  discharges  or  in  the  affected  tissue. 
It  should  be  borne  in  mind  that  the  organism  may  be  very  sparsely 
distributed  and  is  most  likely  to  l>e  found  in  the  discharges  and  soft 
granulation  tissue.  Tumours  have  l)een  mistaken  for  sarcomata,  and 
the  question  uf  actinomycosis  may  arise  in  any  chronic  alveolar 
swelling,  or  in  some  tul)ercular  deposits.  Actinomycotic  disease  of 
the  vermiform  appendix  may  simulate  ordinary'  appendicitis.  The 
common  alxsence  of  enlargement  of  the  lymphatic  glands  is  a  valuable 
diagnostic  jM)int  to  l)e  l)ome  in  mind. 

Prognosis. — 8j>ontaneous  recovery  has  not  been  observed,  tbou^ 
it  appeared  possible  in  a  case  of  pelvic  actinomycosis  implicating  the 
unnary  and  intestinal  tracts,  reported  by  W.  B.  Ransome.  Hie 
l)rognosis  (iej)ends  entirely  on  the  possibility  of  radically  ranovinc 
the  diseiise.  When  this  is  possible,  the  prognosis  is  good  ;  when  vitol 
organs  are  implicattn:!,  or  from  the  position  of  the  deposits  removil 
is  impossible,  death  occurs  s<K)ner  or  later.  Patients  may,  howvfert 
live  for  years. 

Treatment. — Extirpation  of  the  deposits  with  the  knife  lefajiv 
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the  best  treatment.  Where  complete  excision  is  impossible  the 
sharp  spoon  gives  good  results  and  the  two  methods  may  often  be 
combined.  The  affected  tissue  readily  scrapes  away,  but  care 
must  be  taken  with  the  tirm  peripheral  portions.  Scraping  opera- 
tions may  be  followed  by  slight  local  relapses,  which  must  be 
treated  in  the  same  manner ;  the  wound  may  be  painted  with  a 
strong  carbolic  acid  solution.  The  course  of  the  disease  is  said  to  be 
checked  hy  the  administration  of  iodide  of  potassium  (Ransome, 
Thomassen,  Nocard,  Meunier,  Netter). 
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IX.     T^NIA    ECHINOCOCCUS. 

JEtiology. — A  cestode  worm  normally  inhabiting  the  intestine 
of  the  dog,  the  ova  of  which  when  ingested  by  man,  who  serves 
as  an  intermediate  host,  develop  into  the  so-called  bladder  stage, 
producing  hyoUuid  cysts. 

Hydatid  disease  is  met  with  in  all  countries  in  which  the  dog 
has  his  habitat,  but  it  is  especially  frequent  in  Iceland,  Silesia,  and 
Australia,  and  is  by  no  means  rare  in  Great  Britain.  The  parasite 
has  been  discovered  in  wolves,  jackals,  and  a  cat  found  in  Brazil, 
and  may  possibly  infest  other  animals. 

The  icorm  itself  is  about  a  quarter  of  an  inch  in  length,  and 
made  up  of  four  segments ;  of  tliese,  the  first  is  the  head,  about  y^^ 
of  an  inch  in  width,  furnished  with  four  pairs  of  suckers,  and  a 
central  rostellum  crowned  with  a  double  circlet  of  booklets,  thirty  to 
forty  in  number.  The  second  joint  is  insignificant ;  the  third  about 
twice  the  length  of  the  second ;  while  the  fourth  (proglottis)  con- 
tains the  double  sexual  organs,  a  marginal  reproductive  papilla^ 
and  a  large  number  of  eggs,  amounting  to  from  500  to  4,000. 

Thousands  of  these  worms  may  exist  in  the  intestine  of  the  dog, 
more  or  less  completely  hidden  by  the  villi.  Oxen,  sheep,  and  swine 
are  far  oftener  the  intermediate  hosts  of  the  parasite  than  man,  and 
these  animals,  probably  in  great  measure,  keep  up  the  supply 
of  fresh  scolices  for  the  further  propagation  of  the  disease  in  the 
dog.  Sheep  dogs  and  those  kept  for  sporting  purposes  are  specially 
liable  to  be  affected  ;  and  persons  whose  occupation,  as  is  the  case 
with  shepherds,  bring  them  into  constant  and  close  association  with 
^ese  animals,  are  the  most  frequent  sufierers  from  the  disease. 

Hydatid  cysts  may  be  single  or  multiple;  their  increase  is  usually 
alow,  but  the  rate  may  be  variable ;  in  some  cases  they  may  exist  for 
a  whole  Ufe-time.  They  are  most  common  between  -the  ages  of 
twenty  and  forty,  are  commoner  in  women  than  men,  and  com- 
paratively rare  in  children. 
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Mode  of  infectioXL — The  ripe  proglottides  and  globular  thick- 
walled  eggs  expelled  with  the  feces  of  the  dog  are  distributed 
over  pastures  and  edible  vegetables,  and  reacli  supplies  of  drinking 
water,  and  are  therewith  ingested  by  man. 

The  egg  loses  its  chitinous  capsule  in  the  alimentary  canal, 
and  the  small  embryo,  provided  with  six  hooks,  migrates  into  the 
tissues,  afterwards  undergoing  cystic  transformation.  A  period  of 
five  months  elapses  before  the  cyst  reaches  the  size  of  a  pigeon's 
egg,  the  stage  at  which  scolices  and  brood  capsules  begin  to  develop. 
Morbid  anatomy. — As  witli  other  jiarasites,  the  entrance  of  the 

embryo  into  the  tissues 
gives  rise  to  irritation 
and  the  formation  of  a 
surrounding  zone  (if 
small-celled  infiltratkw, 
which  gradually  de- 
velops into  a  well-formed 
iibrous  capsule  —  the 
eciocyat  of  (Huxlev. 
Loosely  attached  within 
JflfflJ   ^^^5*^^^^^  ^^^^^iS^^^'^  this    is    the   true   cyst 

^^^S^^  wall,     or    etidoeysl^    <rf 

Piur.  57.— Scolices  of  Tenia  Echinococcxu.  HuxleV       This     aDPCttTR 

yellowish  or  dull  white,  and  consists  of  two  elements ;  the  tiwt,  a 
liighly  ehistic  chitinous  membrane  arranged  in  concentric  lamine, 
the  inner  layers  l)eing  those  last  formed.  When  set  free,  this 
membrane  curls  up  in  a  highly  characteristic  manner,  the  outer 
layei-s  of  tlie  wall  being  firmer  than  the  inner,  and  microooopic 
examination  reveals  the  striation  due  to  its  lamination.  Within 
this  layer  is  found  the  germinal  membrane,  composed  of  cells, 
granular  matter,  particles  of  carbonate  of  lime,  muscular  tissue, 
and  a  water  vascular  system. 

A  cyst  so  composed  may  remain  sterile  (acephalocyst),  and  yet 
attain  a  considerable  size;  more  commonly  the  germinal  or  paren- 
chymatous layer  gives  origin  to  numerous  brood  capsules,  soolicet, 
and  daughter  cysts. 

The  brood  capsules  originate,  when  the  parent  cyst  has  reached 
tlie  size  of  a  walnut,  as  small  hollow  elevations  of  the  parenchj- 
iiiatous  layer,  and  from  these  numerous  scolices — as  many  as  thir^ 
or  forty — may  lie  developed.  The  scolex  represents  the  head  of  the 
entire  tapeworm  ;  it  varies  in  length  from  y^^  to  -^  of  an  inch. 
It  is  solid,  cylindrical  in  form,  somewhat  egg-shaped  posteriorly, 
whence  a  stalk  containing  nutrient  vessels  and  muscular  tissue  con- 
nect it  to  the  parent  cyst  wall ;  when  detached  tlie  scolex  dies  (Fig.  57). 
The  anterior  part,  separated  from  the  remainder  by  a  slight  con- 
striction, the  neck,  heni-s  four  suction- discs,  and  a  central  rostellnm 
with  a  double  crown  of  liooklets.  The  latter  may  be  projected  when 
dead,  but  earlier  lies  retracti^d  in  a  canal  fonned  by  the  invaginated 
neck.    The  body  of  the  scolex  contiiins  numerous  calcareous  particles. 
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Besides  brood  capsules  and  scolices,  the  parent  cyst  produces 
datAgJUer  cyats^  from  which,  again,  cysts  may  develop  for  several 
generations,  even  to  reach  the  number  of  thousands  (echinococcus 
colonies).  The  mode  of  formation  of  daughter  cysts  may  be  endo- 
genous or  exogenous.  Endogenous  cysts,  the  commoner  form,  are  the 
result  of  transformation  of  scolices  or  brood  capsules ;  exogenous  cysts 
are  formed  by  the  hernia-like  protrusion  of  pouches  from  the  paren- 
chymatous through  the  cuticular  layer  of  the  cyst  wall.  Such  cysts 
may  lose  all  continuity  with  the  parent  cyst  lying  within  the  ad- 
ventitious capsule.  Such  is  the  common  condition  of  multiple 
hydatid  cysts  in  bones ;  and  the  same  mode  of  development  is  common 
in  the  mesentery. 

Besides  solid  elements,  the  cysts  contain  fluid,  with  somewhat 
special  characters.  Hydatid  fluid  is  clear,  limpid,  colourless,  or 
slightly  opalescent,  of  low  specific  gravity  (1,004  to  1,015)  normally 
contains  chloride  of  sodium  and  no  albumen,  and  usually  scolices  or 
booklets.  If  the  hydatid  has  been  inflamed  or  is  dead,  albumen  is 
present  in  greater  or  less  amount  (Heller).  Succinic  acid,  in  com- 
bination with  sodium  or  calcium  (Heintz),  has  been  frequently 
found  a  constituent ;  also  sugar,  leucin,  and  tyrosin  in  hepatic  cysts, 
and  uric  and  oxalic  acids  in  renaL  In  old  hydatids  the  fluid  may  be 
turbid  and  blood-stained,  or  actually  purulent  and  foetid. 

Another  form  of  hydatid — the  niultilocular — has  been  described 
by  Virchow ;  here  no  mother  cyst  is  demonstrable,  but  numerous 
vesicles,  from  the  size  of  a  pea  downwards,  are  embedded  in  gelatinous 
substance  and  enclosed  in  fibrous  trabeculse.  The  vesicles  are  often 
shrunken  and  mostly  sterile,  although  some  booklets  are  always  to 
be  found.  This  form  is  most  frequently  met  with  in  the  liver  and 
is  rare. 

The  size  attained  by  individual  cysts  depends  in  great  measure 
on  their  surroundings ;  when  these  latter  are  readily  compressible, 
the  cysts  may  attain  an  enormous  size.  When  the  cysts  are  so 
situated  as  not  to  occasion  dangerous  pressure  efiects,  they  may 
exist  for  an  indefinite  time.  The  general  tendency,  however,  is 
towards  death  of  the  parasite :  when  this  occurs,  the  fluid  may 
become  absorbed,  the  cyst  wall  falls  in,  the  adventitious  capsule 
contracts,  and  spontaneous  cure  is  eflected.  After  this  process  an 
aggregation  of  soft  shrunken  cysts,  or  a  solid  caseous  mass,  liable  to 
more  or  less  calcareous  degeneration,  may  represent  the  original 
colony.  In  other  cases — especially  in  the  abdominal  cavity — suppura- 
tion may  occur.  The  most  dangerous  termination,  due  usually  to 
the  pressure  exerted  by  the  accumulation  of  fluid  and  daughter 
cysts,  is  rupture ;  in  the  abdomen  this  may  lead  to  acute  inflamma- 
tion or  signs  of  collapse  and  death,  or,  in  the  lung,  the  sudden 
accumulation  of  fluid  in  the  air-tubes  may  suflbcate  the  patient. 

The  commonest  seat  of  this  disease  is  the  liver,  then  the  lungs 

and  kidneys ;  cysts  may,  however,  occur  in  any  organ  of  the  body, 

or  in  the  connective  tissue  throughout.     The  common  selection  of 

the  liver,  no  doubt,  depends  on  the  ease  with  which  the  parasite 
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reachtt  the  portal  oii^culatiun,  Cy»ta  may  be  single  or  niulUpliP  :  lie 
Iattt*r  condition  is  far  less  oomnion,  and  h  most  fjft^n  m^n  in  tbi*  pen- 
toneal  cavity.    Iti  caften  of  multiple  liydatida  the  liver  rarely  escapnt. 

Symptoms. — The  symptoms  of  hydatid  tu mourn  depend  etitiiflj^ 
Ofi  the  region  or  or^n  affected*  the  e^irly  one«  l>eing  the  result  <if 
pressure  on  the  Hurmundings  of  the  cyst,  the  latc»r  on«(  on  the 
MUperv^ention  of  intiamniation,  or  pOHsiiily  on  rupture  of  the  cy«- 
Spontaneous  cure  of  the  hydatid,  with  consequent  c<»ntraction  of  it* 
bulk,  may  lead  to  the  censation  of  all  syniptoms,  or  thix  may 
occasionally  renult  from  ruptun*  of  the  cyst,  with  diHcJiargi*  of  it* 
(Contents,  either  into  a  hollow  viticuH  or  externa Uy. 

The  .signs  of  a  hydatid  cyst  are  those  common  to  colIf*etioii«  pS 
fluid,  the  .HpMal  charactenstics  Wing  high  ten-Hion  and  the  occaaiana] 
existence  of  a  peculiar  vibratory  thrill,  obtained  by  placing  tb# 
tingei^  of  the  left  hand  on  the  tumour,  and  tapping  the  middle 
fbiger  with  one  of  the  right  hand.  Rupture  or  puncture  of  a  cynt  is 
aometimef^  followed  by  the  development  of  an  urticaria-like  or 
diffuse  erythematous  ranh,  accompanied  by  much  itchinj;.  It  mutl 
be  borne  in  mind  that  shrunken  cyst«  often  persist  as  firm  iwlid 
tunn>urs^  occasionally  pedunculated  and  very  movable. 

DistgHOSis. — Thediagntms  is  usually  made  by  excluaion  ;  in  Mocne 
cases  it  is  self-evident  if  daughter  cy nts  Ije  discharged  In  f:n»m 
of  doubt,  puncture  may  clear  up  all  difficulty,  but  in  canes  of  n»c«^ra] 
hydatiils  tliiH  should  never  lie  undertaken  willingly  without  conj^ent 
havin;^'  \mm  obtained  for  the  surgeon  to  procecMj  to  a  rarfiicaJ  opetm- 
tion,  and  in  some  case^  ia  strictly  contra-indicated  as  a  danici«nvua 
proceeding. 

Prognosis. — The  dise4i.se  may  give  rise  to  little  trouble,  and  all 
symptoms  may  suliside  spontaneously  ;  it  is  remarkable  how  often 
old  hydatids  are  met  with  in  the  autopsies  of  persons  dyiny^  ffom 
othei'  eau«e*t.  Beyond  this^  the  prognosis  depends  on  the  orgaa 
affect(^i.  and  if  this  is  one  to  W  readily  reached  and  operates!  ao^ 
the  pnignosis  is  decidetlly  a  good  one.  Spontaneous  opening  of  the 
cyst  may,  either  in  the  case  of  the  luiig  or  of  the  intestinal  canal, 
be  ft>llnw(Nt  Ijy  recover)'. 

Treatment. — The  surgical  treatment  of  hydatid  disf«Lse  oonrifllt 
in  either  incision  and  drainage,  or  ctimiplete  removal  ol  the  cyst  At  one 
operation. 

In  the  subcutaneous  tissue  the  cyst^  are  readily  extirpated 
entire.  When  within  a  serous  caWty,  the  mtjde  of  procedure  differs 
aa  to  whether  inflammation  has  <K?curre<i  or  not.  If  suppuration  htm 
occurred,  a  free  incision  may  lie  carried  into  the  sac»  if  adhnaiomi 
have  shut  off  the  general  serous  cavity.  The  sac  should  thm  b^ 
irrigated,  and  the  membrane  as  freely  evacuated  an  poastblv  hf 
gentle  manipulatirm  ;  drainage  will,  in  the^e  Cftaea,  be  nciciuuwry  lor 
a  consider'able  f»eriod. 

When    no    inflammatory   chi^nges    have    occurred,   Totkin«asn%  ^ 
openition  in  two  ^tage**  is  the  safest.     In  the  ftmt  stage,  the  cyst  t* 
laid  Ijart)  by  an  inui*tton,  the  wound  im  packed  to  ensure  gaping,  oad 
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an  interval  of  three  to  five  days  is  allowed  for  the  development  of 
adhesions,  shutting  off  the  general  serous  cavity.  On  the  fourth  to 
the  sixth  day  the  wound  should  be  uncovered  and  the  cyst  freely 
incised,  after  the  presence  of  sufficient  adhesion  has  been  determined. 
The  fluid  and  daughter  cysts  having  been  evacuated,  the  loose 
adhesion  of  the  true  cyst  wall  to  the  adventitious  capsule  generally 
allows  the  former  to  be  completely  separated,  either  by  irrigation  or 
gentle  manipulation.  A  drainage-tube  is  inserted,  and  kept  in  for 
from  forty-eight  hours  to  a  few  days.  Recent  progress  in  aseptic 
methods  allows  the  whole  operation  to  be  done  in  one  stage,  the  cyst 
being  sutured  to  the  paiietal  serous  layer  and  skin,  if  necessary,  after 
slacking  of  the  tense  cyst  by  puncture  witli  a  very  fine  \rocar.  This 
offers  some  advantage  with  regard  to  time,  but  is  less  safe  and  in 
ordinary  cases  not  to  be  recommended. 

In  cases  of  sub-phrenic  hydatids,  or  hydatid  cyst  of  the  upper 
surfeu^  of  the  liver,  it  may  be  necessary  to  reach  the  tumour  through 
the  thorax.  When  suppuration  has  occurred,  it  is  not  rare  to  find 
the  lower  part  of  the  pleural  cavity  obliterated,  and  in  this  case,  after 
partial  resection  of  a  rib  to  get  sufficient  room,  the  cyst  may  be  ac 
once  evacuated.  If  this  be  not  the  case,  the  parietal  pleura  of  the 
lateral  wall  and  that  of  the  diaphragm  must  be  united  with  sutures 
and  the  diaphragm  incised,  and  the  operation  completed  in  a  subse- 
quent second  stage,  as  already  described.  In  the  case  of  large 
visceral  or  subperitoneal  hydatids,  it  is  well  to  bear  in  mind  that  it 
is  not  always  possible  to  extirpate  the  cyst  wall  completely,  and  that 
in  such  a  long  and  very  chronic  fistula  may  persist  for  some  time,  in 
fact  in  such  cases  prolonged  suppuration  may  give  rise  to  lardaceous 
disease  of  the  viscera.  In  some  cases  of  hepatic,  and  in  renal  hyda- 
tids, the  sac  may  be  reached  from  the  lumbar  region  without  injury 
to  the  peritoneum.  Mention  should  also  be  made  of  Landau's  method 
of  so  suturing  the  liver  to  an  abdominal  wound  as  to  bring  the  cyst 
into  view,  in  cases  of  affection  of  the  upper  or  posterior  surfaces. 

Pedunculated  hydatids  should  be  removed  entire.  When  mul- 
tiple, the  cases  are  often  beyond  surgical  treatment;  two  or  three 
are  best  treated  by  successive  operation ;  when  more  numerous  the 
dangerous  alternative  of  puncture  is  all  that  remains.  The  surgeon 
may  occasionally  be  called  to  a  case  in  which  rupture  of  a  cyst  into 
the  peritoneal  cavity  has  occurred;  such  information  as  exists  on 
this  subject  is  decidedly  in  favour  of  incision,  irrigation  with  sterilised 
water,  and  drainage. 

Mention  must  be  made  of  the  time-honoured  treatment  by  pimcture 
in  order  to  emphasise  its  dangers.  It  should  never  be  resorted  to 
except  as  a  preliminary  to  incision,  and  here  only  when  in  doubt. 
Although  many  cases  of  apparent  cure  are  on  record,  yet  the  occur- 
rence in  favourable  cases  of  hydatid  urticaria,  in  others  of  death 
from  acute  poisoning,  or  from  flooding  of  an  organ  such  as  the  lung, 
and  the  possibility  of  causing  spread  of  the  disease  by  infection  of  a 
aerous  cavity  (Volkmann),  absolutely  contra-indicate  it  as  a  normal 
method  of  treatment. 
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X.     DELHI    BOIL. 

iBtiologfy. — This  disease  is  known  also  as  Orieniai  sore  (Aleppo 
boil,  Biskra  button,  Gafsa  button,  Kandahar,  Penjeh,  or  Natal  sore). 
It  is  a  local  sore,  probably  the  result  of  infection  by  organisms, 
the  nature  of  which  has  not  been  discovered.  Considerable  doubt 
exists  as  to  the  specific  nature  of  the  disease,  which  is  met  with  in 
tropical  and  sub-tropical  regions  under  various  names. 

In  India  it  has  been  especially  commonly  seen  in  Delhi,  though 
less  frequently  of  late.  It  has  also  been  common  in  other  parti 
of  India,  Asia  Minor,  Arabia,  Persia,  Sjrria,  northern  Africa,  the 
Mediterranean  islands,  etc. 

Its  occurrence  is  somewhat  influenced  by  season,  being  most 
frequently  met  with  at  the  end  of  the  wet  season  in  India ;  in  Biskrt 
particularly  in  September,  October,  and  November.  Sex  and  age 
affect  its  occurrence  little,  and  one  attack  gives  no  immunity  frcmi 
recurrence.  The  lx)il  develops  on  the  uncovered  parts  of  the  body, 
especially  the  face,  and  successive  inoculations  may  occur  in  the 
same  subject.     The  period  of  incubation  is  very  variable. 

Mode  of  infection. — It  has  been  suggested  that  infection  bj 
water  used  for  ablutionary  purposes  is  a  source  of  infection  ;  also  that 
winged  insects  may  transport  the  virus. 

Symptoms.  — Local  itching,  which  may  last  some  time,  is  foUowed 
by  the  development  of  a  small  red  area,  not  unlike  an  inflamed 
mosquito  bite,  from  which  radiating  vessels  sometimes  pass.  The 
red  spot  becomes  papular,  gradually  increasing  in  size,  until  it 
reaches  the  size  of  a  pea  or  more,  and  desquamates.  It  is  indolent^ 
pricks  on  pressure,  and  is  entirely  limited  to  the  skin  and  sub- 
cutaneous tissue.  After  some  weeks,  or  even  months,  the  dull 
red  surface  is  seen  to  be  dotted  with  deep  yellowish-white  spote, 
possibly  inflamed  hair  follicles,  and  later  serum  exudes  from  the 
central  part,  gradually  drjring  and  accumulating  in  a  scab.  The 
scab  increases  in  thickness  to  as  much  as  a  quarter  of  an  indi,  ii 
greyish  in  colour,  or,  if  haemorrhage  occurs,  of  a  brownish  hue.  It 
is  very  adherent,  and  if  left  alone,  may  last  for  months.  Beneatk 
this  scab  ulceration  begins,  progressing  the  more  rapidly  with  the 
less  care  given  to  the  part.  The  ulcers  are  indolent,  oval  or  irre- 
gular in  outline,  the  margins  sharp  or  bevelled  in  character,  the  floor 
uneven,  covered  with  yellowish  or  sanious  pus,  and  in  partis 
especially  in  the  centre,  covered  with  frambsesia-like  prominent 
granulations  sometimes  dotted  with  minute  blood  extraym8atioii& 
The  ulcers  may  reach  three-quarters  of  an  inch  in  diameter ;  thej 
may  be  single,  grouped,  or  multiple  on  different  parts,  to  the  number 
of  forty  or  fifty.  There  is  little  surrounding  inflammation  and  no 
lymphatic  glandular  enlargement. 

The  duration  of  the  process  is  very  variable.  After  from  two  to 
six  months  the  scabs  may  separate  spontaneously,  leaving  an  inotaib 
plete  thin  red  cicatrix,  with  rapidly-healing  granulations  in  tbeooDtriL 
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In  other  cases  the  ulcer  heals  very  slowly  from  the  margins,  often 
giving  rise  to  considerable  deformity,  such  as  ectropion  or  deformity 
of  the  alie  nasi ;  the  hair  follicles  over  the  affected  area  are  destroyed. 
When  on  the  limbs,  cicatricial  contractions  of  the  joints  may  result. 

The  local  process  is  accompanied  by  no  constitutional  symptoms, 
but  may  be  complicated  by  more  or  less  serious  attacks  of  acute 
lymphangitis  or  erysipelas. 

Diagnosis. — The  diagnosis  must  be  made  by  attention  to  the 
history  and  the  district  in  which  the  disease  originated. 

Prognosis. — This  is  good  as  to  recovery,  but  cicatricial  contrac- 
tion may  give  rise  to  permanent  deformity.  Complications  such  as 
those  mentioned  above  may  give  rise  to  a  fatal  issue.  Tlie  progress 
of  the  disease  may  extend  over  months,  or  even  a  year  or  more. 

Treatment. — The  papule  in  the  early  stage  may  be  destroyed 
with  the  actual  cautery  (Murray),  or  acid  nitrate  of  mercury  may 
be  used  for  the  same  pui*pose.  Painting  the  papules  with  a  solution  of 
iodoform  in  collodion  is  recommended  by  Hickman.  When  ulceration 
has  occurred,  the  sharp  spoon  may  be  used  to  remove  granulations 
and  the  base  of  the  sore  treated  in  a  similar  manner  (Woolbert). 

In  any  case,  care  should  be  taken  that  the  discharge  from  the 
sore  is  not  allowed  to  produce  a  fresh  spot  by  inoculation ;  and 
bearing  in  mind  the  possible  origin  of  the  disease  in  the  water  used 
for  washing,  this  should  be  sterilised  by  boiling  V>efore  use. 

XI.     CHIGOE    OR    JIGGER. 

XtiologJ, — This  is  an  insect  (Pulex  penetrans)  reseml)ling  the 
common  flea,  but  about  one-half  to  one-third  of  its  length,  and  pro- 
vided with  a  proboscis  equalling  in  length  the  remainder  of  the  body. 

The  insect  is  met  with  in  the  tropics  of  Africa,  America,  and 
the  West  Indies,  attacking  natives,  and  not  infrequently  Europeans, 
especially  children  who  are  apt  to  run  about  with  bare  feet.  The 
neighbourhood  of  the  toe-nails  is  the  favourite  seat  of  invasion, 
but  the  scrotum  and  other  parts  of  the  body  are  occasionally 
affected.  The  impregnated  female  buries  her  head  and  pro}x>scis  in 
the  skin  and  swells  up,  remaining  in  situ,  if  not  interfered  with, 
until  her  eggs  are  matured  and  extruded,  and  causes  local  irritation, 
inflammation,  and  suppuration. 

Treatment. — In  the  case  of  Europeans,  care  should  be  taken  in 
affected  districts  not  to  place  the  bare  feet  on  the  ground.  Natives 
may  anoint  the  feet  with  turpentine  or  carbolised  oil  as  a  protective. 
When  the  insect  has  obtained  entrance,  it  should  be  removed  with  a 
blunt  needle,  care  being  taken  not  to  injure  the  body,  or  troublesome 
ulceration  may  ensue.  If  the  insect  be  injured  in  extraction  the 
wound  should  be  treated  with  a  strong  solution  of  nitrate  of  silver. 

XII.     TRICHINA    SPIRALIS. 

XtiologJ, — This  is  a  nematode  worm,  which,  when  introduced 
into  the  alimentary  canal,  develops  numerous  embryos,  which  migrate 
from  the  alimentary  canal  into  the  voluntary  muaclee  of  their  host. 
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The  worm  infects  many  animals — swine,  rats,  cats,  dogs,  hedge 
hogs,  moles,  horses,  calves,  rabbits,  guineapigs,  etc. 

When  an  animal  is  fed  on  flesh  containing  the  embryos,  the 
worm  develops  rapidly,  and  fully-developed  examples  may  be  obtained 
from  the  intestine  at  the  end  of  two  days.     The  female  is  the  larger 


Fig.  5a— SectionB  of  Muscle  containing  Trichina  Spiralis. 
A,  Longitudinal ;  b,  transvenM. 


(tV  to  ^  of  an  inch  in  length),  and  when  six  days  old  is  found  to 
contain  numerous  embryos,  averaging  at  least  150  to  each  parent. 
The  male  worm  is  shorter  (^^  to  y\  of  an  inch  in  length),  and  pro- 
vided with  two  conical  projections  at  its  caudal  extremity. 

The  embryos  set  free  in  the  intestinal  canal  migrate  into  the 
tissues,  and  are  carried  l)y  the  lymph  stream  into  the  general  cir- 
culation (Askanazy),  thence  to  l)e  distributed  in  the  voluntary 
muscles — their  sp)ecial  habitat.  Here  they  acquire  an  alimentary 
canal  and  rudimentary  sexual  organs,  and  at  the  end  of  the  fourth 
week  from  leaving  the  intestine  they  assume  a  rolled-up  form,  and 
an  adventitious  capsule  is  developed  around  them  (Fig.  58).  This 
capsule  is  provided  by  the  enclosing  tissue,  and  more  or  less  rapidly 
undergoes  calcification,  this  process  reaching  a  high  degree  at  the 
end  of  twelve  months.  The  parasite  now  remains  quiescent,  and 
may  in  time  degenerate  and  perish  ;  or  by  the  death  of  its  host, 
when  an  animal,  it  may  be  transferred  to  a  new  one,  and  again 
proceed  to  full  development.  Human  muscle  containing  the  para- 
site is  pale  or  reddish-grey  in  colour,  and  the  fibres  tend  to  lose 
their  normal  striation  and  i)ecome  fissured. 

Mode  of  infection. — The  disease  is  acquired  by  eating  trichinous 
flesh — commonly  pork,  either  raw  or  imperfectly  cured  or  cooked. 

Sjnnptoms. — The  special  symptoms  of  trichinosis  depend  on  the 
affection  of  the  voluntary  muscles ;   these  appear  in  a  week  or  a 
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little  later  after  infection.  Stifihess  and  flexion  of  the  elbows  and 
knees  are  usually  first  noted,  and  this  is  followed  by  rigid  extension 
of  both  limbs  and  trunk.  Rigidity  of  special  sets  of  muscles,  such 
as  those  of  mastication,  of  the  eyeball,  and  of  respiration,  give  rise 
to  characteristic  signs.  The  muscles  feel  swollen  and  tense,  and 
are  tender.  CEdema  of  the  eyelids,  and  later  of  the  face  and  limbs, 
is  sometimes  observed  when  the  disease  is  fully  developed.  The 
general  symptoms  before  the  appearance  of  the  muscular  signs  are  a 
feeling  of  lassitude,  loss  of  appetite,  perhaps  nausea,  sleeplessness, 
and  slight  fever.  Later,  the  temperature  may  rise  to  102°;  the 
pulse  is  accelerated,  and  there  is  often  profuse  sweating.  The  tongue 
becomes  dry,  red,  and  furred,  and  the  bowels  are  constipated ;  or 
sometimes  diarrhoea  is  met  with. 

Diagnosis. — llie  rigidity  of  the  muscles  is  the  only  sign  likely  to 
give  trouble ;  if  a  wound  existed,  the  question  of  tetanus  might  arisa 
Attention  to  the  history  of  the  case  and  date  of  the  advent  of 
symptoms,  examination  of  the  fseces  for  worms,  possibly  the  removal 
of  a  portion  of  the  patient's  muscle  for  examination,  would  be  means 
of  arriving  at  a  correct  conclusion. 

Prognosis. — Severe  cases  may  prove  fatal  in  four  or  five  weeks, 
the  patient  dying  of  exhaustion,  ulceration  of  the  colon,  or  pneu- 
monia. If  the  patient  recovers,  three  or  four  months  at  least  must 
elapse  before  the  patient  is  convalescent.  The  most  important  point 
in  the  prognosis  is  the  number  of  embryos  which  have  reached  the 
muscles,  and  this  can  only  be  judged  of  by  the  amount  of  stiftness, 
pain,  and  swelling  which  existe. 

Treatment. — This  consists  in  clearing  the  patient's  bowels  of  the 
parent  worms  as  fully  as  possible ;  to  this  intent,  calomel  or  castor 
oil  in  large  doses  may  be  given.  Glycerine  is  stated  to  have  been 
successfully  tried  as  a  curative  medicine  in  the  United  States. 

As  a  preventive  to  the  disease,  thorough  cooking  of  the  meat  is 
the  only  requisite ;  hence,  probably,  the  rarity  of  the  disease  in 
Great  Britain. 

XIII.     GUINEA    WORM. 

iBtiology. — This  is  a  nematode  worm  (Dracunculus  viedinensis)^ 
which,  introduced  into  the  alimentary  canal  of  man  in  the  larval  con- 
dition, migrates  thence  into  the  tissues,  and  is  eventually  discharged 
as  d  fully  developed  worm  from  the  surface  of  tlie  body. 

The  parasite  is  met  with  in  tropical  climates  (West  Coast  of 
Africa,  Tipper  Egypt,  Soudan,  Nubia,  Abyssinia,  banks  of  Ganges, 
Persia,  Arabia  Petraja,  Mauritius,  Cura<^oa,  Antilles,  Bahia). 

The  female  worm,  when  met  with  in  the  tissues,  lies  coiled  in  the 
long  axis  of  the  limb,  the  head  towards  the  distal  extremity.  The 
length  varies  considerably;  thus,  from  one  foot  to  forty  inches  (Ewart), 
but  extremes  from  six  to  twelve  feet  have  been  recorded.  The 
largest  have  been  observed  in  Africa.  The  body  is  milk-white  in 
colour,  cylindrical,  of  an  uniform  diameter  of  ^^^  of  an  inch,  ending 
posteriorly  by  a  pointed  recurved  tail,  anteriorly  by  a  rounded  head, 
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with  a  central  opening  surrounded  by  six  small  eminences.  An 
enormous  number  of  embryos  are  contained  in  the  body,  -which, 
when  set  free,  live  and  move  actively  for  several  days  in  water. 

Having  attained  full  development  in  the  human  body,  the  female 
worm  discharges  numerous  embryos,  and  is  expelled.  The  embryo© 
set  free  in  water  enter  an  intermediate  host  in  the  form  of  a  small 
crustacean  of  the  genus  Cyclops.  After  a  stay  of  35  to  36  days  in 
the  intermediate  host,  the  embryos,  having  attained  full  larval 
development,  may  be  conveyed  in  drinking  water  with  the  host  into 
the  stomach  of  man.  Sexual  maturity  is  accomplished  here ;  the 
male  worm  probably  perishes  and  is  discharged  with  the  ^eces,  and 
the  female  worm  migrates  into  the  tissues  (F^schenko).  In  the 
vast  majority  of  cases  the  worm  escapes  from  some  point  in  the 
lower  extremities.  Thus,  in  1,000  cases  collected  by  Tilbury  Fox, 
this  occurred  in  98  per  cent. ;  and  among  300  cases  observed  by 
Horton,  in  206  instances  the  feet  and  ankles  formed  the  seat  of 
emergence.  It  has  been,  however,  observed  to  come  to  the  snr&ux 
at  the  chin,  in  the  floor  of  the  mouth,  at  the  orbit,  nose,  head,  hand, 
scrotum,  and  over  the  chest  wall.  The  worm  has  not  been  met  with 
in  internal  organs.  It  is  usually  single,  but  has  been  met  with  in 
large  numbers. 

The  period  of  incubation  varies  perhaps  from  twelve  to  fifteen 
months. 

SjnnptOinS. — When  the  adult  worm  reaches  the  subcutaneous 
tissue,  an  elongated  swelling,  somewhat  resembling  a  thrombosed  vari- 
cose vein,  is  developed.  The  worm  may  still  continue  to  travel,  but 
eventually  considerable  local  pruritus  precedes  the  development  of  a 
small  vesicle  or  boil.  When  this  ruptures,  a  serous  fluid — clear 
if  the  worm  is  entire,  turbid  if  embryos  are  already  free — 
escapes,  and  the  head  of  the  worm  appears  at  the  bottom  of  a  small 
cavity.  The  worm  may  now  be  expelled  or  removed,  or  sometimes 
the  opening  may  heal,  and  a  fresh  swelling  forms  in  the  neighbour- 
hood. In  other  cases  considerable  inflammation  and  the  formation 
of  an  abscess  have  been  observed,  the  inflammation  and  suppuration 
being  sometimes  severe  enough  to  cause  serious  general  symptoms. 

Diagnosis. — The  character  of  the  swelling  and  vesicle,  together 
with  the  locality  in  which  they  are  met  with,  are  usually  sufficient 
for  the  formation  of  a  correct  opinion.  Difliculty  may  occur  in 
special  regions ;  thus  in  a  case  reported  by  Duncan,  in  which  the 
scrotum  formed  the  seat  of  the  tumour,  orchitis  was  simulated. 

Prognosis. — The  disease  affords  no  danger  to  life  except  in  the 
cases  where  severe  inflammation  gives  rise  to  complications.  Severe 
subsequent  contractions  have  been  observed  (Horton). 

Treatment. —  If  undisturbed  the  worm  is  eventually  expelled 
from  the  opening  by  which  the  embryos  have  been  discharged  in  an 
average  period  of  from  fifteen  to  twenty  days  (Forbes).  Manson 
recommends  that  this  process  should  be  allowed  to  complete  itadf 
spontaneously,  unless  the  conditions  are  such  as  to  allow  the  rmdioal 
extirpation  of  the  entire  parasite  at  one  sitting  by  exciaiOQ.     Id 
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regions  where  the  disease  is  endemic,  the  operation  of  removal  is  often 
performed  by  the  local  barber,  the  worm  being  gradually  extracted  by 
winding  it  around  a  stick  for  several  days.  The  main  precaution 
necessary  is  care  against  rupturing  the  worm,  and  setting  free  the 
embryos  in  the  subcutaneous  tissue :  an  accident  readily  occurring, 
and  usually  followed  by  the  development  of  severe  inflammation 
and  suppuration.  Horton  recommends  the  internal  administration 
of  tincture  of  asafoetida  in  5j  to  5ij  doses,  which,  he  says,  kills  the 
worm  and  contained  embryos,  and  allows  of  their  safe  extraction. 

XIV.     FILARIA    SANGUINIS    HOMINIS. 

MtiolOgJ. — This  is  a  nematode  worm  {FUaria  Bancrofti\  which, 
gaining  entrance  to  the  body,  migrates  into  the  lymphatic  vessels, 
and  produces  numerous  embryos.  The  latter  pass  into  the  lymph 
stream  and  thence  into  the  general  circulation.  In  certain  cir- 
cumstances the  embryos  give  rise  to  lymphatic  obstruction,  and  the 
consequent  development  of  lymph  scrotum,  elephantiasis,  chyluria, 
or  chylous  serous  effusions. 

The  parasite  is  met  with  in  China,  Japan,  India,  Mauritius, 
Bermuda,  West  Indies,  Guiana,  Brazil,  Queensland,  Malay  Penin- 
sula, Egypt,  Zanzibar,  West  Coast  of  Africa,  United  States, 
Tahiti,  New  Caledonia,  Madagascar,  and  South  of  England  (Manson). 

The  young  worm  is  probably  ingested  with  drinking  water,  bores 
its  way  from  the  stomach,  and  eventually  selects  a  spot — most 
commonly  in  the  distal  lymphatics  of  the  extremities — as  a  per- 
manent resting-place.  Thence  the  embryos  are  discharged,  the 
parent  worm  living  an  almost  indefinite  time;  thus,  cases  are 
on  record  in  which  symptoms  persisted  twenty-eight,  thirty-two, 
and  even  fifty  years  (Roberts ;  Manson).  One  pair  of  worms 
appears  sufficient  to  produce  all  the  8)rmptom8  of  the  presence  of 
the  parasite,  but  a  number  may  be  present ;  thus,  in  a  case  re- 
ported by  Maitland,  three  male  and  five  female  worms  were  dis- 
covered coiled  up  in  a  mass,  apparently  within  a  lymphatic  channel. 
Circumstances  have  not  up  to  the  present  allowed  an  exact  descrip- 
tion of  the  male  worm,  which  long  remained  undiscovered.  The 
female  is  about  three  and  a  half  inches  in  length,  -y-J-^  of  an  inch 
in  breadth,  uniform  in  calibre.  The  head  is  provided  with  a 
circular  mouth  and  is  destitute  of  papillte.  A  narrow  alimentary 
canal  runs  from  the  simple  club-like  head  to  within  a  short  distance 
of  the  blunt-pointed  tail,  the  remainder  of  the  body  being  entirely 
occupied  by  the  reproductive  organs  packed  with  numerous  em- 
bryonic filariae.  Tlie  reproductive  outlet  is  close  to  the  head. 
(Cobbold;  Manson). 

The  embryo  when  bom  is  enclosed  in  a  shell  or  sheath,  within 
which  it  may  be  either  coiled  up  or  extended,  and  which  it  retains 
permanently  while  within  the  human  body.  This  variation  in  form 
at  birth  is  of  extreme  importance,  the  coiled  embryo  of  oval  shape  mea- 
suring T^  X  -j\jg  of  an  inch,  while  when  uncoiled  its  measurements 
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Fig.  59.— Embryonic  Filarin  in  BloocL 
The  red  discs  are  somewhat 
shrunken,  also  the  i>heaih  of  the 
embryo. 


are  yV  ^  tsW  ^^  *^  "^^^  When  uncoiled,  it  is  rounded  at  tiie 
anterior  extremity  and  tapers  posteriorly,  the  retained  sheath  pro- 
jecting as  an  empty  space  l)ehind  the  minute  worm,  which  does 
not  completely  fill  it  longitudinally.  According  to  Manson,  the 
coiled  embryo,"  which  he  regards  as  an  abortion,  is  responsible  from 
its  large  size,  for  tlie  lymphatic  obstruction.  Lodging  in  the  efferent 
vessels  of  the  glands,  it  interferes  more  or  less  with  the  passage  of 

lymph,  causing  dilatation  and  vari- 
cosity of  the  vessels,  or  complete  ob- 
struction. The  uncoiled  embryo,  on 
the  other  hand,  which  nearly  corre- 
sponds in  width  with  the  red  blood 
discs,  readily  traverses  the  blood- 
vessels, and  it  is  this  which  is  found 
in  the  general  circulation  (Fig.  59). 
The  presence  of  the  embryonic 
filarift)  in  the  cutaneous  blood- 
vessels undergoes  diurnal  varia- 
tions. While  the  patient  is  moving 
and  active  during  the  day,  none  are 
found,  but  they  appear  between  six 
and  eight  p.m.,  increase  in  number 
till  about  midnight,  and  then  they 
gradually  decrease,  to  disappear  entirely  about  eight  or  nine  a.m. 
8.  Mackenzie  observed  that  the  retention  of  a  patient  in  bed  during 
the  day  resulted  in  a  reversal  of  the  order  of  appearance  of  the  filarial. 
Manson  describes  two  further  distinct  forms  of  iilaria  embryo, 
one  of  which  is  found  during  the  day  only  ;  the  other  is  present  both 
by  day  and  night. 

The  embryonic  filanie  undergo  no  further  development  in  the 
human  body  ;  but  according  to  Manson's  observations,  they  find  an 
intermediate  host  in  the  mosquito.  This  insect,  biting  at  night, 
abstracts  blood  containing  embryos,  and  during  the  four  to  six 
days  which  it  lives  prior  to  depositing  its  own  eggs,  the  embryos 
acquire  a  mouth  with  three  or  four  nipple-like  papillae,  an  alimentary 
canal,  rudimentary  generative  organs,  and  a  peculiar  three-lobed 
caudal  aj)pendage.  After  depositing  its  eggs  upon  water  the 
mosquito  dies,  and  its  body  with  the  contained  tilarise  ^Jls  into 
the  water  also,  ready  to  l)e  ingested  by  man. 

The  presence  of  the  adult  worms  does  not  appear  to  cause  any 
of  the  more  serious  symptoms  of  the  disease  beyond  lymphangitiB, 
although  its  death  may  occasion  the  formation  of  an  absce8& 
Obstruction  of  the  lymph  stream  by  the  embryos  is  followed 
by  dilatation  and  varicosity  of  the  lymphatics  (lymphangiectasia), 
lymphatic  anic^nia,  and  sometimes  by  the  development  of  lymphatic 
vesicles  on  the  body  surface,  which  may  rupture  (lymph  scrotum, 
nee  Art.  XXV  I. ) ;  or  conmiunications  may  take  place  by  the  rapture 
of  dilated  lymphatics  with  the  urinary  passages  (chyluria)  or  serooa 
cavities  (chylous  ascites,  chylocele,  etc.).    Lymphatic  oedema  may  be 
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followed  by  hypertrophy  of  the  skin  and  subcutaneous  tissue,  and  the 
development  of  elephantiasis  of  the  scrotum  or  lower  extremities 
(Elephantiasis  Arabum,  see  Art.  XXVI.). 

Symptoms. — The  presence  of  the  adult  parasite  may  be  evi- 
dence by  attacks  of  lymyphangitis,  leaving  behind  them  definite 
indurated  spots  and  the  presence  of  embryonic  filariae  in  the  blood. 
Chyluria  may  be  intermittent  and  yet  persist  for  many  years.  The 
urine — ^most  characteristic  after  a  full  meal — is  milky-white,  when 
passed  ;  setting  into  a  mass,  which  again  liquefies,  a  creamy  material 
collecting  on  the  surface  and  a  deposit  more  or  less  pink,  from  the 
admixture  of  blood,  falling  to  the  bottom  of  the  vessel.  Similar 
coagulation  occasionally  takes  place  within  the  bladder,  giving  rise 
to  painful  and  difficult  micturition.  Examination  of  the  urine 
reveals  fat  globules  in  an  extremely  fine  state  of  division,  granular 
matter,  leucocytes,  often  red  blood  discs,  and  filariae.  Albumen  may 
be  present  in  considerable  quantity. 

The  filariae  should  be  sought  either  in  the  clots  floating  beneath 
the  creamy  layer  which  collects  on  the  surface  of  the  urine  after  it 
has  stood  for  some  hours,  or  in  the  deposit  at  the  bottom  of  the 
vessel.  It  is  almost  useless  to  attempt  to  find  filariae  in  a  drop  of 
newly  passed  urine  (Manson). 

Diagnosis. — The  presence  of  embryos  in  the  blood  or  in  chylous 
secretions  is  the  crucial  t«st  of  the  filarial  origin  of  cases  of  lym- 
phangitis, lymphangiectasis,  elephantiasis,  chylous  ascites,  chylocele, 
or  chyluria ;  but  it  must  be  borne  in  mind  that  all  these  conditions 
may  be  met  with  independent  of  the  parasite,  and  that  in  every 
case  due  regard  must  be  paid  to  the  diurnal  variation  in  the  pre- 
sence of  filarial  embryos  in  the  cutaneous  blood-vessels,  and  its 
occasional  complete  intermittence.  According  to  Manson  also,  filariae 
may  still  be  discovered  in  lymph  obtained  from  parts  affected  by 
elephantiasis,  when  none  are  to  be  found  in  the  blood  stream,  their 
entrance  into  the  general  circulation  being  prevented  by  complete 
obstruction  of  the  lymph  stream. 

Prognosis. — Filarial  disease  may  persist  for  many  years  and 
patients  usually  die  from  other  causes. 

Treatment. — No  method  of  desti-oying  the  adult  parasite  by 
internal  treatment  is  known ;  but  a  promising  re.su It  has  been 
obtained  by  Maitland  by  excising  an  indurated  mass  in  the  coui'se 
of  the  lymphatics  containing  the  parasite.  Although  this  operation 
did  not  prove  radical,  yet,  as  Maitland  remarks,  it  shows  that  it  is 
possible  in  some  cases  to  localise  the  position  of  the  parasites  and 
to  remove  them.  Beyond  this,  however,  it  points  strongly  to  the 
common  multiple  existence  of  the  worms,  an  unfavourable  element 
to  the  success  of  the  treatment.  A  number  of  cases  of  lymphan- 
giectasis have  also  been  treated  by  excision  with  no  untoward  local 
results,  but  up  to  the  present  no  ca.ses  of  radical  cure  have  been 
recorded.  The  treatment  of  elephantiasis  is  referred  to  in  Article 
XXVI.  Prophylaxis  naturally  consists  in  the  thorough  boiling 
and  filtering  of  water  used  for  culinary  or  drinking  purposes. 
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XV.     BILHARZIA    H^MATOBIA. 

iBtiology. — A  trematode  worm,  which  gains  entrance  into  tlie 
venous  circulation,  becomes  encysted,  and  produces  numerous  ova, 
which  are  deposited  in  the  tissues  and  escape  from  mucous  surfiices, 
giving  rise  to  symptoms  the  most  striking  of  which  is  haematuria. 

The  parasite  is  common  in  Central  and  Eastern  Africa,  Mada- 
gascar, Mauritius,  and  Egypt.  In  the  last-named  country  the 
disease  produced  appears  to  assimie  a  particularly  severe  form. 

Both  the  male  and  female  worm  are  known.  The  male  is  white 
in  colour,  half  an  inch  long,  and  about  as  broad  as  an  oxyuris ;  the 
body  is  covered  with  microscopic  tubercles,  except  about  the  an- 
terior extremity  and  gynephoric  canal.  The  female  is  darker  in 
colour,  especially  at  the  posterior  extremity,  half  as  long  again  as 
the  male,  no  wider  than  a  fine  thread,  and  covered  with  line  prickle- 
shaped  projections.  Both  sexes  are  provided  with  two  suckers :  one 
at  the  anterior  extremity,  corresponding  to  the  buccal  opening, 
and  one  at  the  posterior  end,  serving  for  fixation,  also  with  an 
alimentary  canal  and  distinct  generative  organs. 

The  ova  embedded  in  the  tissues  or  as  voided  in  the  urine  are 
oval  in  outline,  measuring  ^^  x  -^^  of  an  inch,  and  provided  at  the 
narrow  end  with  a  spine  j^^  of  an  inch  in  length  (Fig.  60).  The 
latter  is  occasionally  absent,  and  is  said  to  be  placed  laterally  in  ova 
embedded  in  the  walls  of  the  large  intestine  (Manson;  Zancarol). 
The  shell  is  transparent,  and  within  it  the  embryo  may  be  seen  in 
varying  stages  of  development,  the  more  mature  specimens  attain- 
ing dimensions  of  ,  J-^  to  y|^  x  3^  of  an  inch.  When  placed  in 
water  the  shell  bursts  and  the  ciliated  embryo,  set  free,  assumes  an 
elongated  form  and  moves  actively.  It  then  either  enters  an 
intermediate  host,  as  yet  undiscovered,  or  dies  in  a  few  days. 

Mode  of  infectioXL — The  embryos  are  ingested  with  drinking 
water,  the  vehicle  being  possibly  some  small  mollusc,  such  as  the 
Cyclops  conveying  the  embryo  of  the  Guinea  worm.  The  disease  is 
never  seen  in  Egypt  amongst  those  who  habitually  drink  filtered  water. 

The  period  of  incubation  is  said  by  Brock  to  extend  probably 
over  four  months.  The  mature  worm  is  found  in  the  human  body, 
located  in  smooth-walled  cavities  in  connection  with  the  portal  vein 
and  its  radicles,  its  occun*ence  in  the  systemic  circulation  being 
practically  limited  to  the  vesical  veins.  The  female  worm  is  rarely 
discovered  at  post-mortem  examinations,  and  never  in  the  portal 
vein,  although  the  males  are  often  found  in  this  vessel  to  the  number 
of  several  dozens,  if  it  be  opened  previous  to  the  removal  of  the  liver 
from  tlie  body.     No  evidence  exists  as  to  the  mode  in  whidi  the 
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fig.   aQ,'-Ov(i   ..{     Htltixr^iii     HiBm«to1iii&    in    Tlmnt?. 
LoQ^imdiiiAl  Kud  tnuMvtsme  Motiom. 


ovu  are  c)ep^)site<J  in  the  tissues  or  reach  the  »urfa<3e  of  the  raucoui* 

oiembiunes.  They  have  been  found  in  large  tjuantitie^i  in  the  substance 
ai  tht  kidneys,  ureters,  bladder,  urethra,  prost^Ue^  .setniiial  vesi^le-H,  me- 
senteric glands,  rectum,  and  h\  warty  vegetations  of  the  skin  of  tlie 
perineuoi     and     in      the 
iieighVxiurhrHxl  of  the  ex- 
ternal genitals.  They  have 
1J90    V^een    found    in    the 
liver,  InngM  (Mackie),  and 
left  ventricle  of  the  heart 
(Grieaiuger),     When  old, 
tlie    ahcdls    undergo    cal- 
careous degeneration. 
Empty    shells   have   l^een 
discovered  in  the  tinsues  ; 
but  there  is  no  evidence 
to    hIiow   that  the  entire 
cycle  of  eat  is  t^?  nee  uf  the 
paraetite  can  l>e  cuniplet^ 
in  the  human  body.     The 
jPHjeof  the  ova  fmni  the 
ttftboun     surfaces     is    at- 
tended with  hienmrrtiage, 
and  their  presence  in  the 
tiflBUes    induces   a   condition   of    chronic     inflammation.      This    h 
usually   nK«t   marked   in    the  i)lailder,  \>\ii  may  extend   thence  t<i 
the  ureters  and   kidneys,  giving  rise   tu   liydro-  or  j^y el «> nephrosis, 
and  even  de«tructi«»n  of  the  kidney.     The  Imsiil  and  posterior  part 
uf  the  bladder  are  e*^pecially,  Honietitne.s  exchksively,  atiectcd  ;   liere 
in  the  early  stages  inllamed  ecehynitisetl  patches,    J  to  I  an  inch  in 
diameter,   are  seen  on   the  nmcims  membrane,  covered  witl*  wlimy 
mucuH  or  yellow  ejtudation.     Later,  nnft  gi'anular  de{KKsitK,  encrusted 
with  urinary  salb*,  are  found,  and  warty  vegetationn  develop  on  the 
tuuouuH  membrane,  or  chronic  irritation  may  lead   to  the  develop- 
ment  of  papillomatji,   the  walls  of   the  vLscusi  becoming  thickened 
even    to    the  extent  of   one    incli  or  more,  the    tissue^s  containing 
ttumerouH  ova.     The  ova  not  infret^uently  serve  as  nuclei  for  the 
formation  of  vesical  calculi.     Similar  chnjnic  inflammatory  changes 
may  extend  X<»  the  uretei>4,  these  becoming  thickenetl  and  dilated  to 
the  size  of  the  little  finger^  and  the  umcuus  lining  is  oftttn  encrnated 
'wtth   tine   gravel.       The   i-ectal    mm-ouN    membrane    when   affected 
develops  small  polypoid  growths,  and  later  Hmall  round  ulcers. 

Symptoms. — The  disease  is  common  in  young  males,  but  has 
\tt.*en  observe*]  at  any  iige  (J.  Hariey).  It  is  comparatively  rare  in 
females  in  Egypt,  jierhaps  from  the  fact  that  they  nuistly  drink  in 
the  house,  and  not  in  the  tields,  and  hence  drink  water  from 
the  surface  of  jan*  in  which  the  ova  have  settlt*d  to  tlie  bottom. 
The  nioiit  prominent  aympUmi  in  Im^maturia ;  but  this  may  l>e 
preceded  by    uueuay   tienHJitions  in  the  loins   and   perineum.     The 
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blood  is  either  passed  unmixed  at  the  end  of  micturition,  or  is 
more  abundant  then  if  the  urine  is  generally  tinged.  It  may 
be  passed  in  clots,  containing  large  numbers  of  ova,  pain  being 
experienced  during  their  expulsion ;  or  when  the  blood  origin- 
ates in  the  ureters,  the  passage  of  clots  may  simulate  ordinaiT 
renal  colic.  The  ha3maturia  may  be  intermittent,  or  the  blood  at 
times  be  so  sparse  as  to  be  discoverable  only  by  tests  or  microscopic 
examination.  Pain  due  to  subacute  cystitis  and  frequent  micturi- 
tion, accompanied  by  a  burning  sensation,  perhaps  due  to  the  passage 
of  ova,  ai-e  the  signs  which  commonly  bring  natives  to  the  surgeon, 
as  they  often  think  little  of  the  haematuria.  When  dependent  on 
the  passage  of  clots  or  calculi,  it  closely  resembles  that  observed  in 
ordinary  cases  of  stone.  Symptoms  of  pyelitis  or  sur^^ical  kidney 
may  develop  later.  The  urine  is  strongly  acid,  of  high  specific 
gravity,  contains  blood,  albumen,  crystals  of  uric  acid  or  oxalate  of 
lime,  epithelial  cells,  tissue  debris,  and  numerous  ova  in  the  early 
stages.  liater,  the  acidity  and  high  speciRc  gravity  are  less  marked 
and  tissue  debris  is  more  abundant!  Ova  are  frequently  to  be  found 
when  the  patient  considers  himself  quite  free  from  the  disease. 
General  symptoms  are  slight  until  the  loss  of  blood  is  sufficient  to 
tell  on  the  system,  when  extreme  aniemia,  or  pyrexia,  dependent  on 
inflammatory  changes,  may  be  met  with.  It  is,  however,  remark- 
able how  little  the  majority  of  the  patients  suffer  from  the  loss  of 
blood.     When  the  rectum  is  affected,  dysenteric  symptoms  occur. 

Diagnosis. — This  is  to  be  made  hy  inquiries  as  to  the  district  in 
which  the  disease  was  incurred,  and  by  detection  of  the  ova  in  the 
urine  or  fa?ces.  It  may  be  necessary  repeatedly  to  examine  the 
excretions  for  the  ova,  as  they  are  often  sparse  in  number.  The 
drops  of  blood  which  follow  the  flow  of  urine  should  be  examined 
separately,  or,  if  this  be  impracticable,  the  deposit  at  the  bottom  of 
the  vessel  should  be  examined  after  the  contents  have  stood  for 
some  time. 

Prognosis. — The  disease  has  a  tendency  to  wear  itself  out,  if 
constant  re-infection  be  not  incurred,  and  is  only  immediately  dan- 
gerous from  the  loss  of  blood.  It  may,  however,  continue  for  years, 
and  the  patient  may  suffer  from  secondary  renal  or  vesical  disease 
at  a  very  late  date.  Death  most  commonly  results  from  asthenia, 
the  patient  becoming  worn  out  by  his  bladder  trouble,  occasionally 
aggravated  by  rectal  tenesmus,  or  dysenteric  diarrhoea  may  some- 
times prove  fatal. 

Treatment. — No  specific  treatment  is  known.  The  use  of  iron 
and  arsenic  is  indicated  to  combat  the  anaemia,  while  the  bladder 
symptoms  and  tendency  to  the  formation  of  calculus  are  to  be 
treated  with  the  ordinary  remedies  for  those  conditions  from  other 
causes.  Violent  exercise  must  be  forbidden,  and  complete  rest 
enjoined  during  attacks  of  haematuria.  Liquid  extract  of  male  fern 
in  doses  of  20  to  25  minims  thrice  daily  does  temporary  good  by 
relieving  the  burning  sensation  attendant  on  micturition  and  the 
constant  desire  to  pass  water ;  moreover,  during  its  exhibitum,  the 
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ova  in  the  urine  are  temporarily  diminished  in  number.  Methylene 
blue  given  in  o-grain  doses  as  a  wafer,  repeated  every  few  days,  also 
occasionally  gives  marked  relief,  when  pain  is  severe.  Morphia  may 
be  needed  to  allay  pain.  In  very  severe  cases  prepix>static  puncture 
of  the  urethra,  followed  by  daily  irrigation  of  the  bladder,  has  proved 
successful  as  a  palliative  measure  (Mackie). 

In  districts  infected  with  the  parasite  care  must  be  taken  either 
to  sterilise  drinking  water  thoroughly  by  boiling,  or  to  ensure  efficient 
filtration.  Bathing  should  Ije  forbidden  or  discouraged,  special  warn- 
ing being  given  of  the  danger  incurred  in  swallowing  water. 
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XVI.     MADURA   FOOT,   MYCETOMA. 

JBtiolOgy. — This  is  a  chronic  disease  of  the  foot,  and  less  ccm- 
monlj  of  the  nands,  due  to  the  entrance  of  a  vegetable  organism,  with 
consequent  development  of  granulation  tissue  and  suppuration,  all 
tissues  of  the  limb  bejing  invaded  indiQerently. 

Madura  foot  is  met  with  throughout  India,  but  most  commonly 
in  the  district  of  Madras,  from  which  it  has  received  its  name.  A 
case  has  been  observed  in  Italy  (Bassini),  but  otherwise  it  has  not 
been  seen  in  Europe.  It  attacks  especially  adult  male  natives, 
particularly  those  who  work  barefoot  in  the  fields. 

OriginaDy  confounded  with  tubercle.  Carter,  aft«r  careful  in- 
vestigation of  the  disease,  ascribed  its  origin  to  the  entrance  of 
a  vegetable  parasite,  and  the  discovery  and  investigation  of  the 
actinomyces  led  him  to  infer  the  presence  of  a  similar  organism  in 
madura  foot.  Striking  differences,  however,  exist  between  the  two 
diseases,  madura  foot  affecting  external  surfaces  alone,  while  actino- 
mycosis is  common  in  the  alimentary  and  respiratory  tracts,  and  the 
organs  and  tissues  in  close  relation  with  them  ;  and  again,  actino- 
mycosis occasionally  spreads  by  embolic  metastasis  to  distant  organs  : 
an  occurrence  not  observed  in  madura  foot,  and  one  which  is,  per- 
hapft,  the  more  striking,  since  the  hyphte  of  the  organism  have  been 
observed  within  the  blood-vessels  by  Boyce.  Recent  observera  have 
studied  the  organism  in  preserved  specimens  in  the  light  of  present 
knowledge,  but  cultivation  and  inoculation  experiments  are  still 
needed  to  clear  up  its  actual  nature. 

Kanthack  regards  the  fish -roe  bodies  as  a  form  of  actinomyces, 
and  the  black  masses  in  their  most  perfect  shape  as  also  of  this 
nature,  the  relation  between  the  two  forms  being  established  by  the 
occasional  occurrence  of  a  degenerated  form  of  the  yellow  variety, 
not  wholly  unlike  the  black  masses.  Boyce  and  Surveyor,  on  the 
other  hand,  regard  the  yellow  masses  as  consisting  largely  of  caseous 
material,  with  the  remains  of  a  lowly-organised  fungus,  presenting 
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in  very  many  instances  some  of  the  characteristics  of  the  actihomycen; 
while  they  describe  the  black  particles  as  a  curious  metamorphosijt 
of  a  large  branching  septate  fungus,  'i'hey  suggest,  therefore,  that 
the  two  varieties  are  distinct,  but  consider  lx)th  fungi  pathogenic. 

The  division  of  the  disease  into  two  foi-ms  has  oiiginated  aolel? 
from  the  different  appearance  of  tlie  contents  of  the  abscess  cavities; 
otherwise,  the  pathological  process  is  practically  identical  in  each. 

Mode  of  infectioxi. — Probably  the  development  of  the  disease 
is  always  preceded  by  a  slight  injury  or  abrasion,  but  owing  to  the 

chronic  course  of  the  disease, 
this  IS  often  missed  in  the 

Morbid    anatomy,  — 

The  fliwJise  may  Ije  limited 
to  the  eoniiective  tiiisue 
plftiie?*,  but  in  old  ea^es  nioi-e 
L-Limnjoiily   invadeB    all    tlie 


Tig,  ei.-  Sagittal  Section  of  a  Foot  affected  with  Mycetoma.     (St. 

Mnsenm.) 


ThoiBM'a  Hoepital 


tissues  of  the  limb,  inducing  the  formation  of  abundant  granulation 
tissue,  numerous  abscess  cavities,  and  tistulie.  Tlie  abscess  cavitieK, 
lined  with  firm  cicatricial  tissue,  may  l)e  isolated,  or  intercommu* 
nicate  freely  by  tortuous  fistulae,  which  reach  the  surface.  They 
contain  eitlier  a  dark  granular  substance,  mucli  resembling  coanie 
iiunpowder  (black  variety),  or  small  aggregated  particles  resonbling 
fish  roe  (pale  or  ocliroid  variety).  The  fatty  tissue  of  the  limb  is 
osi)ecially  prone  to  invasion,  tlie  nmscles  less  so.  The  short  "bonej* 
ii:v  usually  the  most  markedly  affected:  they  are  softened  and 
excavated,  the  cancellar  walls  are  atrophied  and  opened  out  and  the 
spaces  filled  with  a  greasy  pulp;  or  smooth  connective-tissue^linwl 
cavities,  identical  with  those  s(»en  in  the  soft  tissues,  may  be  deve- 
loj)ed.     More  rarely  the  affection  extends  to  the  long  bones. 

Symptoms. — The  early  development  of  the  process  is  very  sUiw. 
A  small  localised  induraticm  often  between  the  toes,  or  upon  sone 
part  of  the  dorsum  or  sole  of  the  foot,  is  the  first  sign;  the  skin 
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becomes  discoloured  and  tlie  formation  of  a  papule  or  nodule 
followed  by  suppuration,  ensues.  There  is  often  little  pain,  and 
the  first  pus  offers  nothing  characteristic  in  appearance ;  latter,  the 
granules,  or  fish-roe  particles,  form  a  constant  constituent.  In  some 
cases  the  discharge  of  black  granules  is  foreshadowed  by  a  black- 
raottled  discoloration  of  the  skin  prior  to  the  formation  of  the 
fistula.  The  formation  of  the  first  fistula  is  followed  by  the 
appearance  of  others,  developed  in  a  similar  manner.  The  foot  m&y 
enlarge  to  two,  three,  or  four  times  its  natural  size,  l)ecoming 
riddled  with  fistulfe,  "  surrounded  by  raised  margins,  or  opening  on 
the  summits  of  elevated  tuberculations  " ;  at  times  the  openings  are 
crater-like,  or  surrounded  by  mammillated  projections,  l>eneath 
which  frequently  minute  yellow  or  black  particles  am  \ie  seen.  In 
the  black  variety  the  orifices  are  often  more  or  less  completely 
plugged  by  irregular  little  aggregations  of  black  substance,  or 
granules,  which  can  be  picked  out.  The  use  of  the  foot  in  the 
earlier  stages  induces  flattening  of  the  arch  and  the  toes  become 
hyper-extended.  {See  Fig.  61.)  The  disease  may  extend  upwards 
to  the  leg,  or  even  higher.  The  progress  is  always  clironic,  but 
varies  in  rapidity  in  individuals ;  it  is  often  one  or  two  years  before 
tlie  foot  is  useless,  and  the  disease  may  last  for  many  years — even 
twenty  to  thirty.  As  in  actinomycosis,  infection  of  the  lymphatic 
glands  does  not  occur. 

The  local  process  is  unattended  by  constitutional  symptoms,  ])ut 
prolonged  suppuration  may  eventually  be  followed  by  exhaustion  or 
visceral  diseaae. 

Diagnosis. — :In  districts  where  the  affection  is  endemic,  atten- 
tion to  the  history  and  the  characters  of  the  discharge  should  suffice 
to  determine  the  nature  of  the  case. 

PrognOBlB. — Spontaneous  recovery  is  unknown,  but  the  disease 
offers  no  dangers  to  life  beyond  those  attendant  on  pi*olonged 
suppuration. 

Treatment. — Radical  excision  of  the  deposit  appears  to  l)e  equally 
successful  in  this  disease  as  in  actinomycosis.  When  the  disease  is 
too  extensive  for  local  treatment,  amputation  is  the  only  resource ; 
and  ([rest  care  must  then  be  taken  to  ensure  the  complete  avoidance 
of  affected  tissue,  as  recurrences  have  been  oliserved  in  cicatrices 
after  removal  of  a  limb.  Tlie  use  of  the  sharp  spoon  may  be 
indicated  in  some  cases,  and  whenever  local  operations  are  performed 
a  strong  solution  of  carbolic  acid  should  be  applied,  U)  obviate  as  far 
as  possible  the  possibility  of  re-infection  of  the  fresh  surface. 
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XVI.     TUBERCULOSIS. 

By  FREDERICK  TREVES,  F.R.C.8., 
Stirffeon  to^  and  Lecturer  on  Sunjery  ai,  tfte  London  Ho$pitaL 


Dofinition. — Tuberculosis  may  be  defined  as  an  infective  disease, 
in  which  the  tissue  changes  are  due  to  the  action  of  a  specific  micro- 
organism— the  tubercle  bacillus. 

It  may  further  be  said  that  the  tissue  changes  are  iu  their 
general  characteristics  those  of  an  inflammation  of  a  low  and  usually 
chronic  t3rpe,  and  that  they  are  marked  by  the  production  of  minute 
stiiictures,  called  ^^tuberclea"  One  distinctive  feature  of  the  in- 
flammatory changes  depending  upon  tuberculous  infection  is  the 
appearance  of  caseation. 

Examples  of  tuberculosis. — Tul)ercle  in  the  lung  produoes 
phthisis;  tubercle  in  the  coverings  of  the  brain,  tuberculous 
meningitis;  tubercle  in  the  peritoneum,  tuberculous  peritonitis. 
Tuberculous  ulcers  are  common  in  the  mucous  membrane  of  the 
l)owel  and  bladder.  The  common  skin  affection,  lupus,  is  due  to 
tuberculosis  of  the  skin. 

That  very  widespread  affection  of  the  lymphatic  glands,  usually 
known  as  scrofulous  or  strumous  disease  of  glands,  is  a  tuberculouK 
disorder.  Tuberculous  disease  is  common  in  the  epididymis  and 
testis.  Tubercle  often  develops  in  bones  and  in  synovial  mem- 
branes, producing  *'  white  swellings "  of  a  joint,  caries  of  bone  a^ 
illustrated  by  Pott*8  disease  of  the  spine,  and  such  affections  sk 
tul>erculou8  teno-synovitis.  There  is,  indeed,  hardly  an  organ  or  n 
tissue  in  the  body  whicli  may  not  be  invaded  by  tuberculosis. 

In  certain  organs  it  is  comparatively  uncommon ;  the  most  con- 
spicuous of  these  are  the  ovary,  the  pancreas,  the  thyroid  body,  ami 
the  muscles. 

The  general  features  of  the  tuberculous  process.— Speak- 
ing generally,  the  tuberculous  process  is  slow  ana  insidious.  It  ix 
attended  with  the  phenomena  of  inflammation,  but  these  are  often 
faint  and  subdued.  The  lesion  may,  and  usually  does,  remain  local 
It  has,  however,  a  great  tendency  to  extend  locally,  and  slowly  to 
infect  the  adjacent  tissues.  In  Fig.  62  is  shown  an  example  of  the 
delil)erate  and  extensive  spreading  of  a  comparatively  slight  tuber- 
culous affection. 
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It  is  very  apt  to  be  ill  defined  in  its  limits.  Septic  inflammation 
of  a  moderate  degree  is,  on  the  contrary,  usually  precise  in  its  limits. 
The  damaged  area  is  surrounded  by  a  barrier, 
which  tends  to  isolate  it.  Such  a  barrier  is 
uncommon  in  tuberculous  disease.  The  affected 
district  fades  off  gradually  into  the  healthy 
tissue,  and  it  is  not  easy  t6  say  where  one 
begins  and  the  other  enda 

In  tuberculosis  the  inflanmiatory  process  is 
attended  by  a  considerable  exudation  of  a  low 
type  and  by  the  formation  of  tissue  of  a  flimsy 
and  unstable  character.  For  example,  in  tuber- 
culous disease  of  such  a  joint  as  the  knee,  the 
tissues  of  the  articulation  are  found  to  be  in- 
iiltrated  with  a  frail  gelatinous  tissue.  To  this 
condition  the  name  of  ''pulpy  or  gelatinous 
degeneration  "  was  at  one  time  given.  In  such 
a  vigorous  inflammation  as  may  follow  injury 
of  a  joint,  this  substance  would  be  represented 
by  a  healthy  granulation  tissue,  by  means  of 
which  the  damage  in  the  articulation  would  be 
isolated  and  the  lesion  repaired.  In  the  tuber- 
culous trouble  the  products  of  the  inflammatory 
process  are  neither  sound  enough  to  form  sub- 
stantial connective  tissue,  nor  simple  enough  to 
be  absorbed,  nor  evil  enough  to  bi*eak  down  into 
pus,  and  the  compromise  is  the  feeble,  unstable, 
ill-formed,  uncertain  substance  which  is  so 
marked  a  feature  in  the  diseased  joint. 

One  event  in  the  tuberculous  process  is 
almost  characteristic,  and  that  is  the  appearance 
of  ccLsecUion.  Caseation  is  the  outcome  of  a 
process  of  degeneration ;  the  caseous  material  is 
wholly  dead  and  is  incapable  of  undergoing  any 
but  a  chemical  or  physical  change.  It  is  absurd 
to  speak  of  a  caseous  **  deposit " ;  caseous  matter 
is  not  deposited.  It  is  the  result  of  a  decay  of 
the  materials  concerned  in  the  tuberculous  pro- 
cess. It  is  equally  absurd  to  speak  of  a  caseous 
mass  as  suppurating  or  breaking  down  into  pus. 
The  cheesy  nodule  cannot  form  pus.  It  is  only 
to  be  compared  to  a  foreign  body,  to  a  slough, 
or  to  a  sequestrum.  It  is  incapable  of  active 
change.  If  suppuration  take  place,  it  is  in  the 
still  living  tissues  which  surround  the  caseous 
substance. 

The  common  sequence  of  events  in  tubercu- 
losis is  to  be  well  seen  in  tuberculosis  of  lym- 
phatic glands.     The   part   is    invaded  by^  the 
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bacillus.  The  tissues  exhibit  a  eharacteristic  inflammatory  reaction 
in  consequence.  Caseation  results  ;  then  may  follow  suppuration. 
The  object  of  the  pus  formation  is  evidently  to  rid  the  body  of  the 
dead  or  necrosed  matter  represented  by  the  caseous  substance.  The 
pus  finds  a  vent  and  the  caseous  matter  is  discharged,  and  then  the 
sinus  heals  up  and  the  trouble  is — so  far  as  that  i>art  is  concerned — 
at  an  end.  It  is  desirable  to  note  that  caseation  precedes  suppuration. 
The  caseous  material  met  with  in  tuberculosis  is  not  inspissated  pus. 

The  tubercle  bacillus  is  capable  of  inducing  suppuration  (pages 
'25  and  35).  In  lai-ge  tuberculous  abscesses  it  has  been  the  only 
micro-organism  found,  and  there  has  been  an  absence  of  the  usual 
pyogenic  cocci. 

Repair  after  the  apparent  healing  of  a  tuberculous  lesion  is  uiraaUy 
feeble  and  often  insecui^.  The  disease  is  over,  the  once-infected 
area  is  no  longer  infected,  all  progress  in  the  way  of  destruction  has 
ceased,  but  the  restoration  of  parts  is  of  the  flimsiest.  The  healing 
in  tuberculosis  contrasts  forcibly  with  the  firm,  sound,  solid  cicatrix 
which  follows  after  injury,  and  with  the  extensive  and  complete 
repaii*  which  commonly  follows  upon  the  removal  of  parts  by 
operation.  At  tlie  site  of  the  tuberculous  lesion  there  is  no  more 
done  in  the  way  of  Regeneration  than  is  absolutely  necessary.  It 
thus  happens  that  trouble  is  apt  to  recur  at  the  site  of  an  apparently 
healed  tuberculous  disease.  A  child  has  had  hip  disease,  with  ab- 
scesseH.  The  sinuses  have  all  closed,  and  the  child  is  about  again. 
Years  go  by,  and  then,  after  some  little  disturbance  in  health,  the  hip 
gives  trouble  again,  sinuses  re-open  and  discharge  pus  once  more,  and 
even  after  healing  again  there  may  be  a  second  **  breaking  down." 

Of  this  nature  is  the  so-called  ** residual  abscess*' — the  aljscess 
which  crops  up  again  after  months  or  years  of  apparent  cure.  It  is 
called  residual,  because  it  probably  has  its  starting-point  in  the 
residuum  or  remains  of  the  original  trouble.  An  example  of  the 
residual  abscess  is  afforded  by  the  abscess  about  a  disabled  hip,  as 
already  mentioned.  It  may  also  be  illustrated  by  such  a  case  as 
this  :  A  child  of  twelve  had  caries  of  the  spine  and  a  psoas  abscess. 
The  abscess  formed  an  opening  in  the  thigh,  and  after  discharging 
for  many  months,  closed.  The  child  was  apparently  sound.  She 
grew  up  a  vigorous  and  active  woman,  and  ultimately  married. 
Three  months  after  the  birth  of  her  first  child,  and  when  she  was 
twenty-five  years  of  age,  the  psoas  abscess  appeared  again  in  the 
same  place,  opened  and  discharged,  and  led  to  the  patient's  death. 

The  history  of  tuberculous  disease  is  associated  with  frequent 
relapses  and  with  many  disappointments. 

From  a  well-localised  tul)eix;ulous  focus  the  whole  body  may 
become  infected,  the  tuberculous  virus  may  l)e  carried  to  almost 
every  jmi-t  of  the  organism,  and  the  condition  of  acute  general  tuber 
culosis  then  results.  The  dissemination  of  the  trouble  is  exactly 
comparable  with  the  diffusion  of  septic  matter  in  pyi^mia,  and  the 
outbreaks  of  tubercle  in  distant  parts  are  precisely  to  \re  com|iand 
with  the  secondary  or  metastatic  a}>scesses  in  pyaemia. 


.     TUBERCLE^  343 

It  is  well,  however,  to  point  out  that  general  tuberculosis  occurring 
as  first  described  is  rare — and  indeed,  considering  the  extraordinary 
frequency  of  local  tuberculosis,  it  may  be  said  to  be  exceedingly 
rare. 

Another  feature  in  tuberculosis  is  the  trifling  nature  of  the 
irritant  or  lesion  whereby  the  mischief  may  be  in  the  lirst  place 
localised.  Given  an  access  of  the  tubercle  bacillus  to  the  body,  and 
provided  that  that  body  is  a  suitable  soil  for  the  growth  of  the 
Ijacterium,  it  requires  but  a  very  trifling  lesion  to  locate  the  disease. 
Thus  hip  disease  and  caries  of  the  spine  may  follow  upon  quite 
slight  injuries,  tuberculous  glands  may  be  set  up  by  some  insignificant 
iriitation  of  the  surface,  and  phthisis  may  follow  upon  what  may 
appear  to  be  but  a  slight  disturbance  of  the  lung. 

Finally,  it  is  to  be  observed  how  readily  tuberculous  troubles 
will  heal  under  suitable  treatment,  one  essential  in  that  treatment 
being  the  free  removal  of  the  tuberculous  material.  A  tuberculous 
ulcer  which  has  existed  for  months  or  years  may  heal  up  in  a  week 
or  so  after  a  vigorous  application  of  Volkmann's  spoon. 

To  make  a  summary  of  the  matter,  the  tuberculous  process  has 
the  following .  general  characteristics  2  (1)  It  is  slow  and  in- 
sidious. (2)  It.  is  attended  with  the  phenomena  of  inflammation. 
(3)  It  has  a  tendency  to  extend  locally,  and  to  be  somewhat  difluse 
in  its  outline  and  indistinct  in  its  limits.  (4)  The  exudation  material 
produced  is  ill-conditioned.  (5)  Caseation  is  very  common,  and 
suppuration  is  very  usual,  although  by  no  means  inevitable.  (6) 
Repair  is  often  feeble  and  insecure.  (7)  A  well-localised  tubercu- 
lous disease  may  be  the  starting-point  of  a  general  acute  disseminated 
tuberculosis.  (8)  The  tuberculous  process  may  be  easily  induced, 
provided  that  the  soil  is  suitable  and  ready,  and  that  the  bacillus 
has  access  to  the  part  (9)  Tuberculous  aflections  respond  readily 
to  treatment  when  a  free  eradication  of  the  diseased  tissues  is 
possible. 

The  tubercle. — The  term  "  tubercle  "  was  originally  applied  to 
a  certain  naked-eye  appearance — to  minute  spots  of  diseased  tissue 
which  were  conspicuous  as  nodules  or  tubercles.  The  association 
of  a  caseous  change  with  these  little  bodies  was  early  appreciated. 

A  better  limitation  of  the  word  was  arrived  at  when  it  set  forth 
that  some  of  these  nodules  were  grey  and  clear,  while  others  were 
yellow  and  opaque.  Thus  arose  a  division  of  tubercle  into  the  grey 
and  yellow  varietieii.  The  yellow,  or  so-called  cruile,  tubercles  were 
for  the  most  part  caseous  masses,  or,  at  least,  masses  advanced  in 
that  degeneration.  With  regard  to  the  grey  variety,  it  was  found 
that  these,  when  met  with  in  the  lung,  were  often  made  up  solely 
of  little  masses  of  alveolar  epithelium,  the  results  of  a  lobular 
catarrh.  All  such  nodules,  therefore,  had  to  be  eliminated,  and 
the  term  was  then  restricted  to  such  grey  semi-transparent  bodies 
as  were  not  merely  masses  of  catarrhal  exudation,  and  which,  while 
retaining  the  size  of  a  millet-seed,  wei*e  hard  and  tirai.  The  name 
of  miliary  tuherde  was  given  to  them,  and  in  the  disease  known  as 
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Fig.  63.— Tuberculous  Diseafle  of  the  Synovial  Membrane  of  the  ffipjoiat. 

A,  Advanced  etage ;  b,  leu  advanced  ata^fe ;  c,  earlieat  atagCk 


acute  miliary  tuberculosis  they  were  considered  to  be  met  witkis 
perfection.  In  time,  however,  more  subtle  tissue  cheagee  w«e 
noted,   which    were   regarded  as  tuberculous,  but  whioh 
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associated  with  the  appearance  of  these  distinct  fi;rey  masses.  In 
the  place  of  such  masses  certain  microscopic  nodules  alone  were 
detected,  which  were  found  to  possess  a  fairly  simple  structure ; 
and  as  it  was  observed  that  certain  of  the  grey  miliary  tubercles, 
visible  to  the  naked  eye,  were  made  up  of  a  collection  of  these 
microscopic  nodules,  the  latter  were  distinguished  by  the  term 
mibmUiary  tubercle.  It  is  to  these  microscopic  -nodules  only  that 
the  term  *'  tubercle  "  is,  in  its  strictest  sense,  now  applied. 

Tlie  stmctiure  of  the  tubercle.— The  tubercle  as  it  is  exposed 
under  a  microscopic  slide  is  too  small  to  be  seen  by  the  naked  eye. 
The  groups  and  lines  into  which  these  bodies  very  usually  arrange 
themselves  are,  however,  visible  enough. 

In  a  general  view  of  a  tuberculous  tissue  under  the  microscope,  it 
will  be  seen  that  the  tubercles  are  scattered  fairly  evenly  over  the 
field,  and  that  they  tend  to  form  well-defined  rounded  groups  or 
clusters  which  are  more  or  less  emphatically  circumscribed  (Fig.  63). 

The  changes  visible  may  be  said  in  general  terms  to  resemble 
those  of  inflammation,  rendered  remarkable  by  the  presence  of  the 
minute  formations  or  tubercles. 

The  individual  tubercle  is  rounded,  is  made  up  of  cells,  is  clearly 
differentiated  by  staining,  is  void  of  blood-vessels,  and  is  prone  to 
exhibit  a  rapid  caseous  degeneration.  It  will  be  noticed  that  as 
the  centre  of  the  tubercular  district  is  approached,  the  tubercles 
and  the  clusters  into  which  they  are  gathered  become  usually 
larger  and  larger  (Fig.  63,  a).  On  the  outskirts  of  the  infected  area, 
on  the  other  hand,  the  tubercles  are  small,  and  their  disposition  to 
form  into  groups  is  hardly  noticeable  (Fig.  63,  b);  while  at  the  extreme 
periphery  no  distinct  tubercles  are  to  be  seen,  although  their  pre- 
sence is  suggested  by  certain  casual  groups  of  cells  (Fig.  63,  c). 

The  districts  marked  a,  b^  c  in  Fig.  63  serve  to  display  the 
three  grades  of  tubercle,  and  to  show  its  progress  and  growth  from 
its  earliest  appearance  to  its  most  complete  development.  The  three 
perfect  groups  or  clusters  of  tubercles  shown  in  the  most  advanced 
area  (Fig.  63,  a)  would  be  apparent  to  the  naked  eye  as  actual  grey 
nodules,  or  as  "miliary  tubercles." 

The  tubercle  appears  to  begin  by  a  proliferation  of  the  fixed 
cells  of  the  part,  these  being  represented  by  the  endothelial  cells  of 
the  blood-vessels  or  lymphatics,  and  by  the  cells  of  the  connective  tissue. 

There  is  by  this  means  produced  a  little  ill-defined  mass  of 
highly  nucleated  cells,  which  are  usually  spoken  of  as  epithelioid, 
and  which  are  very  often  located  around  or  near  to  a  blood-vessel 
(Fig.  64).  With  these  conspicuous  bodies  are  associated  a  greater 
number  of  ordinary  leucocytea 

So  far  there  is  nothing  distinctive  about  the  morbid  change.  At 
a  very  early  period,  however,  the  proliferation  of  the  epithelioid  cells 
proceeds  in  such  a  manner  as  to  produce  the  appearance  known  as 
giant  cells.  The  individual  features  of  these  remarkable  bodies 
are  at  first  indistinct  Their  earliest  manifestations  are  shown  in 
Fig.  64. 


346 


TUBERCULOSIS, 


The  introduction  of  the  giant  cell  element  gives  to  the  tissuif 
change  a  distinctive  character,  and  Fig.  64  shows  the  earlier  tuber- 
culous phenomena,  such  as  may  neariy  always  be  seen  at  the  peri- 
phery of  an  obviously  tuber- 


Fig.  64.— One  of  the  Cell  CliiBte»  from  Area  o 
Fig.  63. 


cular  focus. 

Beyond  tliis  stage,  in 
acute  cases,  the  process  of 
tuberculosis  may  not  extend, 
and  after  no  more  elaborate 
development  than  has  been 
here  shown,  the  affected  dis- 
trict may  pass  on  into  casea- 
tion. 

In  the  more  usual  or 
chronic  progress  of  tubercle 
formation,  on  the  other  hand^ 
a  further  development  takes 
place. 

The  giant  cell  becomes 
more  conspicuous  and  more 
clearly  defined.  As  a  rule, 
with  each  tubercular  focus 
but  one  giant  'cell  is  asso 
present,   a  particular    cell  is 


ciated;    or    if    more    than   one    be    ^ 

predominant.  It  is  disposed  in  the  centre  of  the  cell  colony,  and 
what  appears  to  be  a  reticulum  may  commonly  be  seen  to  extend 
from  the  mass  forming  the  giant  cell  into  the  midst  of  the  surround- 
ing cells  (Fig.  65).  The  so-called  giant  cell  is — when  compared 
with  the  structures  in  its  vicinity — of  enormous  size.  Its  nuclei 
are  composed  of  epithelioid  cells,  which  are  often  arranged  in  a 
curved  row  about  the  periphery  of  the  mass,  or  are  huddled 
together  in  a  semi-lunar  cluster  at  one  end  of  it  (Fig.  65).  On 
the  other  hand,  the  nuclei  within  the  cell  may  be  arranged  in  no 
order,  and  appear  simply  as  a  compressed  but  well  circumscribed 
crowd. 

In  the  cell  bodies  which  surround  the  giant  cell  it  may  be 
apparent  that  the  epithelioid  cells  are  more  numerous  near  the  centre, 
and  the  leucocytes  more  numerous  about  the  periphery.  The  whole 
collection  forms  a  more  distinctly  i*ounded  focus,  and  under  a  low 
power  of  the  microscope  stands  out  more  clearly  as  a  nodule. 

Beyond  this  stage,  again,  the  process  may  not  extend  ;  but  as  soon 
as  the  degree  of  the  development  just  described  has  been  reached, 
disintegration  may  set  in.  In  very  many  of  the  commoner  examples 
of  surgical  tuberculosis,  the  tubercle  is  a  no  more  elaborate  structure 
than  this;  and  Fig.  65  may  serve  to  illusti-ate  the  form  which  is 
})erhaps  most  common  in  tubercular  gland  disease. 

In  the  more  chronic  cases  a  still  further  elaboration  of  structure 
is,  however,  to  be  met  with.  This  takes  the  form  of  the  complete 
tubercle  :  a  structure  sufficiently  large  and  well  defined  to  be  visible 
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under  a  quite  low  magnifying  power.     The  final  stage  is  shown  in 
A,  Pig.  63,  and  in  detail  in  Fig.  66. 

Here  is  a  well-marked  rounded  mass,  well  differentiated  from  the 
surrounding  tissues.  It  is  made  up  of  cells,  and  is  void  of  blood- 
vessels, llie  cells  are  very  evidently  of  three  kinds,  and  exhibit 
some  method  in  their  arrangement.  In  the  centre  is  the  giant  cell, 
with  its  very  numerous  oval  nuclei.  Prom  its  margin  proceed 
radiating  processes,  which  join  in  an  ill-marked  reticulum  about 
which  the  tu- 
bercle appears  ^^i  ■:'L>>v.  v 
to  be  built  up.                       ^i^SIV.  V  ?^  ^  'J -' 

In  the  second  ^"^^fiVj  -^  'A^^t 

place,  proceeding 
towards  the  peri- 
phery, is  a  co- 
hort of  epithe- 
lioid cells,  which 
surround  the 
giant  cell,  and 
are  best  seen  in 
its  immediate 
vicinity.  They 
form  an  ill- 
marked  zone  in  -, ,  ^  . 
the  round    area             ^Z-*"^^^     ^''S'^'i*' 

of  the  tubercle.  ^Ig. «. -Tubercle  from  Area  b.  Fig.  «3. 

Thirdly, 
about  the  periphery  of  the  district  is  a  host  of  round  cells  or  simple 
leucocytes,  which  crowd  the  outskirts  of  the  tubercle   and  insinuate 
themselves  in  diminishing  numbers  towards  the  centre. 

It  will  often  be  observed  that  the  cells  are  not  precisely  arranged 
in  definite  zones,  although  their  inclination  towards  certain  parts  of 
the  tubercle  is  very  apparent.  It  will  be  noticed  also  that  the  reti- 
culum of  the  neoplasm  has  a  tendency  to  concentric  arrangement  at 
the  periphery  of  the  mass. 

Lastly,  it  should  be  borne  in  mind  that  the  giant  cell  may  be 
absent  or  obscured,  or  be  found  near  the  outskirts  of  the  collection ; 
while  now  and  then  two  or  more  smaller  giant  cells  stand  in  the 
place  of  the  central  figure.  The  tubercle  is  often  obscured  by  in- 
flammatory changes,  which  disturb  the  surrounding  tissues  and 
invade  the  precincts  of  the  little  growth  itself. 

Unlimited  discussion,  which  need  not  here  be  considered,  has 
taken  place  as  to  the  exact  nature  of  the  giant  cell.  One  fact  would 
appear  to  be  established ;  and  that  is,  that  giant  cells  do  not  all 
originate  in  the  same  way. 

Certain  of  them  are  obviously  but  coagula  of  fibrin  and  lymph 
which  have  engaged  the  products  of  a  rapidly  proliferating  endothe- 
lium in  a  blood-vessel  or  lymph  passage.  Othei*s  evidently  result 
from  changes  in  the  fixed  cells  of  the  tissue. 
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Giant  cells  are  not  so  chai-actenstic  of  tubercle  as  is  the 
since  they  have  been  found  incidentally  in  other  lesions, 
chronically  inflame<l  connective  tissue. 

The  bacilli  are  most  common  and  most  numerous  in  t 
cells.     They  may  not  be  readily  detected  in  the  earliest  Btag< 


Fijr.  6C.— Tuberclu  from  Area  a,  Tijg.  63. 

tubercle  formation,  but  they  are  fairly  well  seen  at  a  latei 
when  the  giant  cells  arc  in  evidence,  and  are  often  most 
when  the  structural  details  of  the  part  have  l>een  oblit«: 
c:t«eatioii. 

It  only  remains  to  be  said  that  the  tuberculous  proce 
once  established,  is  liable  to  indefinite  extension.  It  usually 
along  the  lymphatic  channels,  and  follows  lymphatic  vess 
gland  disease,  tul>ercles  may  be  readily  found  in  the  lymp 
which  connect  one  infected  gland  with  another ;  and  it  ma; 
sible  to  prove  that  the  disease  has  been  brought  to  the  ; 
iyniphatics  ^vhich  have  their  origin  in  a  tul)ercular  lesioi 
periphery. 
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In  tuberculosis  of  the  lung  and  of  other  organs,  the  part  played 
by  the  lymph  spaces  in  the  advancement  of  the  disease  is  often  to  be 
made  manifest. 

The  tuberculous  process  has  also  a  tendency  to  spread  over  any 
surface  upon  which  the  infective  process  may  once  have  obtained  a 
hold.    Thus,  it  may  extend  indefinitely  over  the  pleura  or  peritoneum. 


Fig.  67.— Xargin  of  a  CaMou  Patch  from  a  Case  of  Tnbercolosia  of  a  Sjnofial 

MembTmofe. 

or  proceed  without  check  along  the  lumen  of  the  bronchi^  the  vas 
deferens,  or  the  ureter. 

It  has  been  noticed  that  the  process  of  extension  is  apt  to  be 
arrested  by  any  membrane  which  may  intervene,  unless  the  mem- 
brane itself  be  destroyed  by  necrosis.  Thus,  the  tubercular  mischief 
in  a  gland  would  appear  to  be  arrested  by  the  capsule ;  and  tuber- 
culosis of  the  lung  does  not  commonly  extend  to  the  pleura. 

The  end  of  the  tubercle.  (1)  CdsecUion. — Caseation  usu- 
ally brings  the  process  of  tubercle  formation  to  a  close,  and  is, 
indeed,  a  distinctive  feature  of  tuberculosis.  It  is  true  that  a  caseous 
degeneration  has  be<Bn  noticed  in  certain  syphilitic  new  formations 
and  in  sokne  other  isolated  conditions,  but  the  instances  are  all 
exceptional. 

The  process  is  one  of  necrosis  and  fatty  degeneration.  Tlie 
caseous  patch  is  a  sequestrum  ;  an  area  of  absolutely  dead  tissue, 
which  is  capable  of  no  other  than  chemical  changes  (Fig.  67). 
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Caseation  begins  in  that  part  of  the  infected  district  which  is  the 
most  remote  from  the  blood  supply.  The  drier  the  part,  the  more 
characteristic  is  tlie  degenerative  change.  Caseation  is  rarely 
observed  in  such  a  tissue  as  an  (Edematous  lung,  or  in  a  part  which 
has  remained  long  engorged  witlf  bloods.  Where  Imcilli  are  nume- 
rous, and  where  the  infiltration  by  leucocytes  is  considerable,  casea- 
tion is  rapid  and  well  marked.  When  the  opposite  conditions 
obtain,  the  degeneration  is  less  quickly  moving.  In  the  most  acute 
cases  there  is  no  time  for  this  leisurely  form  of  decay,  and  the 
diseased  part  may  assume  at  once  the  phenomena  of  necrosis  or 
sloughing,  or  of  acute  softening. 

Caseous  matter — as  it  appears  to  the  naked  jeye — ^takes  the  form 
of  deposits  or  patches  of  a  bright  pale  yellow  or  buff  colour.  Thew 
patches  are  homogeneous,  well  circumscribed,  and  firm,  and  as  dis- 
played in  a  section  are  very  aptly  to  be  compared  tq  p^eese.  In  the 
lymphatic  glands  the  caseous  districts  stand  out  with  remarkable 
clearness  from  the  surrounding  tissues :  not  as  oases^in  a-  'disert^  l)ut 
as  minute  deserts  in  a  vast  oasis.  .  -    ' 

Caseous  matter  may  remain  for  a  long  time  u<ulft^!'ed^  It  msv 
accumulate,  and  so  produce  large  masses,  as  is  sometimiM  seen  in  the 
brain,  and  in  a  minor  degree  in  much  enlarged  lymphatic  glands. 

It  may  in  due  course  undergo  the  purely  physical  and  chemical 
process  of  liquefaction,  and  appear  when  expoe^  afi  a  poUection  of 
creamy  matter.  Such  collections  have  been  inaccurately  described 
as  purulent,  and  the  degenerated  tissuQ  has  l^een  sppken  of  as  sup- 
purating. Not  infrequently  the  centre  of  a  caseous  area  is  found  to 
iiHve  l)ecome  softeneil,  while  the  periphery  remains  firm. 

Cheeky  foci  may  act  as  foreign  bodiies,  and  may  encourage  sup- 
]>uration  in  the  living  tissues  which  surround  them. 

In  certain  conditions  it  would  appear  that  caseous  products  are 
capable  of  l>eing  to  a  certain  extent  absorbed;  but  there  is  no 
evidence  to  show  that  this  method  of  elimination  is  ever  extensively 
in  progress,  or  that  it  can  Ije  regarded  as  a  common  means  of  ridding 
the  l>ody  of  this  degerterate  material. 

A  caseous  patch  may  become  the  seat  of  some  degree  of  calpareons 
infilti-atiou  and  so  be  rendered  still  more  inert 

Suppuration  may,  however,  be  aroused  around  a  <»lcareous 
nodule  which  has  been .  for  many  years  in  a  state  ol  perfect  peaoe, 
and  from  the  resulting  abscess  considerable  ealcaif^os  fragments 
may  be  discharged. 

Finally,  caseous  material  may  become  iu-  du^  tin^e  eno^wpled. 
The  ca})i)ule  in  such  a  case  is  formed  of  fibrous  tissue  developed  &om 
the  more  or  less  uncontaminated  structures  which  sufrrofand  the 
tuberculous  area.  This  process  of  capsule  formation  is  distinctly  of  s 
reparative  character.  It  allows  the  caseous  tiass  to  be  enclosed,  to 
l)e  shut  off  from  the  rest  of  the  iKxly,  and  indeed  to  be  isolated,  «» 
one  would  isolate  an  infected  person.  ■  »   - 

(2)  Fibr(riis  (rmis/or7natvm,—ylt  has  l>een  already  said  tnat  casea- 
tion represents  the  usual  mode  of.ei¥ding  of  the  t)il)ercuhir.ptocesB«. 
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In  comparatively  rare  instances,  however,  a  transformation  into 
fibrous  tissue  obliterates  the  phenomena  of  disease,  and  leads  to  a 
condition  which  is  one  of  cure,  although  not  precisely  one  of  recovery. 
The  HtcUxa  q\w  ante  is  never  established.  The  fibrous  change  is 
seen  in  the  most  chronic  and  most  gently  progressing  cases^ 

In  the  place  of  elaborate  tubercle  formation  there  is  simply  left 
an  ill-detined  mass  of  fibrous  tissue — a  cicatrix,  in  fact  The  process! 
differs  in  no  way  from  that  observed  in  inflammatory  conditions  of 
a  less  destructive  kind.  A  scar  is  produced  and  that  scar,  as  a  rule, 
remains  sound. 

In  instances  in  which  this  rare  change  is  noted  the  tubercle  is 
eradicated,  the  disease  is  healed,  and  the  tubercle  bacillus  is  no  longer 
to  be  found. 

The  bacillus.— The  bacillus  of  tubercle  has  l)een  already 
described  on  page  34  of  this  volume.  A  few  points  need  only 
here  be  alluded  ta 

The  tubercle  bacillus  is  very  pei-sistent,  and  has  great  powers  of 
resistance  to  destructive  agencies.  Gomil  and  Babes  show  that  it 
will  live  for  seventy  days  at  ordinary  temperatures  in  sterilised 
Seine  water.  It  retains  its  infective  power  after  veiy  long  exposure, 
after  having  been  dried  and  kept  for  months,  and. after  having  been 
placed  in  a  putrid  solution.  Heat  destroys  it  most  satisfactorily,  but 
germicide  solutions  to  l:»e  destructive  have  to  l>e  strong,  and  carbolic 
acid  would  appear  to  be  more  potent  in  this  connection  than  corrosive 
sublimate.  It  is  very  resistant  to  the  action  of  the  digestive  fluids. 
It  grows  best  at  about  the  temperature  of  the  body.  It  needs  winter 
for  its  development.  It  is  an  obligate  parasite,  and  can  only  flourish 
on  the  living  body  of  higher  organisms. 

The  bacillus  is  introduced  into  the  body  in  many  ways.  It  is 
inhaled  with  the  air.  It  is  swallowed  with  the  food.  It  flnds  an 
entrance  through  the  mucous  membrane  of  the  mouth.  It  may  be 
conveyed  by  an  inoculation  through  a  breach  in  the  skin.  Its 
presence  has  been  demonstrated  in  the  air  and  dust  of  rooms  occupied 
by  phthisical  subjects,  in  the  milk  of  tuberculous  cows,  and  in  the 
(lischarges  from  tuberculous  patients. 

It  is  met  with  in  all  forms  of  tuberculous  disease,  although  its 
distribution  is  very  irregular.  The  number  of  bacilli  found  in  the 
tissue  is  not  always  proportionate  to  the  severity  of  the  local  changes. 
The  parasite  is  most  particularly  to  be  met  with  in  advancing 
lesions.  It  would  appear  to  h^  freely  transported  by  the  blood.  It 
has  a  peculiar  affinity  for  certain  parts,  such  as  the  serous  membranes, 
the  lung,  the  spleen,  the  kidney,  the  intestine,  and  the  tissue  of  bone. 

The  transmission  of  tubercle. — The  demonstration  of  a 
Imcillus  as  an  essential  feature  in  the  entourage  of  a  tubercle  would 
of  necessity  involve  a  question  as  to  the  possible  transmission  of 
tuberculosis  from  one  individual  to  another. 

It  will  be  convenient  to  consider  the  subject  of  transmission 
under  the  following  heads: — (1)  By  inoculation;  (2)  by  respiration  ; 
(3)  by  cohabitation ;  (4)  by  feeding. 
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The  evidences  of  transmission  may  be  very  briefly  arranged  into 
such  as  are  furnished  by  experiments  on  animals  and  such  as  are 
derived  from  clinical  experience. 

(a)  Experiments  upon  animals.  (1)  Tranam,%$9uni  by  in- 
oculation, — ^The  fact  that  the  disease  could  be  communicated  by 
inoculation  was  known  for  some  time  before  the  discovery  of  the 
bacillus. 

In  the  production  of  tuberculosis  in  animals  by  inoculation,  the 
materials  used  in  the  experiments  have  been  cultivated  bacteria,  or 
the  products  of  tuberculous  disease,  such  as  sputum  and  the  de- 
generate tissue  of  disordered  glands,  lungs,  or  joints. 

The  infecting  material  produces  at  first  only  a  local  tuberculosiii, 
which  may  be  followed  by  a  more  general  dissemination  of  the 
disease.  That  is  to  say,  the  first  eruption  of  tubercle  takes  place  at 
the  point  of  inoculation,  whether  it  be  the  sicin,  the  peritoneum,  the 
interior  of  a  joint,  or  the  anterior  chamber  of  the  eye. 

If  the  infective  matter  be  introduced,  with  suitable  precantioDS, 
into  the  bipod  stream,  a  more  or  less  general  dissemination  of  tubercle 
results. 

In  the  spreading  of  the  tuberculous  process  from  the  original  seat 
of  inoculation,  it  is  very  noticeable  that  the  lymphatics  play  a  con- 
spicuous part  in  the  propagation  or  extension  of  the  disease.  (Compare 
Fig.  62.) 

In  the  general  dissemination  of  the  disease  throughout  the  bodj, 
the  bacillus  appears  to  show  an  undoubted  preference  for  the  tisnie 
of  the  lung. 

The  disposition  of  the  blood  stream  will  also  serve  to  explain  tbr 
frequency  with  which  the  lung  is  found  to  be  involved  in  cases  where 
the  infection  of  the  body  is  becoming  general. 

The  capacity  or  virulence  of  the  material  of  infection  shows,  as 
may  be  imagined,  pronounced  differences.  Inoculations  with  material 
from  caseous  glands  will  not  produce  so  rapidly  fatal  a  tubercu1asi» 
as  will  inoculations  with  the  tissue  of  miliary  tubercle.  A  fragment 
of  caseous  bone  from  the  finger  of  a  tuberculous  child  introduced 
into  the  peritoneal  cavity  of  a  guineapig  was  followed  by  an  out- 
break of  tubercles  in  the  mesentery  and  mesenteric  glands,  and  later 
in  the  kidney  and  lungs.  The  scabs  of  eczema  from  the  same  dnkl, 
introduced  in  the  same  way,  produced  no  result  in  the  animal 
experimented  upon. 

(2)  Transmission  by  respiration,  —  Animals  made  to  inspire 
tuberculous  matter  introduced  into  the  atmosphere  of  a  chamber  bj 
means  of  a  spray  have  developed  tubercles  in  the  air-passages  and 
lungs.  These  experiments  are  much  modified  in  their  results  by  tlie 
manner  of  their  ))erformance.  If  the  infecting  material  used  be  fredi 
sputum  from  a  phthisical  patient,  very  freely  dividied  by  being  intro 
duced  into  a  spray  apparatus,  the  results  will  l^e  as  above  described ; 
but  if  such  sputum  be  dried  and  converted  into  dust,  and  then  made 
to  circulate  in  the  air  of  a  closed  chamber,  the  animals  contained  in 
that  chamber  will  not  become  tuberculous. 
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(3)  TrantnvUsion  by  coliabitation. — Thia  has  been  well  demon- 
strated in  the  case  of  rabbits  and  guineapigs.  Animals  affected 
with  tuberculosis  have  been  put  to  live  with  healthy  animals,  and 
have  lieen  surrounded  by  healthy  conditions.  In  process  of  time, 
the  sound  rabbits  and  guineapigs  have  developed  tuberculous  disease 
and  have  died. 

(4)  Tranamisston  by  feeding. — Certain  animals  fed  upon  tuber- 
culous material  have  developed  tubercle  in  the  intestine  and  mesen- 
teric glands.  In  some  of  the  instances,  tuberculous  matter,  such  as 
sputum  or  disintegrated  tissue  containing  tubercle,  has  been  mixed 
with  the  animal's  usual  food.  In  other  instances  the  food  substance 
has  been  composed  of  the  flesh  of  tuberculous  animals  or  the  milk  of 
cows  suffering  from  tuberculosis. 

Speaking  in  general  terms  of  these  experiments  on  animals,  it  is 
to  he  noted  that  the  susceptibility  of  different  animals  to  the  tuber- 
culous virus  differs  very  considerably.  Rabbits,  guineapigs,  apes, 
and  ruminants  are  peculiarly  prone  to  tuberculosis,  and  readily 
develop  the  manifestations  of  the  disease  after  inoculation.  The 
camivora,  on  the  other  hand,  may  be  said  to  exhibit  but  a  compara- 
tively slight  susceptibility  to  the  disease. 

It  is  needless  to  say  that  the  results  of  inoculation  experiments 
are  much  influenced  by  the  concentration  of  the  virus,  its  amount, 
and  the  site  and  method  of  its  introduction. 

(b)  Clinical  experience.— A  study  of  the  transmission  of 
tuberculosis  in  the  human  subject,  as  gained  by  clinical  experience, 
soon  makes  it  evident  that  data  derived  from  laboratory  researches 
and  experiments  upon  animals  must  be  accepted  with  considerable 
modification  when  it  is  sought  to  apply  them  to  the  disease  in  man. 
The  animal  man,  viewed  as  a  corpus  vile,  does  not  res|>ond  very 
readily  to  the  tuberculous  virus  when  it  is  introduced  into  the  body 
by  an  unintended  experiment. 

(1)  Transmission  by  inoculation, — Considering  the  wide  distribu- 
tion of  tuberculous  disease,  and  the  fact  that  in  many  forms  of  it  a 
discharge  exists  in  which  tubercle  bacilli  are  more  or  less  numerous, 
it  is  remarkable  how  very  rare  are  examples  in  man  of  inoculation 
with  tuberculosis  through  the  medium  of  the  skin  or  mucous  mem- 
brane. It  is  evident  that  to  effect  much  inoculation  the  circumstances 
must  in  one  way  or  another  be  most  exceptional. 

The  pathologist  at  a  large  hospital  for  consumption  must  have 
his  hands  soaked  for  hours  at  a  time  with  tuberculous  pus.  His 
knuckles  cannot  always  be  free  from  abrasions  and  scratches ;  and 
yet  how  very  rarely  does  any  development  of  tubercle  occur  at  the 
undoubtedly  inoculated  spot.  It  is  true  that  a  certain  fom\  of 
•*  anatomist's  tubercle  "*  has  been  shown  to  be,  in  actual  fact,  tuber- 
culous ;  but  the  comparative  rarity  of  even  that  readily-cured  affection 
is  noteworthy. 

As  examples  of  the  communication  of  the  disease  by  inoculation, 
the  following  may  be  given, 

A  servant-maid  wounded  her  finger  in  cleaning  the  spittoon  of 
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her  master^  who  was  dying  of  phthisis,  and  in  whose  sputum  bacilli 
were  found.  An  indurated  ulcer  formed  on  the  finger,  the  tendon 
sheath  became  involved,  and  the  axillary  glands  enlarged.  The 
finger  was  amputated  and  the  glands  were  excised.  The  morbid 
changes  were  found  to  be  tuberculous  and  the  bacillus  was  discovered 
in  the  parts  removed.  The  girl  made  a  sound  recovery.  The  case 
is  recoixied  by  Tscherning. 

Leloir  details  a  case  of  lupus  of  the  nose  in  a  young  girl  who 
lived  with  a  sister,  the  subject  of  phthisis,  and  often  used  her 
handkerchief. 

A  girl  tatooed  on  the  arm  by  her  lover,  who  was  dying  of  phthisis, 
developed  lupus  at  the  inoculated  spot 

Unna  describes  lupus  of  the  lobule  of  the  ear  in  a  girl  of  thirteen^ 
who  wore  the  earrings  of  a  friend  who  had  died  of  phthisis. 

Several  examples  of  the  communication  of  tuberculosis  by  the 
Jewish  operation  of  circumcision  have  been  recorded. 

Jeanselme  gives  the  case  of  a  woman  who  developed  tubercoloas 
ulcers  of  her  fingei-s  after  long  attention  upon  her  husband,  who  had 
a  fistula  (which  she  dressed),  and  who  died  of  phthisis. 

(2)  JBt/  respiration  and  (3)  by  coliahitation. — A  certain  number 
of  instances  have  been  recorded  in  which  it  is  more  or  less  apparent 
that  tuberculosis  in  the  form  of  phthisis  was  communicated  to  a 
sound  individual.  These  examples  have  l>een  mainly  noticed  in 
the  persons  of  husbands  and  wives,  or  intimate  friends,  or  nurses 
and  patients.  The  cases,  however,  are  quite  uncommon,  consider- 
ing the  wide  prevalence  of  the  disease.  Jousset  would  place  them 
as  low  as  2  per  cent.  This  method  of  communicating  tuberculosis 
is  practically  unknown  in  hospitals  for  consumption.  It  is  obvious, 
however,  that  tuberculous  diseases  are  more  common  in  crowded 
communities;  and  one  can  imagine  that  a  wife  in  poor circumstanoes, 
who  is  in  constant  attendance,  in  a  close  ill- ventilated  room,  upon 
a  husband  who  is  dying  of  phthisis,  is  in  a  most  favourable  posi- 
tion for  acquiring  the  disease. 

A  confined  atmosphere,  the  lack  of  fresh  air  and  of  sunshine,  aire 
favouring  elements  in  the  spread  of  tubercla 

(4)  By  feeding. — This  method  of  communicating  tubercle  is  in 
the  human  subject  exceedingly  rare,  and  is  doubted  by  many. 
Jousset  affirms  (writing  in  1893)  that  no  case  has  been  demon- 
strated. It  would  appear  that  the  bacilli  of  tuliercle  cannot  live 
in  the  healthy  stomach,  and  cannot  survive  the  heat  involved  in 
the  cooking  of  meat.  The  communication  of  the  disease  to  a 
child  by  means  of  milk  from  a  tul^erculous  cow  has  not  been  estab 
lished  l>eyond  doubt.  Niepve  gives  the  case  of  an  infant  bom 
of  healthy  parents  who  was  suckled  by  a  tuberculous  nurse  who  had 
l)acilli  in  her  milk  ;  the  child  soon  died  of  tul)erculous  meningitia. 

The  tuberculous  individual.— Two  things  are  needed  to  set 
in  action  the  tuberculous  process.  There  must  be  the  9Bed^  and 
there  must  l>e  a  suitable  soil.  The  seed  is  provided  by  the  taberd» 
bacillus,  and  among  the  haunts  of  men  this  l>acillus  must  be  £airlj 
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liberally  distributed.  The  more  closely  human  beings  are  packed 
together  the  more  common  may  the  bacUlus  be  ex|>ected  to  be.  In 
spite  of  the  very  general  diffusion  of  the  bacillus  in  our  midst,  it  is 
remarkable  that  tuberculosis,  although  a  common  affection  enough, 
is  by  no  means  common  to  all  men.  Some  individuals  are  more  ex- 
posed to  infection  than  others,  it  is  true  ;  but  that  does  not  explain 
the  distribution  of  the  disease.  Were  the  seed  alone  the  necessary 
thing,  then  all  the  nurses  in  hospitals  for  consumption  should 
become  tubercular,  and  from  such  institutions  tuberculosis  should 
spread  as  from  a  centre. 

Tuberculous  disease,  however,  does  not  spread  in  this  way,  or 
only  in  a  few  very  rare  accidental  instances,  which  have  been  already 
alluded  to. 

It  is  evident  that  the  soil  is  of  much  more  importance  than  the 
seed — ^that  there  must  be  a  large  proportion  of  a  population  who 
are  practically  non-inoculable,  while  there  is  a  proportion  whose 
bodies  form  a  suitable  medium  in  which  the  bacillus  can  grow. 
The  tuberculous  individual  is  the  one  whose  tissues  form  a  suitable 
soil  for  the  development  of  the  bacillus.  The  non-tuberculous  in- 
dividual is  the  one  in  whose  tissues  this  micro-organism  cannot  obtain 
a  hold,  it  being  assumed  that  both  are  equally  exposed  to  infection. 

Tuberculous  disease  may  be  acquired,  but  it  cannot  be  vnJierUed; 
that  is  to  say,  the  parent  cannot  hand  down  to  its  offspring  the 
tuberculous  process  in  its  complete  condition  with  its  bacilli,  its 
tubercles,  and  its  caseating  districts.  What  the  parent  can  un- 
fortunately transmit  to  its  offspring  is  a  body  whose  tissues  form 
a  suitable  soil  for  the  development  of  the  bacillus,  should  that 
microbe  ever  reach  it  in  sufficient  strength.  It  is  only  in  this  sense 
that  tuberculosis  can  be  said  to  be  inherited.  What  is  inherited 
as  a  matter  of  fact,  is  not  a  disease,  but  a  predisposition. 

In  a  large  number  of  tuberculous  persons  this  inheritance  is 
marked.  One  or  both  parents  have  died  of  phthisis,  or  they  are 
themselves  sound,  but  there  is  phthisis  in  other  members  of  the 
family ;  or  in  the  same  family  there  is  a  history  of  enlarged  glands 
in  the  neck,  of  joint  disease,  or  of  bone  affections. 

On  the  other  hand,  the  state  of  body  needed  to  form  a  suitable 
soil  for  the  bacillus  may  be  acquired.  This  is  well  seen  in  what  is 
known  as  "  penitentiary  "  or  "  workhouse  "  tuberculosis.  A  number 
of  children  find  their  way  to  these  institutions.  Their  parents  may 
have  been  entirely  free  fi-om  tuberculosis,  although  possibly  not 
perfect  in  health  in  other  respects.  The  children  are  often  brought 
up  under  unhygienic  conditions,  with  insufficient  exercise,  insufficient 
sunlight^  insufficient  air,  and  insufficient  food.  A  small  proportion 
of  them  become  tuberculous  for  no  other  reason  than  that  their 
surroundings  during  the  period  of  gi'owth  have  been  such  as  to 
render  their  tissues  a  favourable  soil  for  the  bacillus  of  tubercle. 
Had  they  been  placed  in  happier  circumstances,  their  bodies  would 
very  possibly  have  remained  an  unsuitable  medium  for  the  growth 
af  this  raicrixirganism. 
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It  has  been  said  by  some  writers  that  any  condition  of  ill-hetilth 
may  render  a  patient  tuberculously  disposed,  but  this  is  not  so.  Tae 
distribution  of  tuberculosis  is  not  identical  with  the  distribution  of 
mere  ill-health.  There  is  much  evidence  to  show,  however,  that 
there  is  a  certain  amount  of  truth  in  the  statement  In  support 
of  this,  the  following  illustrative  cases  may  be  given  as  representa- 
tive of  quite  considerable  classes. 

(1)  A  medical  man  had  had  three  perfectly  healthy  children, 
and  then  acquired  syphilis  through  a  scratch  on  the  thumb  when 
performing  an  operation.  There  was  no  tuberculous  history  in  his 
own  family,  nor  in  his  wife's.  He  lived  apart  from  his  wife  for  two 
years.  A  fourth  child  was  then  born.  It  showed  no  signs  of  in- 
herited syphilis,  but  it  became  the  subject,  when  twelve  years  of 
age,  of  most  extensive  tuberculous  disease. 

(2)  The  youngest  child  of  a  large  family  was  the  only  one  that 
exhibited  any  signs  of  tubercle.  The  father  and  mother  were  en- 
tirely free  from  that  affection,  but  the  child  in  question  was  the 

only  child  born  after  the  father 
had  developed  Bright's  diaease. 
(3)  A  woman  of  20,  bom 
of  perfectly  healthy  parents, 
and  with  no  tuberculous  history 
in  the  family,  developed  a  con- 
siderable mass  of  tuberculous 
glands  in  the  neck.  Until  she 
was  18^  she  had  been  living  in 
comfortable  circumstanoea.  She 
then  became  very  poor,  and  had 
to  support  herself.  After  work- 
ing for  some  months  in  a  close 
ill-ventilated  room  the  glands 
appeared. 

If  by  the  term  a  "tuber- 
culous individual "  it  is  intended 
to  imply  a  person  prone  to 
tubercle  formation,  it  will  be 
evident  from  what  has  just  been  said  that  that  individual  can  hardly 
be  expected  to  present  any  common  general  characteristics.  There 
is,  indeed,  no  physiognomy  peculiar  to  and  diagnostic  of  tuberculoids. 
While  a  large  proportion  of  the  patients  present  no  characteristics 
which  can  be  accepted  as  the  basis  for  a  tyi>e,  it  will  be  evident — 
especially  when  childi*en  and  young  adults  are  the  subjects  of  the 
inquiry — that  there  are  some  features  met  with  so  often  among 
the  tuberculous,  that  it  is  possible  roughly  to  classify  the  majority  <rf 
the  individuals  in  two  classes. 

The  distinguishing  characteristics  of  the  two  classes  are,  of  coarse, 
not  always  so  marked  as  they  are  in  the  following  descripticm  : — 

1.  The  fine  or  san^^uine  type.— The  children  have  fine  and 
regular  features,  well-shaped   limbs,  and  delicate   hands   (Fig.  68). 


Pig.  68 
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The  akin  is  clear,  white,  and  thin,  and  marbled  with  venules.}  IThe 
complexion  is  usually  fair.  The  face  is  oval,  the  lower  jaw  small,|and 
the  lips  thin.  The  eyes  are  bright  and  covered  with  long  lashes,  and 
the  hair  is  often  remarkably  fine  and  silken.  In  the  younger 
children  there  is  not  infrequently  a  faint  growth  of  downy  hair  over 
the  forehead  and  on  the  backs  of  the  fore-arms. 

The  teeth  are,  as  a  rule,  white  and  well  formed,  but  brittle.     Not 
infrequently  they  are  notice- 
able   by   tLe    large  size  and 
square  outline   of  the   upper 
central  incisors. 

These  children  are  sprightly 
and  emotional ;  full  of  life  and, 
from  the  modem  standpoint, 
would  be  called  neurotic. 

This  is  the  type  which  is 
inherited.  These  are  the  child- 
ren whose  parents  have  died 
of  phthisis,  or  who  have  a 
strong  tuberculous  history  in 
their  families.  They  are  bom 
with  a  predisposition,  and  are 
congenitally  a  favourable  soil 
for  the  bacillus. 

These  are  the  children  wlio 
may  develop  phthisis,  tuber- 
culous meningitis,  or  perito- 
nitis. They  often  have  enlarged  tonsils,  post-nasal  growths,  and 
enlarged  glands.  They  are  liable  to  catarrh.  They  occasionally 
present  lupus.  They  are  attacked  with  tuberculous  bone  and  joint 
disease,  but  not  with  marked  frequency.  Phlyctenular  ophthalmia  is 
not  common  among  them,  nor  are  skin  affections. 

2.  The  coarse  or  phleg^matle  type.— In  this  class  are  com- 
prised individuals  who  are,  as  a  rule,  short  and  bulky,  with  coarse 
limbs,  large  hands  and  feet.  The  face  is  broad,  the  lower  jaw  heavy, 
the  malar  bones  often  prominent,  and  the  features  generally  coarse 
and  irregular  (Fig.  69).  The  nose  is  usually  thick,  the  lips  tumid,  the 
lobes  of  the  ears  large,  and  the  neck  unshapely.  The  teeth  are  often 
ill-formed,  and  soon  become  carious.  The  skin  is  coarse,  harsh,  and 
thick.  The  amount  of  subcutaneous  cellular  tissue  is  considerable, 
and  often  sufficient  to  conceal  the  muscular  outlines  of  the  body. 
The  skin  in  the  previous  type  is  ^nfi,  and  it  is  possible  to  pinch  up 
with  the  fingers  a  little  |x>rtion  of  it ;  but  in  these  individuals 
none  but  a  large  fold  of  skin  can  be  picked  up,  as  it  is  so  coarse. 
The  children  of  this  class  appear  dull,  flabby,  and  heavy-looking. 
They  are  apathetic  and  without  vivacity,  have  little  muscular  power, 
and  are  soon  tired. 

Their  circulation  is  remarkable.  The  blood  appeai*s  to  stagnate 
in  exposed  parts,  the  cheeks  often  assume  a  bluish  or  mottled  aspect, 


Fig.  60.— The  CkMrse  Type  of  TubercolooB 
Individual. 
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the  extremities  appear  swollen,  and  the  skin  itself  feels  often  chilled 
and  ciaramj.     These  children  are  very  liable  to  chilblains. 

Thej  are  the  common  subjects  of  glandular  swellings,  of  enlaxged 
tonsils,  of  post-nasal  growths,  of  phlyctenular  ophthalmia,  of  liipus, 
and  of  muco-purulent  discharges  from  the  nose,  ears,  or  vagina,  lliey 
are  often  attacked  by  lupus  and  are  often  the  subjects  of  bone  and 
joint  disease.  They  seem  prone,  indeed,  to  the  surgical  forms  of 
tuberculosis,  and  are  not  so  commonly  the  subjects  of  phthisis, 
meningitis,  or  peritonitis. 

This  is  the  typo  of  tuberculous  individual  whose  peculiarities  are 
probably  acquired.  To  this  type  belongs  *'  parochial  struma "  and 
the  tuberculous  affections  common  in  the  slums  of  great  cities. 

Age. — Tuberculous  disorders  may  appear  at  any  age,  bat  they 
distinctly  affect  certain  periods  of  life. 

Speaking  especially  of  the  surgical  forms  of  tuberculosis,  it  is  to 
be  observed  that  the  largest  number  of  cases  belong  to  the  ages 
between  five  and  fifteen.  Another  period  of  frequency  would  appear 
to  be  between  twenty  and  twenty-five,  and  another  period  a  Uttle 
after  thirty. 

The  term  '*  senile  scrofula "  or  "  senile  tuberculosis "  is  applied 
to  instances  in  which  tuberculous  diseases  make  their  appearance  in 
old  people.  Such  instances  are  rare.  In  sixteen  cases  reported  b^ 
Bourdelais,  five  patients  were  between  sixty  and  seventy,  seven 
were  between  seventy  and  eighty,  two  were  over  eighty,  and  the 
remaining  two  were  under  sixty.  Senile  tuberculosis  is  as  common 
in  females  as  in  males.  In  some  instances  there  is  a  history  of 
a  tuberculous  affection  in  early  life,  but  as  a  rule  the  disease  is 
primary,  and  represents  the  first  appearance  of  tubercle.  The 
diseases  to  which  the  subjects  of  senile  tuberculosis  are  liable 
are  identical  with  those  met  with  in  earlier  life.  The  commonest 
manifestation  is  bone  disease,  which  is  often  about  the  wrist.  In 
other  instances  there  have  been  joint  disease,  lupus,  tabercalous 
ulcers,  or  glandular  enlargements. 

Environment. — In  very  general  terms,  it  may  be  said  that 
tuberculous  affections  are  encouraged  in  those  who  live  in  closely- 
confined  districts,  and  whose  dwellings  are  dark,  damp,  ill-ventilated, 
and  removed  from  a  free  access  of  fresh  air. 

It  would  appear,  also,  that  a  district  lying  high  and  dry  and  bare 
has  a  more  favourable  influence  than  has  a  low-lying  district,  where 
the  atmosphere  is  laden  with  moisture,  and  where  vegetation  is 
luxuriant,  or  at  least  plentiful 

Tuberculosis  and  SCroftlla.— For  some  centuries  a  gnmt  war 
of  words  was  waged  over  the  relations  of  tubercle  and  scroluhL  Hie 
term  **  struma  "  or  **  scrofula  "  was  derived  from  the  common  i^ypair- 
ance  presented  by  enlarged  glands  in  the  neck,  and  as  years  advwiosd 
the  expression  was  loosely  associated  with  other  vaguer  ocmditaou  «l 
mere  ill-health.  The  diseases  which  were  usually  termed  spiYifQ!fiQ»^ 
were  the  following,  and  it  will  l)e  observed  that  they  ihiij^h'  iHuhrtici* 
the  common  external  manifestations  of  tuberculosis  : — phlyctontikr 
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ophthalmia,  chronic  otorrhoea,  enlarged  glands,  "white  swellings'*  of 
joints,  bone  disease,  "strumous  ulcers,"  cold  abscesses,  lupus,  and 
certain  other  less  well-defined  conditions.  At  one  time  the  manifesta- 
tions of  hereditary  syphilis  were  included  under  the  term  scrofula ; 
and,  indeed,  that  term  was  employed  to  cover  any  condition  of  ill- 
health  in  a  child  to  which  a  more  *(>recise  term  could  not  be  applied. 

It  has  now  been  shown  that  there  is  no  disease  requiring  the 
special  designation  scrofula.  The  term  was  a  convenient  term  to 
cover  ignorance.  It  has  served  its  purpose  and  may  now  be  most 
profitably  abandoned.  The  diseases  commonly  called  scrofulous 
have  been  long  since  shown  to  be  of  a  tuberculous  nature.  There 
can  be  no  object  in  still  retaining  the  term,  even  if  limited  in 
application  to  the  commoner  external  manifestations  of  tuberculosis 

It  was  to  the  coarse  or  phlegmatic  type  of  tuberculous  individual 
that  the  terms  "  strumous  "  and  "  scrofulous  "  were  visually  applied. 

The  general  treatment  of  tuberculoBiB.— it  will  be  only 

appropriate  to  refer  to  thase  forms  of  tubercular  disease  which  come 
under  the  surgeon's  notice.  A  considerable  part  of  the  treatment  of 
such  forms  of  tuberculosis  depends  mainly  upon  obvious  measures  of 
common  sense. 

(1)  Any  irritating  or  localising  cause  of  the  trouble  should  be 
sought  for  and,  if  possible,  removed.  Thus,  in  a  case  of  enlarged 
cervical  glands,  hypertrophied  tonsils  and  post-nasal  growths  should 
be  got  rid  of,  diseisued  teeth  should  be  ti'eated,  and  attention  should 
be  given  to  phlyctenular  ophthalmia,  to  discharges  from  the  nose  or 
ear,  to  eruptions  on  the  scalp,  and  such  other  disturbances  in  the 
periphery  as  may  tend  to  induce  secondary  tuberculous  changes  in 
the  glands. 

(2)  In  the  second  place,  the  involved  part  should  be  kept  at  rest. 
This  is  very  obvious  in  the  case  of  diseases  of  bones  such  as  those  of 
the  spine,  and  in  joints  such  as  the  hip  or  knee ;  but  it  is  not  so 
often  insisted  upon  as  it  should  be  in  connection  with  glandular 
afifections.  When  the  glands  are  in  the  axilla  the  arm  should  be 
kept  at  rest;  and  when  they  involve  the  neck,  that  ever-moving 
part  of  the  body  should  be  fixed  by  some  simple  collar  or  stock. 

(3)  In  the  third  place,  the  tuberculous  disease  should  be 
thoroughly  eradicated  in  suitable  cases.  In  estimating  the  suitability 
of  a  case,  it  would  be  assumed  that  the  local  disease  was  well  ad- 
vanced, that  it  had  progressed  as  far  at  least  as  caseation,  that  its 
removal  could  be  entirely  effected  without  undue  risk,  and  that  the 
prospects  of  spontaneous  recovery  were  either  hopeless  or,  at  least, 
uncertain  and  remote.  In  connection  with  this  point  a  considerable 
degree  of  discretion  must  be  exercised.  There  can  be  little  doubt 
that  a  long-abiding  tuberculous  ulcer,  a  caseous  tonsil,  or  a  broken- 
down  or  softening  gland  had  better  be  disposed  of  by  operation  with 
as  little  delay  as  possible.  But,  on  the  other  hand,  it  must  be 
rememl'f  i\'i]  tliat  mitler  tlie  expectiuit  tivatiiiriii  tulfcrculous  troubles 
have  exhibited  remarkable  powers  of  recovery. 

Ot&tida,  a^r  remaining  in  efiji&p(&  for  months,  may  disappear ; 
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joint  affections,  if  properly  treated,  do  by  no  means  ill ;  and  the 
surgeon  must  decide  iu  relation  to  each  individual  case  how  much  or 
how  little  is  to  be  expected  from  natural  processes.  I  would  Iaj 
stress  upon  this,  because  there  is  no  dou))t  but  that  glands  are  now 
and  then  removed  which  would  have  subsided  without  operatiuii, 
and  joints  are  occasionally  excised  which  would  have  recovered  if 
treated  by  long- con  tinned  i^est  under  favourable  conditions.  I  have 
seen  more  than  one  case  of  tuberculous  orchitis  which  has  been 
condemned  to  castration  recover  after  a  moderate  scraping  away  of  the 
evident  disease  and  a  residence  in  a  favourable  climate.  There 
appears  often  to  be  a  cycle  in  tuberculous  diseases.  There  is  an 
outburat  of  the  disease,  and  after  it  the  ti-ouble  tends  to  clear  up  and 
get  well,  and  the  patient  remains  free  until  the  next  uncertain 
period  of  eruption. 

(4)  Finally,  considerable  attention  should  be  paid  to  constitu- 
tional treatment.  There  are  no  drugs  which  are  specifics  against 
tubercle,  and  three-fourths  of  the  medicines  given  are  administered 
not  to  treat  the  disease,  but  to  soothe  that  inherited  craving  in  the 
human  race  for  physic,  which  is  almost  as  uncontrollable  as  the 
craving  for  drink. 

The  principal  elements  in  the  treatment  are  plenty  of  air,  plenty 
of  sunshine,  and  plenty  of  good  food.  Let  the  patient  escape  from 
the  crowded  city  and  live  in  the  country  ;  let  him  sleep  with  his  bed- 
room windows  open,  winter  and  summer.  So  long  as  mere  move- 
ment will  not  be  in  itself  injurious,  let  him  be  moved  out  into  the 
open  air.     Let  him  live  in  the  open  air. 

Let  the  atmosphere  be  dry.  Patients  do  not  do  well  in 
densely-wooded  districts,  in  valleys,  by  the  banks  of  large  rivers, 
and  in  moist  places  ;  they  do  better  by  the  sea,  in  districts  witli  a 
low  rainfall,  with  a  porous  soil,  with  sjmre  vegetation,  and  with  an 
unimpeded  rush  of  air  from  the  sea.  Sunshine  and  dry  air  are 
deadly  to  the  bacillus,  and  light  and  oxygen  are  of  more  value  than 
all  drugs.  In  England  there  is  some  difficulty  in  spending  mu<^ 
time  in  the  open  air  in  the  winter ;  although  I  have  had  patients 
with  high  temperatures  and  suppurating  wounds  out  of  doors 
every  day  in  the  winter,  in  spite  of  snow,  and  fixwt,  and  rain.  If 
the  patient  can  winter  in  a  more  suitable  climate,  let  him  go  to  a 
place  where  the  air  is  dry  and  the  sun  bright,  and  where  lie  can  be 
out  of  doors  all  day.  Thus  it  happens  that  surgical  forms  of 
tuberculosis  do  as  well  at  St  Moritz  and  in  Canada  as  at  Cairo  and 
California.  These  are  places  with  this  at  least  in  common  :  there  are 
facilities  and  inducements  to  be  out  of  dooi-s  in  the  winter  months. 

In  the  matter  of  drugs,  cod-liver  oil  may  be  given  as  a  food 
during  the  cold  weather :  iron  may  be  needed  when  there  is  aiuemia, 
and  is  conveniently  given  in  the  form  of  Flitwick  water ;  arsenic  and 
quinine  are  now  and  then  of  value,  and  iu  some  instances  iodide  of 
potassium  is  of  service.  Iodine  is  conveniently  employed  in  the  form 
of  Kreuznach  water,  and  the  special  treatment  carried  out  at  Kreiu- 
nach  is  often  of  decided  benefit  in  the  early  stages  of  gland  disease. 
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Gertain  tuberculoiiB  affections.— It  will  be  convenient  to 

describe  in  this  place  certain  tuberculous  ttx>ubles  which  are  not 
readily  included  in  other  Articles. 

The  tuberculous  ulcer.— This  ulcer,  when  met  with  on  the 
tfifctti,  is  usually  dependent  upon  the  bursting  of  a  tuberculous  abscess, 
or  is  found  about  tuberculous  sinuses,  or  has  followed  the  breaking 
down  of  a  "  strumous  node."  (See  page  122.) 

They  are  common,  therefore,  on  the 
neck  in  connection  with  "suppurating  gland 
disease,  about  diseased  joints  and  bones  in 
association  with  discharging  sinuses,  about 
chronic  abscesses — such  as  the  ischio-rectal 
— which  have  found  a  vent  through  the 
skin,  and  in  other  parts  in  which  there 
has  been  infection  of  the  skin.  They  may 
be  primary,  and  due  to  inoculation  (see 
page  353) ;  but,  as  will  be  already  evident, 
the  tubercular  ulcer  of  the  skin  is  usually 
secondary  (Fig.  70).  The  ulcer,  when  fully 
developed,  has  these  characters.  It  is  of 
irregular  outline;  the  edge  is  neither 
raised  nor  indurated,  but  is  flat  and  thin. 
The  skin  around  the  ulcer  is  a  pui*ple 
colour,  and  the  margin  of  the  ulcer  is 
undermined  so  far  as  this  discoloured  in- 
tegument extends.  The  degree  of  the 
undermining  is  often  considerable,  and 
can  be  estimated  by  a  bent  probe  (Fig. 
19).  The  base  of  the  ulcer  is  commonly  irregular  and  dirty, 
exhibiting  no  disposition  to  healthy  healing,  or  is  covered  over 
with  pale  and  cedematous  granulations.  These  granulations  may 
pi'oject  above  the  surface  of  the  surrounding  skin.  The  under- 
mined skin  around  the  ulcer  is  apt  to  give  way  in  places,  and  in 
this  way  holes  and  irregular  breaches  in  the  i^in  in  the  vicinity 
of  the  main  ulcer  nmy  be  produced.  It  is  the  insidious  under- 
mining of  the  integument,  and  the  absence  of  a  protecting  barrier  of 
sound  lymph,  which  give  the  main  features  to  the  tuberculous  ulcer. 

The  acara  that  result  from  this  form  of  ulceration  vary,  and  are 
most  commonly  di-awn  attention  to  when  situated  in  the  neck.  In 
some  instances  the  resulting  cicatrix  is  sui-prisingly  soft,  simple,  and 
pliant.  In  other  instances  the  scar  left  is  irregular,  hard,  bossy, 
raised,  and  unsightly,  by  reason  of  its  purple  colour.  Now  and  then, 
as  the  result  of  the  undermining  and  irregular  destruction  of  the 
integuments,  the  scar  may  be  marked  by  tags  of  skin  or  bridges,  or 
bai-s  of  skin  not  unlike  the  columnie  camece  of  the  heart.  Often  the 
scar  shows — when  there  has  been  deep  suppuration — a  severe  degree 
of  contraction,  whereby  unsightly  depressions  ai-e  produced  on  the 
sui-face.  In  many  instances  I  have  made  microscopical  sections  of 
exuberant  scars  from  tuberculous  subjects,  and  liave  found  tliat  they 


Fig.  70.— Tuberculous  Uloer  (with 
Qland  Disease)  in  a  Patient  dying 
of  Phthisis. 
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seldom  exhibit  any  tuberculous  change,  but  are  rather  tlie  seat  of  a 
cheloid  formation.  Cheloid  is  well  known  to  be  liable  to  occur  in 
or  about  the  neck,  and  especially  to  follow  wounds  that  liave  been 
slow  in  healing  or  long  irritated. 

The  tuberculous  ulcer  of  the  m?&cotM  membrane  is  of  common 
occurrence,  and,  like  the  similar  lesion  on  the  skin,  is  very  usually 
secondary.  It  is  common  at  the  orifices  of  the  body,  and  is  not 
infrequently  associated  with  /s^rave  tubei'culous  disease  elsewhere,  as 
illustrated  by  the  ulcers  of  the  mouth  in  advanced  phthisis,  and  of 
the  anus  in  tuberculous  disease  of  the  colon  or  rectum. 

The  tuberculous  ulcer  is  met  with  on  the  lips,  the  palate,  the 
tongue,  the  lining  of  the  buccal  cavity,  the  larynx,  the  alimentary 
canal,  the  bladder  and  urethra,  and,  indeed,  no  mucous  surface  can 
be  said  to  be  exempt  from  it.  In  appearance  the  ulcer  is  very  h'ke 
that  met  with  on  the  skin.  The  edges  are  neither  raised,  indurated, 
nor  everted.  They  are,  on  the  other  hand,  flat,  thin,  sliarp-cut,  and 
bevelled  or  undermined.  The  surface  is  uneven,  and  covered  with 
yellowish-grey  sloughy  looking  mucus,  or  with  pale  and  weak  granu- 
lations.    In  depth  the  ulcers  vary  greatly. 

The  treojtnvent  of  tuberculous  ulcers  is  mainly  local.  The  whole 
of  the  diseased  tissue  should  be  destroye<l  by  the  cautery  and 
the  sharp  spoon.  All  purple  undermined  skin  should  be  sacrificed  if 
sound  healing  is  ho{X)d  for.  The  scraping  should  extend  up  to  the 
region  of  undoubtedly  sound  skin. 

After  the  little  operation  the  part  should  be  dressed  with  iodoform. 

The  tuberculons  node. — This  is  known  also  as  the  9trunum$ 
node,  and  as  the  scrofiUous  git^nma. 

The  term  is  applied  to  a  localised  tuberculous  focus  in  the 
subcutaneous  tissue.  In  a  tubercular  subject — and  not  iisually  in 
the  subject  of  actual  tuberculous  disease — a  small  nodule  is  felt 
under  the  skin.  It  is  commonly  fixed,  is  not  painful,  but  may  be 
tender.  The  skin  over  it  is  normal.  The  little  swelling,  which  is 
hard  at  first,  inci*eases  and  becomes  softer.  The  skin  covering  it 
becomes  adherent  and  reddish.  Iiater,  it  assumes  a  deep  purple 
colour,  and  beneath  the  discoloured  area  the  now  fairly  extensive 
swelling  is  felt  to  fluctuate.  The  skin  in  due  course  gives  way  in  one 
or  more  places,  and  there  results  a  tuberculous  ulcer  with  undermined 
edges.  Mgst  of  these  de]K)sits  in  the  subcutaneous  tissue  are  of  small 
siza  If,  however,  the  giving  way  of  the  skin  be  long  delayed,  the 
undermining  of  the  integument  may  extend  over  several  square  inches. 

Certain  of  these  ''  nodes,"  especially  when  on  the  skull  or  over 
the  shin,  originate  in  the  periosteum,  and  are  evidently  from  the  first 
deeply  placed. 

They  follow  the  course  already  indicated,  save  that  on  the  scalp  ihe 
skin  undergoes  little  change  in  colour  ;  and  when  they  have  burst,  or 
have  been  evacuated,  an  area  of  bare  bone  is  demonstrated  at  the  base. 

The  treatment  consists  in  an  early  incision  and  an  early  evacua- 
tion, by  scraping  of  the  diseased  tissue.  All  quite  disorganised  skin 
should  be  destroyed.     A  dressing  of  iodoform  is  then  applied. 


XVII.     RICKETS. 

By  GEORGE  HENRY  MAKINS,  F.R.C.S., 

AsiisUmt'Surgeon  to  St.  Thonuui'i  Hospital ;  Sarfieon  to  the  Evelina  Hospital  for 

Children, 


JBtiologJ, — Rickets  or  Rachitis  is  sometimes  called  the  English 
disease,  in  honour  of  its  discoverer,  Francis  Glisson  (1650). 

Rickets  is  a  general  disease,  the  most  striking  surgical  features 
of  which  are  seen  in  the  changes  occurring  in  the  bony  skeleton.  It 
is  met  with  mainly  among  the  children  of  the  poorer  classes  of  large 
towns,  and  is  essentially  a  disease  of  malnutrition,  induced  by  im- 
proper feeding  and  exaggerated  by  imperfect  hygienic  surroundings. 
Softness  of  the  bones  may  be  produced  experimentally  in  animals  by 
the  exclusion  of  lime  salts  from  the  diet,  and  well-marked  rickets 
has  been  observed  in  lambs  where  the  food  of  the  ewes  has  been 
deficient  in  this  element ;  again,  it  has  been  seen  in  young  lions  fed 
with  lean  meat  without  bone,  and  in  young  monkeys  placed  upon  a 
purely  vegetable  diet  (Sutton).  In  all  these  instances  the  disease 
has  bisen  readily  cured  by  the  addition  of  the  deficient  elements  to 
the  food. 

Heredity  plays  no  part  in  its  occurrence,  although  it  is 
frequently  met  with  in  large  families ;  and  here  the  younger 
members  are  the  more  frequently  and  severely  affected.  Children 
suckled  by  their  mothers  are  rarely  attacked ;  but  these  may  suffer 
if  lactation  be  unduly  prolonged,  if  the  mother  be  out  of  health,  or 
become  again  pregnant  while  suckling  her  child. 

Hand-feeding  is  the  most  prolific  source  of  the  disease :  patent 
foods,  containing  large  quantities  of  starch  and  flour,  and  deticient  in 
a  proper  proportion  of  animal  fat  (Cheadle),  proteid,  and  earthy  salts, 
being  often  employed.  Poor  milk,  skimmed,  and  thus  deprived  of  its 
normal  fatty  element,  may  produce  the  disease ;  again,  the  develop- 
ment of  an  attack  is  often  noticed  subsequently  to  attacks  of  diarrhoea 
and  vomiting,  induced  by  feeding  with  undiluted  cow*s  milk,  leading 
to  defective  assimilation  of  the  fatty  and  proteid  elements. 

Syphilis  is  in  no  sense  a  cause  of  rickets,  but  as  a  debilitating 
disease  may  perhaps  predispose  to  its  occurrence,  and  also  modify  in 
fiome  degree  its  course.  It  is  almost  certain  that  craniotabes  and 
visceral  enlargements  occur  in  both  diseases,  since  the  exhibition  of 
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mercury  rewdily  ntieet«  tlieHe  coriditionj*  in  cliildren  with  m  tqtjUtSt 
hiiitc>ry,  while  in  tliose  in  which  nueh  history  in  ftKnent  no  imprcn-rinffil 
cK'eui-s,  A  Htniiig  pitK>f  al.HO  of  the  occurrence  of  craniotalieA  in  fickrU* 
apiirt  frun^  Kypliih\  in  f^iund  in  the  fivct  that  it  in  met  with  in  m,  wAU 
niarke<i  f«irin  in  aniniulH,  nueh  HtH  moiikeyB  (Hutton),  in  wboui  «y{}htli« 
in  unknown.  Rickets  may  Im*  asnociated  witl>  ifcurvy/,  tJie  two  cun- 
rlitiifTis  Wing  induced  by  the  same  eaune — i**//.  iniprt*jjer  feeding. 
*J1ie  re1ntii>n  of  ricketM  14)  the  htbercttlar  fliathrttin  is  not  very  d<M*: 
the  name  cimdittoiiH  |iredi»iKwe  to  Uith  ;  but  it  is  uncommon  to  ftnii 
nekety  chihlren  atiecteii  with  the  ordinary  forms  t>f  surgical  tuWr 
culosis,  sueli  an  joint  diKeajsf  *iv  lypuH.  On  the  other  hand,  \h% 
coniniiin  iK-curivnce  of  brorjchial  aiUirrh  iw»  no  doul>t,  of  ini|Hirtanct 
in  the  incidence  uf  pyhntmary  tuWrculciHiH. 

Time  of  appearance* — The  difw^awe  may  rarely  W  eungeoital, 
and  marked  epi|»hyHial  eidargement  may  )m*  noted  as  early  ««  the 
third  month.  It  nit»wt  enmmonly  l>econie«  apparent,  however,  aUjut 
the  sixth  month,  and  rarely,  if  ever,  occurs  after  the  p«*ricicl  uf 
eruption  of  the  milk  teetli.  Cases  designated  late  rickets  are  osK 
with  ;  bnt  these  are  pwlitilily  recurrences  of  early  attacks  whirh 
have  pa^sseti  unnoticed.  Even  when  the  disease  has  lieeii  suli}eet*H 
to  pn»]om^ed  courses  of  treatment,  and  appears  thoroughly  cured,  • 
piwliMjM»Hiti«m  ti>  recurrence  exists  (HeniK'h). 

Morbid  anatomy.— In  lickets,  the  process  of  Ofwilicatiun  of 
ilie  skeleltm  is  disturln**!  by  irregular  p^(^gresK  of  the  preiwimtory 
cfiange^i  trccurring  at  the  e|)iphyMes  and  in  the  subperiosteal  layiir, 
and  the  deficient  dejKKHition  of  lime  salts.  An  ill-develoijed  suli^titute 
takes  the  place  of  normal  ^Kme,  while  an  increa.se  in  the  centrifugal 
abeorption  acoompanying  the  natural  pnx;ess  i»f  fommtion  of  Ihf 
medullary  cavity  and  the  mcsielling  of  the  Wmes  reimpvea  nunmil 
oHseous  tissue  develoj^>ed  previimsl}'  to  the  commencement  of  \ht 
disease.  The  degree  to  which  the^e  changes  progreas  vwies,  and  in 
se^etv  cas(>8  a  ctimjiaratively  soft  yielding  column  lakes  tke  plaoe 
of  a  pnj|»erly  resistant  Ixme. 

In  till*  normal  course  of  development  of  the  akeletim,  crrtajii 
physical  forw-s— t-sj>ecially  muscular  liction^ — influence  the  cont4Jurof 
the  Imnes,  [in>ducing  n»^lar  curvatui^s  and  eminfr-nces,  ^ll>Ul  in 
jndtvidual  UmeH  and  in  those  anan^^l  in  seKes,  8uch  ciirv€ft 
nonnally  serve  the  jtuqioHtvi  ui  endi»wing  the  Isjnew  witli  strenKlli  ^ 
re^iHt  intrinsic  and  extrinsic  force,  jfive  eluAticity*  and  ptxiiiide  hut 
the  exertion  of  nior-e  eflTective  levera^  by  mtMins  uf  the  muiic]««. 
Hicket#i  occurs  during  the  active  development  of  tht»%»e  ehanges  «rf 
form  ami  outline,  and  the  inetficient  rt^sistance  ortered  by  thraflwti<d 
Uine**  lejwls  to  exaggeration  of  the  eminences  and  curvatures. 

The  j*t*imary  fUjormiti^^  in  early  rickets,  thei^f*>re,  consist  almcMil 
eiitir€*ly  in  the  exaggeration  of  nonnal  cui'vcs,  while  to  the«e,  varioya 
def« trinities  dejs^ndent  on  pi-essuiv  exerted  by  the  weight  of  the  trunk 
iiml  extremitieH  iti  the  aet^  of  silting,  crawling,  or  walking^  are  ttuper^ 
iichhs.1  at  a  later  date,  DefMrmity  thus  prtxlueed  is  rt*nd*Te<l  the 
more  sinking  by  limited  growth  in  length  of  Uie  liDnea,  the  i4*m|N>i 
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disturbance  of  the  normal  ossification  leading  to  permanent  shorten- 
ing, which,  in  the  case  of  such  bones  as  the  femur  and  humerus, 
may  amount  to  a  quarter  of  their  proper  proportional  length 
(Humphry). 

nie  periosteum  of  rickety  bones  is  soft,  reddened  from  increased 
vascularity,  thickened,  and  when  stripped  from  the  bone  is  rough 
and  irregular,  bearing  numerous  spicules  and 
fragments  of  ill-formed  osseous  tissue  on  its 
inner  aspect.  Beneath  it  are  found  a  var3ring 
number  of  concentric  layers  of  reddish  or 
pale  spongioid  bone,  resembling  pumice-stone 
in  consistence,  which  can  l)e  readily  cut 
without  injury  to  the  knife.  When  the 
disease  is  far  advanced,  tissue  of  this  nature, 
completely  unossified,  may  occupy  the  whole 
thickness  of  the  bone  between  periosteum 
and  medullary  cavity,  and  also  more  or  less 
fill  up  the  concavity  of  any  curvature  existing. 
In  this  condition  and  its  degrees,  the  ease 
with  which  curvatures  or  fractures  from 
slight  degrees  of  violence  may  occur  is  readily 
understood ;  while  the  abnormal  thickness 
of  the  periosteum  explains  the  tendency  to 
fracture  of  the  green-stick  variety,  and  the 
softness  of  the  bone  to  the  frequent  inability 
to  elicit  ordinary  crepitus  during  life. 

The  earliest  gross  changes  are,  however, 
noted  in  the  epiphyses.  These  are  enlari^ed, 
thickening  existing  both  on  the  proximal 
and  distal  sides  of  the  line  of  cartilage.  On 
section,  the  cartilage  is  semi-transparent  or 
gelatinous-looking,  reddish  from  abnormal 
vascularisation,  and  irregular  at  the  peri- 
phery, in  place  of  maintaining  the  normal 
even  line  (Fig.  71).  Microscopic  examination 
shows  the  deeper  or  osteogenetic  layer  of  the 
periosteum  to  be  chiefly  affected,  and  the 
layers  of  spongioid  bone  l)eneath  to  consist  of 
calcified  islets,  arranged  radially  to  the  sur- 
face of  the  diaphysis.  Between  the  islets  of 
bone  are  large  red  medullary  spaces.  In  the  earlier  stages  of  the  disease 
.these  changes  are  limited  to  a  superficial  layer,  ensheathing  normal 
bone ;  but  the  latter  may  gradually  disappear  with  the  progress  of 
the  disease,  and  the  natural  process  of  modelling  and  enlargement 
by  absorption  from  within.  A  similar  layer  of  spongioid  bone  may 
then  line,  or  more  or  less  completely  obliterate  the  medullary  canal. 

The  epiphyses  present  the  following  abnormal  appearances  on 
microscopic  examination  (Fig.  72). 

The  cartilage  cells  are  seen  to  have  multiplied  in  an  excessive 


Pig, 


71.— Sectiou  of  Eickety 
Femnr,  showing  cnnres 
and  irregularity  of  epi- 
physial cartilage.  (St. 
Thomas's  Hospital  Mu. 
seam.) 
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and  irregular  manner  (Fig.  72,  a),  and  between  the  columns  of  oelk 
so  formed  large  vascular  medullary  spaces  exist  (b).     The  next  lajer 

consists  of  unoasified 
bone  tissue  (c),  in  places 
intermixed  with  smaD 
areas  of  cartilage  celk» 
whicli  have  undergooe 
premature  calcificadoo 
(d).  Beyond  this  are 
Lslets  of  full j-dev^oped 
bone,  still  surrounded  hj 
bone  tissue,  as  yet  uncal- 
ciiied,  enclosing  abnor- 
mally large  and  vascular 
medullary  spaces  (r). 

Cliemieal  esromtiia- 
tions   of    the    bcme   in 

.  J I  rickets  have  shown  it  to 

be  very  deficient  in  lime 
salts,  the  proportion  to 
the  organic  constituents 
being  reduced  in  marked 
cases  to  as  much  as  |  in 
place  of  the  normal  \. 

The  liver  and  spleen 
are  occasionally  much 
enlarged,  and  a  less 
marked  change  is  ob- 
served in  the  kidneys 
and  l}iuphatic  glanda. 
The  enlargement  de- 
pends mainly  on  an  in- 
Increase  of  the  fibroid  ek^ 
ments,  with  some  over- 
growth of  the  glanduhft* 
£  tissue  (Dickinson).  The 
voluntary  muscles  are 
pale  and  flabby,  in  the 
heart  fatty  degenera- 
tion has  been  noted, 
and  the  blood  is  deficient 
in  red  discs. 

The  tendency  of  the 
disease  is  towards  spon- 
taneous cure;  this  is 
effected  by  obliteration 
of  the  abnormally  laige 
medullary  spaces,  both 
at  the  epiphyses  and  in 


Fitr.  72.— Section  of   an  Epiiihysis   in 
(Moditied  from  iSiegler.) 
.  IrrcKUlar  niuUii»licaii«»n  »if  cmrtila^  celU 
lary  timers;   c  un<^«ifle<l  Nuty  tiMue  ;   ' 
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the  subperiosteal  layer,  by  extremely  dense  bone,  the  process  of 
ossification  resembling  that  observed  in  the  consolidation  of  callus 
in  fractures.  Abnormal  vascularity  is,  however,  long  retained,  as  is 
often  evidenced  by  the  free  haemorrhage  during  osteotomy  from  bones 
apparently  already  dense  and  strong.  The  spongioid  bone  deposited 
in  the  concavities  of  the  curvatures  ossifies  in  like  manner,  and  thus 
strong  bony  buttresses  are  produced,  the  bones  being  often  further 
strengthened  by  narrowing  or  obliteration  of  the  medullary  canal. 

Special  deform- 
ities.     Skull.— 

Changes  in  the  bones 

of  the  head,  particu- 
larly in  those  ossified 

in     membrane,     are 

the  earliest  to  occur, 

commencing  even  in 

the      third      month . 

Longitudinal        pi'o- 

niinences       in      the 

marginal        growing 

portions  of    the  flat 

lK»nes  mark  out  the 

lines  of  the  sutures  ; 

Jind    this    is  particu- 
larly well  seen  at  the 

coronal  suture.     Tlie 

sutures      themselves 

are  deficient  in  firm- 
ness and   resistance, 

and    the   fontanelles 

remain  open  until  a 

late  date.  The  large 
anterior  fontanelle 
often  closes  only  as 
late  as  the  sixth  year. 
Certain  parts  of  the 
skull  —  notably  the 
fn)ntal  and  parietal  lx>nes — gain  much  in  thickness,  while  the 
4x;cipital  may  remain  abnormally  thin.  The  incapacity  of  the 
imperfect  bone  to  resist  pressure  may  be  evidenced  by  the  develop- 
ment of  small  soft  areas  from  y^^  to  ^  an  inch  in  diameter,  in  which 
the  skull  may  be  thinned,  or  true  osseous  tissue  may  be  entirely 
absent  These  soft  yielding  spots  are  most  common  in  the  region 
behind  the  parietal  eminence,  and  in  the  occipital  bone.  They 
cxjcur,  however,  rarely  in  the  temporal,  and  even  in  the  frontal 
\x)ne.  They  are  usually  not  numerous,  but  have  been  met  with 
t(}  the  number  of  thirty.  This  condition  is  known  under  the 
name  of  craniotabes,  given  to  it  by  its  original  descri)>er  (Elsasser). 
Tlie  occurrence  of  the  disease  during  the  first  year  of  life,  normally  a 


Fig.  73.— Skull  of  Rickety  Child,  illustrating  abnormal  pre- 
poudercnoe  of  cramum.  defective  derelopment  of  &oe, 
rapid  decajr  of  milk  mcisors,  and  angular  form  of 
mandible.    (St.  Thomas's  Hospital  Museum.) 
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period  of  especially  active  growth  of  the  facial  portion  of  the 
skull,  leads  to  very  cliaracteristic  clianges  in  the  head.  The 
cranium  maintains  its  early  preponderance  in  size,  and  the  forehead 
appears  abnormally  prominent,  while  the  face  is  small  and  peaked 
(Fig.  73).  The  deformity  most  characteristic  in  the/acial  bones  is  that 
observed  in  the  mandible ;  defective  development  of  the  outer  walJ 


Fig.  74.— sternum,  Covtel  Cartilam  and  Biba  in  Bicketo.    The  section  on  the  left  side 
shows  the  irregularity  of  the  epiphysial  oesiflcation.    (St.  Thomas's  Hospital  Mneeam.) 

of  the  bone  interferes  with  the  acquisition  of  the  proper  arched  fonn 
by  the  Ixxiy,  the  incisor  teeth  being  arranged  transversely,  and  from 
them  the  remaining  teeth  diverge  oblic^uely  backwards,  the  alveolus 
being  somewhat  inverted  posteriorly,  so  that  the  teeth,  instead  of 
being  vertical,  point  inwards.  The  lower  margin  of  the  body  is 
everted  (Fleischmann).  Dentition  is  nmch  delayed,  the  first  tooth 
often  not  appearing  before  the  twelfth  month,  and  subsequent 
eruption  is  irregular  and  retarded ;  the  enamel  is  defective,  striped, 
and  pitted,  and  the  teeth  readily  wear  away  to  the  level  of  the 
alveolar  margin. 

Spine»— The  earliest  and  commonest  change  is  an  increase  in 
the  great  dorsal  accommodation  curve,  in  which  the  lumbar  flpine 
may  also  be  involved  (kyphosis).  This  is  compensated  for  lat«r  hj 
an  increase  in  the  cervical,  and  less  in  the  lumbar  convexities,  the 
change  in  the  cervical  spine  often  causing  the  child  to  hold  the  he$A 
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abnormally  tilted  upwards.  At  a  later  date — from  one-and-a-half  to 
four  years — lateral  curvature  may  develop ;  in  the  earlier  period  this 
is  often  an  extensive  curve,  with  the  concavity  to  the  right,  due  to 
the  child  leaning  to  the  right  to  rest  the  head  on  the  nurse's 
Hhoulder,  when  held  in  the  habitual  position  on  the  left  arm  of  the 
bearer.  This  curve  may  be  accompanied  by  slight  or  no  rotation  of 
the  vertebral  bodies.  When  developed  subsequently  to  the  assump- 
tion of  the  erect  position,  typical  scoliosis  may  be  met  with;  the 
deficient  resistance  offered  by  the  softened  bones  and  ligaments 
l^eing  especially  favourable  to  the  influences  usually  producing  an 
iiabitual  scoliosis. 

Thorax.— Changes  in  the  thorax  occur  early — usuaUy  about  the 
Hixth  month — closely  following  those  observed  in  the  head.  When 
well  marked,  the  shape  of  the  chest  is  approximated  somewhat  to  the 
quadrupedal  type.  Beading  of  the  epiphyses,  involving  both  rib  and 
cartilage,  especially  on  the  pleural  aspect,  occurs,  producing  the  so- 
called  rickety  ro9ary  (Fig.  74).     The  ribs,  by  reason  of  their  deficient 


fig.  75.— Bickety  Pelvia.    (From  St.  ThonoM's  HoBpital  Museum.)    The  trreat  promineDce 
of  tiM  MMsro-Tertebral  angle  it  not  well  shown  in  this  position  of  the  pelvis. 

power  of  resistance,  fall  in  just  beyond  the  line  of  junction  with  the 
cartilages,  partly  from  the  effect  of  the  atmospheric  pressure  during 
inspiration,  partly  from  the  lateral  pressure  exerted  upon  them  by 
the  hanging  upper  extremities.  The  ribs,  from  the  second  to  the 
eighth,  are  the  most  affected,  failing  to  attain  a  proper  length, 
while  the  angles  become  less  obtuse  than  normal.  The  sternum  at 
the  same  time  projects  or,  in  rare  cases,  sinks  bodily.  The  outline 
of  the  lower  part  of  the  thoracic  wall  is  influenced  by  the  pressure 
of  the  solid  viscera  underlying  it;  thus  the  heart,  liver,  and  spleen 
aXL  support  the  ribs,  and  tend  to  produce  irregularity  of  contour, 
especially  the  liver  and  spleen  when  they  are  much  enlarged.  The  de- 
fective growth  of  the  ribs  causes  serious  permanent  diminution  in  the 
vital  capacity :  a  serious  matter  when  pulmonary  aflections  supervene. 
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Pelvis.— The  downward  pressure  of  the  spine  gives  rise  to 
increase  of  the  sacro-vertebral  angle,  while  the  lateral  pressure 
exerted  by  the  femora  or  the  acetabula  flattens  the  lateral  wall 
of  the  pelvis.      The  weight  of   the   abdominal   contents   expands 

the  ilia,  while  the  ischial  tubero> 
sities  are  inverted.  In  this  way 
the  triangular  or  heart-shaped 
pelvis  is  produced;  when  ex- 
treme, one  of  the  most  serious 
bony  deformities  in  women,  as 
affecting  parturition  (Fig.  75). 

liOni^  bones.— The  notable 
changes  are  enlargement  of  the 
epiphyses,  exaggeration  of  the 
normal  curves,  the  development 
of  pressure  curves,  and  of  mus- 
cular apophyses  in  certain  posi- 
tions ;  and  later,  deficiency  in 
proportional  length. 

In  the  upper  extremity  the 
lower  epiphysis  of  the  radia*< 
and  those  about  the  elbow 
usually  exhibit  the  most  marked 
enlargement  :  perhaps  because 
most  readily  investigated  by 
palpation.  The  curves  of  the 
clavicle  may  be  exaggerated, 
and  an  abnormal  outward  curva- 
ture of  the  humerus,  the  greatest 
convexity  of  which  corresponds 
to  the  insertion  of  the  deltoid 
muscle  is  not  uncommon.  In 
children  who,  from  inability  to 
walk,  have  crawled  freely,  the 
bones  of  the  fore-arm  are  often 
strongly  curved  outwards,  espe- 
cially in  the  lower  third,  'fiie 
production  of  this  deformity  is 
readily  explained  by  bearing  in 
mind  the  direction  of  the  pres- 
sure brought  to  l)ear  on  tlie 
spreading  pronated  fore  -  ann 
and   hand  in  this  form   of  progression. 

In  the  lower  lintb  epiphysial  enlargements  are  readily  detected 
at  the  ankle  and  about  the  knee,  but  in  slight  cases  they  are  less 
marked  than  in  the  upper  extremity.  The  degree  of  defonnity 
varies  greatly.  In  children  who  have  been  unable  to  walk  during 
the  most  active  part  of  the  disease,  little  deformity  or  varying 
slight  exaggerations  of  the  normal  curvatures  are  met  with.     When, 


Fig.  76.— Adult  Femnr  and  Tibia  iu  a  case  of 
cared  Rickets.  Note  augle  of  femur, 
gluteal  trochanter,  overgrowth  at  inner 
Hection  of  lower  epiphysis  of  femur, 
curres  of  both  bones,  and  buttress  to 
curve  of  femur. 
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on  the  other  hand,  standing  and  walking  have  been  possible,  very 
marked  changes  occur. 

In  the  femur  the  angle  of  the  neck  is  reduced :  the  shaft  forms 
one  large  anterior  curve ;  and  in  cases  of  knock-knee  there  is  marked 
proportional  overgrowth  at  the  inner  segment  of  the  lower  epiphysial 
line.  A  more  or  less  well-marked  abnormal  muscular  apophysis 
may  represent  the  gluteal  trochanter  of  the  horse  (Fig.  76). 

The  tibia  and  fibula  acquire  a  forward,  or  forward  and  outward, 
bend  in  the  lower  third,  and  there  may  be  marked  proportional 
overgrowth  at  the  inner  segment  of  the  upper  tibial  epiphysis. 
Much  more  rarely  a  marked  bend,  either  forwards  or  backwards,  may 
be  developed  at  the  upper  epiphysis.  The  development  of  how-ley 
or  knock-knee  depends  mainly  on  the  age  of  the  patient  and  the 
degree  of  walking  power  attained.  Bow-leg  is  the  rule  in  younger 
children,  as  at  this  age  the  gait  is  rather  rolling  or  waddling  than 
ordinary  walking.  A  constant  effort  to  avoid  falling  forwards  exerts 
a  strain  on  the  lower  third  of  the  leg,  which  account^  for  the  anterior 
curvature  of  the  bones,  while  a  similar  corrective  lateral  effort  to 
preserve  the  centre  of  gravity  of  the  body  leads  to  the  accompanying 
external  bend,  producing  bow-legs  (Volkmann).  The  outward  curve 
of  the  leg  may  reach  such  a  degree  that  the  external  malleolus 
rests  on  the  ground,  the  foot  being  strongly  inverted  ;  and  in  cases  of 
extreme  anterior  curvature,  the  foot  may  need  to  be  so  much  flexed 
as  to  touch  the  front  of  the  tibial  curve  when  the  child  is  in  the  erect 
position.  In  older  children,  in  whom  ordinary  walking  has  been 
acquired,  the  development  of  genu  valgum  is  more  common ;  and 
this  is  to  be  explained  on  the  stand-at-ease  theory,  the  weight  of 
the  trunk  being  transmitted  through  the  outer  femoral  condyle  of 
the  limb  on  which  the  body  mainly  rests :  growth  is  arrested  at  the 
outer  segments  of  the  femoral  and  tibial  epiphyses,  while  it  occurs 
freely  at  the  inner  segments.  In  rickety  genu  valgum  the  change 
may  be  almost  equaUy  developed  in  die  two  bones,  or  may  be 
more  marked  in  the  tibia;  and  in  these  circumstances  a  definite 
angular  projection  or  a  prominent  bony  growth — ^not  unlike  an 
exostosis — sometimes  emphasises  the  position  of  the  tibial  deformity. 

SvmptOlIlS. — The  early  symptoms  of  rickets  are  insidious  and 
ill-defined ;  and  infants  most  frequently  come  under  the  notice  of  the 
surgeon,  in  consequence  of  inability  to  sit  upright,  backwardness  in 
walking  or  standing,  or  the  loss  of  previously-attained  power  in  these 
respects.  Such  infants  are  often  apparently  well-nourished,  but  on 
closer  examination  prove  to  be  fat  and  flabby,  the  rosy  shining  cheeks 
being  due  to  the  presence  of  dilated  capillaries.  The  skin  is  often 
glazed  and  shining,  sometimes  clothed  with  very  fine  scales,  especially 
if  sweating  is  profuse.  In  other  cases  anaemia  and  emaciation 
are  well  marked.     The  child  is  restless  and  sleeps  Imdly. 

Creneral  tenderness  is  evidenced  by  the  tendency  to  throw  off 
the  bed  coverings,  and  local  tenderness  may  be  deduced  from  watch- 
ing the  children-  Cases  of  severe  craniotabes  often  sleep  only  when 
fdtting  up  in  the  arms  of  the  mother,  so  that  the  head  is  relieved 
y  2 
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instances  of  a  severe  nature  are  met  with  in  adult  life.  Severe 
knock-knee,  or  bow-leg,  or  general  stunting  in  growth  may  persist, 
even  when  great  muscular  power  is  regained.  In  the  spine  and 
pelvis  the  possibility  of  relieving  the  bones  from  pressure  is  less  easy, 
and  well-marked  deformities  of  these  parts  are  more  likely  to  be  per- 
manent. The  importance  of  contraction  of  the  female  pelvis  in 
parturition  has  been  already  referred  to. 

Treatment. — Rickets,  even  when  severe, 
is  readily  cured  by  suitable  feeding  of  the 
child.  If  the  mother  be  unable  to  afford 
adequate  nourishment,  cow's  milk  should  be 
substituted  up  to  seven  months.  This  should 
be  mixed  with  a  third  part  of  water,  and  a 
little  sugar  added.  Later  the  milk  may  be 
unmixed,  and  eggs,  a  moderate  amount  of 
farinaceous  food,  and  pounded  meat,  or  raw 
meat  juice,  may  be  added.  Cod-liver  oil,  or 
fresh  cream  (Cheadle)  and  vinum  ferri,  may 
be  given  medicinally.  The  administration 
of  phosphate  of  lime  is  of  little  use,  being 
mainly  excreted  with  the  urine— a  proof 
that  want  of  power  to  assimilate  the  lime 
salts  is  rather  the  cause  of  defective  ossifica- 
tion than  deficiency  of  lime  salts  in  the  diet. 

The  condition  of  the  muscles  may  be 
improved  by  massage ;  tepid  salt  baths  may 
be  given,  and  the  child  should  be  clothed 
in  flannel,  so  arranged  that  it  cannot  be 
thrown  off  at  night.  Every  effort  must  be 
made  to  improve  the  hygienic  surroundings 
of  poor  children ;  in  the  better  classes, 
bracing  air  and  the  sea-side  may  be  recom- 
mended. 

The  first  point  in  the  treatment  of  the 
various  deformities  is  the  prevention  of 
their  increase.  Thus,  infants  with  a  weak 
spine  must  be  kept  as  much  as  possible  in  the  supine  position,  those 
with  bent  fore-arms  must  be  prevented  from  crawling,  and  those  with 
bent  legs  from  walking  or  standing,  except  in  moderate  amount.  If 
the  curvatures  are  severe,  splints  should  be  applied  to  bow-legs  on  the 
inner,  to  knock-knees  on  the  outer,  side  of  the  limb.  In  severe  cases 
below  six  years  of  age  osteoclasis  may  be  indicated  if  all  signs  of 
active  disease  have  disappeared ;  when  this  is  necessary,  it  should 
he  effected  by  consecutive  attempts  with  moderate  force,  made  on 
the  same  occasion,  rather  than  by  one  severe  effort.  After  six  years 
of  age  osteotomy  may  be  called  for. 

Late  rickets. — The  condition  known  under  this  name  differs  in 
no  essential  particular  from  the  infantile  disease.  In  Drewitt's  case 
examination  of  the  bones  showed  the  subperiosteal  and  epiphysial 


Fig.  77.— L*te  Rickete.  Fe- 
male. Aged  12.  (Glutton's 
case.) 
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changes  to  be  identical.  The  causation  is  not  so  distinctly  to  be 
traced,  but  there  is  much  reason  to  believe  that  the  disease  is  merdj 
a  recrudescence  of  an  earlier  attack  which  has  passed  unnoticed.  Am 
has  been  pointed  out  by  Glutton,  the  cases  differ  from  those  in  which 
Ijending  of  the  bones  occurs  between  the  a^es  of  six  and  nine,  since 
in  the  latter  the  history  of  rickets  is  a  continuous  one.  The  bending 
of  the  bones  also  differs  from  that  observed  at  puberty  or  later, 
as  in  the  so-called  adolescent  knock-knee  and  bow-leg,  since  it 
is  accompanied  by  the  enlargement  of  the  epiphyses  observed  in 
infantile  rickets  (Fig.  77). 

Late  rickets  usually  comes  under  observation  in  children  fnHD 
nine  to  thirteen  years  of  age.  The  curvatures  and  epiphyaisl 
enlargements  are  more  striking  in  the  lower  extremity,  but  the 
whole  skeleton  may  be  involved. 

As  in  the  infantile  disease,  the  treatment  depends  entirely  on 
attention  to  diet  and  the  administration  of  cod-liver  oil  and  iron. 
The  deformities  must  also  be  treated  on  the  same  principles. 

Bbfbsbncbs. 
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Scurvy  rickets. — This  disease  consists  in  a  combination  of  the 
two  affections,  and  is  of  especial  interest  from  the  support  it  gives  to 
the  theory  of  improper  feeding  as  the  causation  of  rickets.  The  want 
of  milk,  poor  cow's  milk,  or  artificial  foods,  which  give  rise  to  ricketSi 
are  equally  deficient  in  the  anti-scorbutic  elements  necessary  for  s 
perfect  food,  and  hence  are  responsible  for  the  two  conditions.  The 
disease  is  more  common  among  the  children  of  well-to-do  parents, 
from  the  fact  that  these  are  more  often  hand-fed  with  patent  fooda. 
(Barlow.) 

The  pathology  of  the  disease  is  that  of  rickets  plus  scurvy ;  and 
this  is  evidenced  by  the  presence  of  more  or  less  extensive  subperi- 
osteal hsBmorrhages,  and  haemorrhages  from  mucous  surfaces,  into  the 
muscles  and  beneath  the  skin.  A  special  peculiarity  of  scurvy  rickets 
is  the  tendency  to  separation  of  the  epiphyses  :  an  accident  not 
observed  in  pure  rickets,  though  not  uncommon  in  the  epiphysial 
disease  of  infantile  syphilis.  Tlie  disease  is  most  conunoniy  met 
with  in  children  from  ten  to  twelve  months  of  age.  According  to 
Barlow,  it  may  arise  at  any  period  after  four  months,  and  especially 
between  nine  and  eighteen  months. 

Symptoms. — The  onset  of  the  disease  is  an  acute  one.  The  child 
l>ecomes  ill,  and  in  a  few  days  the  limb  or  limbs  swell  and  arc 
excessively  tender  to  the  touch,  and  the  temperature  may  rise  to 
101°  Fahr.,  or  more.  The  commencement  is  often  heralded  by  the 
appearance  of  ecclijinoses  beneath  the  conjunctiva,  the  skin  of  the 
eyelids,  or  of  the  limbs,  Proptosis  from  haemorrhage  beneath  the 
periosteum  of  the  orbit  has  been  observed  in  a  considerable  number 
of  cases.  In  some  cases  subcutaneous  discoloration  of  the  affected 
limbs  is  a  prominent  symptom.     Beyond  this,  in  about  half  the  < 
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the  gums  are  spongy  and  bleed  readily,  the  condition,  however, 
affecting  only  those  parts  of  the  alveolus  from  which  the  teeth  have 
already  protruded  (Barlow).  Bleeding  may  occur  from  the  nose, 
rarely  from  the  rectum,  and  haBmaturia  is  not  uncommon. 

Tenderness  is  evidenced  by  the  disposition  of  the  child  to  keep  the 
limbe  so  still  as  sometimes  to  simulate  paralysis,  and  by  signs  of  great 
pain  when  the  limbs  are  handled.  The  lower  limbs,  and  especially 
the  femora,  are  most  frequently  affected  :  but  the  condition  may  be 
more  or  less  general,  involving  the  scapula,  upper  limbs,  and  thorax. 
Sinking  of  the  sternum  en  hloc^  due  to  separation  of  the  ribs  from 
the  costal  cartilages,  is  of  such  comparative  frequency  in  this  disease 
as  to  be  in  some  degree  pathognomonic  (Barlow).  The  swelling  of 
the  limbs  usually  commences  in  the  neighbourhood  of  the  epiphyses ; 
it  may  be  limited,  but  more  commonly  involves  the  whole  segment 
oorresponding  to  the  affected  bone ;  it  is  firm  and  tense,  not  pitting 
on  prsBSure.  The  limb  is  white,  except  when  ecchymoses  are  present, 
and  hot  to  the  touch.  Occasionally  separation  of  the  epiphyse» 
occurs,  or  fracture  of  the  shafts,  and  then  soft  crepitus  is  elicited  on 
movement. 

The  disease  is  readily  recognised  by  attention  to  the  symptoms 
of  scurvy.  It  \&  accompanied  by  symptoms  of  severe  illness,  great 
aniemia,  and  rapid  emaciation,  and  may  terminate  fatally ;  relapses 
may  occur  or  the  course  become  chronic.  When  uninfluenced  by 
ti-eatment  the  average  duration  is  from  two  to  four  months  (Barlow). 

Treatment  consists   in   the  same   attention   to   diet   that  is 

needed  in  rickets,  lime-juice  or  fresh  orange-juice  being  added.     The 

limbe  affected  should  be  treated  with  cooling  lotions  and  supported 

by  bandages;   if  separation   of   the   epiphyses   or  fracture  occurs, 

splints  are  necessary. 
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Barlow :  Medico- Chirurgicol  S<Knety*s  Transactions,  vol.  txvi.  p.  159,  and  Latteetj 
Tol.  u.,  1894,  p.  1076. 


XVIII,      HAEMOPHILIA, 

By  FR£DERICK  TREVE8.  F.R.Ca3., 
Surffton  to,  and  Leeturtr  on  Surgery  at,  ike  Londtm  HotpUtJ, 


HjuioPHiLiAf  or  the  ''bleeder  diaeafie/'  is  defined  as  a  oongenital 
.  and  habitual  hsemorrhagic  diathesis.     The  subjects  of  it  are  liable 
to  severe  and  obstinate  h»morrhages,  which  may  occur  ■pontaiieoudj, 
or  may  follow  injuries,  often  of  the  slightest  kind. 

General  phenomena. — ^The  disease  is  noticed  in  the  patiaDt 
from  the  commencement  of  life;  it  may  be  said  to  exist  so  Umg 
as  he  exists,  and  does  not  appear  (except  in  some  rare  and 
imperfectly  understood  instances)  to  be  ever  acquired. 

The  malady  is  in  nearly  every  case  herediiarrf,  Grandidier 
speaks  of  it  as  '*  the  most  hereditary  of  all  hereditary  diseases, "  and 
the  subjects  of  it  will  generally  be  found  to  belong  to  definite 
**  bleeder  families."  It  attacks  the  individual  members  of  a  fiamily 
extensively,  and  it  is  estimated  that  there  will  be  three  bleeders  to 
every  family  affect^ni.  Hsemophilia  is  nearly  twelve  times  movr 
common  in  maUs  than  in  females.  The  disease  assumes  a  much  lets 
typical  form  in  women. 

The  (liseaRe  is  transmitted  in  a  reiuarkable  way.  It  is  handed 
down,  not  by  the  bleeders  themselves,  but  in  nearly  every  instance 
by  the  non-bleeder  members  of  the  family,  and  almost  exclusively 
by  the  females.  Thus,  if  there  be  six  children  in  a  bleeder  family 
(three  boys  and  three  girls)  the  boys  will  be  bleeders  but  the  girb 
most  probably  will  not  be  affected.  If  they  all  marry  and  have 
children,  the  children  of  the  bleeder  males  will  most  probably  be 
non-bleeders,  whereas  the  children  of  the  females  will  almoHt 
certainly  present  the  disease. 

Hiemophilia  has  a  peculiar  geographical  distribution.  It  is 
common  in  Germany,  and  many  cases  have  been  recorded  in  Great 
Britain,  in  North  America,  in  Norway  and  Sweden,  and  in  France. 
The  diHeane  does  not  appear  to  be  met  with  in  Italy,  Greece,  Turkey, 
Spain,  or  Portugal.     It  is  Haid  to  \>e  very  common  among  the  Jews. 

Bleeders,  apart  from  their  special  diatheHis,  present  no  distinctive 
constitutional  condition.  There  is  nothing  peculiar  in  their  physique, 
their  complexion,  their  pathological  tendencies,  or  their  general 
health.     Tlu^y  frecjuently  ])OHAeHH  a  very  fine  and  transparent  skin. 
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but  this  feature  is  by  no  means  constant.  If  not  suffering  from  the 
effects  of  htemorrhage,  they  may  appear  to  be  in  robust  health. 

The  actual  cause  of  the  disease  is  entirely  unknown  and  is 
merely  a  matter  of  speculation. 

Its  pathological  anatomy  is  no  more  precise.  In  many  fatal  cases 
of  htemophilia  there  has  been  no  evidence  of  a  primary  disease  and 
no  abnormality  has  been  detected  in  the  vascular  system.  In  other 
instances  the  heart,  and  especially  the  left  ventricle,  have  been  found 
hypertrophied,  and  the  arteries  to  be  abnormally  thin,  the  atrophy 
involving  especially  the  intima.  No  peculiarity  has  been  detected 
in  the  blood. 

Symptoms. — The  hemorrhages  are  usually  due  to  injury. 
Fatal  bleeding  has  followed  scratches  with  pins,  the  removal  of 
teeth,  leech  bites,  the  rupture  of  the  hymen,  circumcision,  and  the 
most  trifling  wounds,  as  well  as  lesions  of  greater  magnitude 

It  is  remarkable  that  serious  bleeding  very  rarely  foUovrs  the 
wounds  made  in  vaccination. 

Continuous  and  even  quite  slight  pressure  may  cause  very 
extensive  subcutaneous  hemorrhages.  Some  of  these  extravasations 
may  attain  great  size.  Some  may  occur  spontaneously  and  are 
then  most  often  met  with  on  the  scalp  or  about  the  genitals. 

Spontaneous  hemorrhage  is  usually  from  a  mucous  surface, 
most  commonly  from  the  nose,  and  then  in  order  of  frequency  from 
the  gums,  the  alimentary  canal,  and  the  genito-urinary  passages. 
Fatal  hematuria  is  exceedingly  rare.  Hemorrhage  is  rare  from  serous 
surfaces,  although  bleeding  into  joints  is  not  at  all  uncommon. 
Traumatic  bleeding  increases  the  tendency  to  spontaneous  bleeding. 

If  the  bleeding  part  can  be  examined  the  blood  will  be  found  to 
ooze  from  numerous  points,  and  not  spout  from  one  or  two  vessels. 
The  blood  poured  out  presents  no  peculiarity  of  any  kind.  The 
hemorrhage  is  never  furious,  but  it  may  continue  for  many  days 
and  even  for  weeks. 

Bleeders  will  bear  great  losses  of  blood  remarkably  weU  and 
will  recover  very  rapidly  when  the  hemorrhage  has  ceased. 

The  symptoms  differ  in  no  way  from  the  ordinary  phenomena  of 
prolonged  bleeding  as  observed  in  the  otherwise  healthy. 

The  bleeding  is  nearly  always  capillary.  The  quantity  lost  may 
be  enormous  and  the  resulting  anemia  is  marked  and  of  long 
duration. 

The  tendency  to  bleed  is  more  pronounced  at  some  peiiods  than  at 
others,  so  that  at  certain  times  wounds  in  bleeders  may  be  attended 
with  only  the  normal  amount  of  hemorrhage.  The  precise  nature 
of  these  periods  is  quite  unknown. 

Some  patients  exhibit  every  kind  of  bleeding,  spontaneous  and 
traumatic,  superficial  and  interstitial.  These  are  mostly  men. 
Women  seldom  exhibit  this  excessive  form  of  the  disease.  Other 
patients  are  subject  only  to  hemorrhages  from  mucous  surfaces.  A 
third  series  appear  to  be  only  liable  to  spontaneous  ecchymoses. 

The  affection  usually  shows  itself  at  the  beginning  of  the  first 
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dc^ntition  and  at  puberty.  It  ui  very  rare  for  bleeding  to  be  noflieefi 
at  birth.  The  niiuiifeMtfitiotiis  deciiiie  in  advancing  year%  no  timi 
the  disease  is  more  marked  in  youth  than  in  middle  life  ;  #0  p«r 
c6Dt.  of  the  tirBl  outbreak8  fall  within  the  di-st  Hve  years  of  lil& 

Often  in  spontaneous  bleeding  there  will  be  prodix>m*ta  m  ikm 
forms  of  tliiKhingK,  a  sen»e  of  heat,  l>eating  of  the  art^ritaii^  and 
restleiBnesa 

One  pecnliarity  rettmins  to  tie  not^i.  There  in  a  tnarlied 
ABSociation  between  hieniophilia  and  rheuuiatiHtn.  Bl«^t*rM  mrt 
irery  liable  to  punful  HwelUng  of  the  joints  and  to  muHCular  paitia. 
The  nature  of  this  ansocijition  rpiuainH  unexplained. 

The  dwelling  of  the  joints  in  very  commonlyi  but  not  mlwmj\ 
due  to  extravasation  of  blood  within  them.  Tfie  knee  in  ihm 
articulation  nio^t  eonimonly  affected,  Thi£  joint  oompUicaUOii  is 
quite  uneommon  in  lemale  jMitienta. 

Mortality. — Tlie  di^ea^e,  when  marked,  in  vety  fatal  Most  ol 
the  patients  die  young,  and  it  i»  atateil  that  more  tlmn  50  per  evnl, 
never  rejich  the  age  of  seven  yeai-K  The  ht-jst  blc?eding  may  pH^^ia 
fatAi,  or  a  great  number  of  heeiiiorrhage.s  may  occur  Ijefore  datttlL 
On  the  other  hand,  a  patient  may  bleed  once,  recover^  and  nifvm 
bleed  to  excels**  again.     A  few  bleeders  have  attained  old  age. 

Treatment. — In  the  matter  of  treatment  nothing,  ho  far  aa  is 
known,  can  be  done  to  prevent  bleeding  in  a  known  bleeder,  apart 
from  ktH'ping  him  from  ri^kn  of  injury,  in  cases  of  spoutaneoiia 
Internal  hiemorrhage  tiie  patient  shoutd  \ie  kept  at  re^t  in  ihtt 
recumlient  posture,  the  bow^els  may  be  made  to  act  ngti^rouftly  if 
the  htemorrh&ge  be  not  fmm  the  intestine ;  all  8timuiant«  muat  be 
avoided,  and  the  patient  treated  with  acetate  of  lead,  in  full  floae% 
or  with  ergutin  or  8olen>tic  acid. 

Tmnsfusion  has  proved  uf  little  avail,  and  indeed,  wken  il  haA 
been  perfoi^meil,  the  bleefling  from  the  operation  wound  luui  aooi^^ 
iimea  added  to  the  patient's  danger. 

In  cases  of  traumatic  hiemorrhage  the  oozing  may  hm  lieKt 
checked  by  a  tampon  soaked  in  perchloride  of  iron  and  applied  so 
im  to  ejcercise  pressure  on  the  part.  This  is  certainly  the  moel 
ethcient  local  measure.  Tlie  actual  cauteiy  U  seldom  of  oiQcIl 
avail,  and  ocupresHure  and  the  use  of  ligatures  are  apt  to  add  freiili 
riak^  i^*  the  case  by  increamiig  the  wound.  Ice  may  have  a  gtMxl 
effect  for  a  while,  but  on  its  removal  the  h^^iiemia  that  faUown  the 
use  of  cold  may  lt»id  to  wurse  bleeding  than  ever.  In  any  caae 
acetate  ol  lead,  ei^got,  or  nclerotic  acid  fshould  be  adminiaiered. 

Very  often  these  drugs — and  many  others  that  have  been 
advisoil — have  no  effect. 

In  the  general  treatment  of  the  patient^  calcium  chlofide  baa 
been  reeommended,  on  the  suppoaition  that  it  may  render  the  bkwd 
more  ooagnlable  |  and  abo  camphor  and  turpentine,  from  iheir  aup- 
poaed  power  of  increasing  the  number  ol  the  white  corpttadea  of 
the  blood. 
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XIX.     HYSTERIA    IN    ITS    SURGICAL 
RELATIONS. 

By  FREDERICK  TREVES,  F.R.C.S., 
Swffeon  to,  and  Lecturer  on  Surgery  at,  the  London  ffoapital. 


Definition. — The  term  *'  Hysteria ''  is  applied  to  a  functional 
disorder  of  the  nervous  system,  to  a  general  neurosis  that  is  difficult 
to  define,  but  that  may  be  described,  if  prominence  be  given  to  one 
of  its  primary  features,  as  a  condition  of  increased  irritability  to 
physical  and  psychical  stimuli,  or  as  a  condition  of  general  nerve  in- 
stability as  marked  by  enfeebled  powers  of  inhibition  and  control. 
It  is  a  disease  without  a  pathological  anatomy.  From  the  origin  of 
the  term  (Greek,  varipa,  the  womb)  it  is  only  to  be  inferred  that  the 
disease  is  much  more  common  in  women  than  in  men,  and  that  it  is 
often  induced  by  some  uterine  or  ovarian  disorder.  It  is  probable, 
however,  that  in  at  least  fifty  per  cent,  of  the  subjects  of  hysteria 
these  organs  are  perfectly  sound.  Hypochondriasis  in  the  male  is 
very  similar  to,  if  not  identical  with,  hysteria  in  the  female. 

Age. — Hysteria  most  commonly  begins  between  the  ages  of 
fifteen  and  twenty.  It  may  develop,  however,  at  any  time  duiing 
the  period  of  active  adult  life  and  not  infrequently  breaks  forth  at 
the  climacteric. 

The  hysterical  woman. — ^There  is  nothing  distinctive  about 
the  appearance  of  the  hysterical  woman.  She  may  be  young  or  old, 
or  plump  or  thin.  She  may  be  of  a  ruddy  and  cheerful  countenance, 
or  may  be  wan  and  sallow,  and  in  a  constant  state  of  flabby  woe. 
She  may  be  a  member  of  what  is  vaguely  termed  a  "neurotic" 
family.  Some  of  her  relatives  may  be  the  subjects  of  epilepsy  or 
insanity,  or  may  be  dipsomaniacs,  or  notoriously  "  nervous  *'  in- 
dividuals. She  may,  on  the  other  hand,  be  the  only  individual  in  a 
family  to  present  any  nervous  phenomena. 

Tlie  hysterical  woman  is,  in  a  definite  sense,  irritable.  Stimuli 
act  upon  her  nervous  system  with  undue  and  uncertain  vigour,  and 
the  effects,  moreover,  are  apt  to  spread.  Her  emotions  tend  to 
become  exuberant,  to  be  distorted,  or  at  least  to  be  inconstant. 
Over  all  there  is  a  weak  mental  control,  a  lack  of  attempt  to 
limit  the  effects  of  normal  stimuli ;  if  not  a  constant  lack,  at  least 
an  occasional   lack.     She   is   morbidly   sensitive,  and   presents  an 
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extravagant  consciousneiss  of  self.  She  is  oppressed  by  her  sur^ 
roundingK,  and  judges  of  circumstances  by  the  effects  they  produce 
upon  herself.  There  is  usually  some  boddy  ill-health  at  the  bottom 
of  hysteria,  possibly  some  uterine  disturl>ance,  more  often  some 
aniemia,  and  perhaps  most  often  chronic  dyspepsia.  The  subjectA 
are  usually  weak,  easily  tired  both  in  brain  and  body,  and  possessed 
by  a  frame  of  mind  that  is  the  reverse  of  self-reliant.  In  many 
cases  the  patient's  surroundings  are  unfortunate,  her  home  life  is 
miserable,  and  her  troubles  have  been  numerous.  In  not  a  few  of 
the  examples  of  hysteria  in  women  past  middle  life,  there  may  be 
the  elements  of  excessive  drinking. 

8]niiptOIllS. — Tlie  symptoms  of  hysteria  may  develop  suddenly 
after  some  gi-eat  giief  or  personal  calamity.  More  often  they  appear 
slowly.  Profound  emotional  disturbances  do  not  so  often  appear  to 
lead  to  hysteria  as  do  petty  forms  of  irritation  that  «ure  constantly 
repeated.  Worry,  the  continual  dropping  of  water  upon  the 
mental  stone,  is  a  great  cause  of  the  hysterical  state. 

Tlie  symptoms  of  the  affection  need  not  be  dealt  with  in  detail 
and  can  only  be  briefly  tabulated  in  this  place.  The  features  of 
the  hysterical  **  fit "  are  familiar. 

Sensory  disturbances. — Hyperajsthesia,  intolerance  of  light  or 
of  sound,  intense  dislike  to  certain  odours  and  articles  of  food: 
neuralgia,  often  involving  the  muscles,  and  very  commonly  the 
breast  and  intercostal  nerves ;  headache,  hemicrania,  "  clavos 
hystericus "  (a  defined  gnawing  pain  about  the  top  of  the  head, 
near  the  sagittal  suture  or  over  one  brow)  ;  abdominal  pains  (often 
in  the  epigastrium)  which  may  be  attended  by  symptoms  imitating 
ulcer  of  the  stomach,  peritonitis,  or  ovarian  disease.  Anaesthesia,  as 
shown  by  sensory  paralysis  of  certain  tracts  of  skin,  and  by 
hysterical  blindness  and  deafness. 

Motor  diaturhatices  as  illustrated  by  paraplegia  and  hemiplegia, 
by  palsy  of  the  bladder  leading  to  incontinence;  of  the  gullet, 
leading  to  dysphagia;  of  the  bowels,  causing  tympanitis  and 
constipation,  and  of  the  vocal  cords  producing  aphonia.  Muscular 
tremor,  muscular  spasms,  contiucted  limbs,  strabismus,  etc.,  local 
or  general  convulsions.  "Globus  hystericus":  a  sense  as  of  a 
ball  rising  from  the  abdomen  into  the  throat,  where  it  appean 
to  become  impacted,  a  condition  supposed  to  be  due  to  peristaltic 
contraction  of  the  gullet. 

Vascidnr  disturbances^  as  shown  by  tumultuous  or  irregular 
action  of  the  heart,  fainting  fits,  congestive  headaches,  exaggerated 
blushing,  extremities  that  may  be  at  one  time  burning  and  at 
another  exti-emely  cold ;  bloodlessness  of  certain  parts  of  the  sur- 
face, so  that  a  pin-prick  is  not  followed  by  ble^ing ;  disordered 
mensti-uation  ;  irregularity  in  the  quantity  of  urine  excreted,  etc. 

Neuromimesis. — The  phenomena  of  hysteria  that  mostly  con- 
cern sui-gica]  practice  are  those  by  which  the  features  of  certain 
diseases  are  reproduced.  To  these  phenomena  the  term  of  Neuro- 
miniesis  has  been  applied.     This  mimicry  of  disease  may  be  very 
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cxnnpleteu  The  mimicry  is  no  doubt  unconscious,  if  instances  of  de- 
liberate malingering  be  excluded,  and  it  is  usually  founded  upon  some 
trifling  local  disturbance.  Dr.  Weir  Mitchell  reports  the  case  of  a 
hysterical  girl  in  whom  was  reproduced  a  mimic  cerebro-spinal 
meningitifl,  after  she  had  been  fatigued  by  nursing  two  patients  with 
the  actual  disease.  Probably  her  head  ached  and  her  back  ached 
because  she  was  tired  out,  and  upon  the  foundation  of  these  natural 
symptoms  was  soon  built  up  the  phantom  malady. 

It  is  to  be  noticed  that  in  these  mimicked  diseases  the  patient 
has  often  a  knowledge  of  the  real  disease  in  the  pei^on  of  some 
relative  or  friend. 

Hysterical  Joint* — The  symptoms  of  acute  joint  disease  are 
mimicked ;  the  parts  most  commonly  involved  are  the  hip  and  the 
knee,  and  the  manifestations  are  often  preceded  by  some  tritiing 
injury  to  the  limb.  The  joint,  to  take  the  knee  as  an  example,  is 
very  painful,  is  stif^  is  becoming  flexed,  and  cannot  be  moved.  Ex- 
amination will  show  that  the  sympt<)ms  complained  of  are  i^uite  out 
of  proportion  to  the  physical  evidences  of  disease.  The  pain  is 
"excruciating"  or  "agonising,"  yet  there  is  no  effusion  into  the  joint 
and  no  swelling  of  the  bones.  The  pain  also  varies,  and  is  evi- 
dently in  the  main  due  to  an  exceedingly  sensitive  condition  of  the 
akin.  It  is  a  surface  pain  and  not  a  deep-seated  one.  The  painful 
spot  is  commonly  between  the  femur  and  tibia,  and  if  it  be  cautiously 
approached  while  the  patient's  attention  is  diverted,  it  may  often  be 
pressed  vigorously  upon  without  producing  any  outcry.  There  is  an 
absence  of  the  familiar  "starting  pains."  Inter-articular  pressure 
causes  no  inconvenience.  If  the  patient's  attention  be  absorbed, 
the  joint  may  often  be  moved  to  a  considerable  extent,  Ixith  actively 
and  passively.  Under  chloi-oform  all  the  stiffness  at  once  disappeai-s. 
In  the  case  of  the  hip  the  position  assumed  by  the  limb  is  often 
quite  incongruous,  and  the  deformed  attitude  is  lost  when  the 
patient  is  asleep  or  believes  she  is  not  observed.  In  time  soiue 
swelling  may  appear  about  the  joint,  but  it  will  always  be  in  the 
subcutaneous  tissue,  and  not  in  the  articulation. 

The  skin  will  probably  be  cooler  than  normal,  but  fluctuations  in 
the  surface  heat  are  often  noticed,  and  depend  upon  local  vaso- 
motor disturbances.  Thus  Dr.  Mitchell  reports  a  case  where  tlie 
surface  temperature  of  a  hysterical  knee  was  normal  in  the  morning, 
but  rose  in  the  evening  to  99, 100,  or  101  degrees.  The  temperature 
of  the  other  or  sound  knee  was  always  normal. 

After  long-continued  disuse  the  muscles  of  the  limb  will  waste, 
and  the  features  of  the  actual  disease  be  even  more  closely  imitated. 
The  appearance  of  real  disease  is  often  encouraged  by  the  treatment, 
as  by  continued  blistering  and  frequent  painting  with  iodine. 

Hysterical  spine. — In  this  condition  spinal  caries  may  be 
mimicked.  There  may  be  a  history  of  some  slight  injury  to  the 
spine,  or  the  back  may  be  painful  from  muscular  weakness,  or  there 
may  be  a  trifling  degree  of  lateral  cunature.  The  mimic  disease 
is  common  at  the  root  of  the  neck  in  the  region  of  the  vertebra 
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prominenSf  and  m  alwj  frequent  in  the  lumfaur  spine.  Intcoae  piin 
is  compUined  of,  but  it  is  quite  superficial,  and  pinehing  tlie  skm 
causes  mrjre  di<itre?w  than  pressing  the  bone.  The  patient  wiD 
reHent  forcible  moving  of  the  part,  but  no  rigiditj,  no  deformity, 
and  no  thickening  are  to  be  made  out.  A  jar  to  the  oolmn 
will  not  caase  pain.  In  some  cases  there  mar  be  pan^pl^gia, 
which  will  present  the  characters  of  the  hysterical  Conn  of  that 
affection. 

Phaat#Hi  taai^ars  are  produced  by  an  abiding  spasm  of  a 
muscle  or  part  of  a  muscle.  By  the  contraction  of  the  fibres  a  lairiy 
deHned  swelling  may  be  produced.  This  is  most  often  met  with  in 
one  of  the  compartments  of  the  rectus  abdominis,  and  may  be 
attended  by  some  of  the  abdominal  symptoms  that  are  not  uncom- 
mon in  hysteria.  Dr.  Weir  Mitchell  gives  accounts  of  like  tumovrs 
in  the  calf  and  in  the  pectoral  region.  These  swellings  can  be  made 
out  to  be  muscular;  they  vary  in  size,  they  are  apt  to  diaaf^pear, 
and  entirely  vanish  under  an  anaesthetic  and  during  sleep. 

Ak4l«Bif«al  troablea. — These  are  usually  very  inoongmooa. 
In  not  a  few  instances  the  symptoms  of  ulcer  of  the  stomach  are  fairly 
imitated.  In  others  there  is  a  distinct  dilatation  of  the  stomadi, 
with  constant  eructations.  Unaccountable  vomiting,  flatulent  dis- 
tension of  the  intestines,  obstinate  constipation,  a  fitful  diarrhoea, 
and  more  or  less  *' violent"  colic  are  all  fturiv  common.  {See 
page  383.) 

In  one  case  under  my  care  the  abdomen  was  opened  because  the 
symptoms  complained  of  closely  i-esembled  those  of  stricture  of  the 
small  intestine.  The  bowel  was  found  to  be  normal,  but  all  the 
symptoms  vanished  after  the  operation. 

Betenfum  or  incfrntinence  of  nriiie  in  the  hysterical  may  be 
recognised  by  the  general  symptoms  presented  by  the  patient, 
and  by  an  absence  of  any  of  the  physical  conditions  that  would 
cause  the  complication. 

Treatment. — Tlie  general  treatment  of  hysteria  ccmoema  the 
physician  rather  than  the  surgeon.  It  will  here  be  sufficient  to  say 
that  any  probable  cause  of  the  disease  should  be  treated,  uterine 
troubles  relieved,  dyspepsia  treated,  and  debility  dealt  with  by  the 
usual  means.  Drugs,  such  as  valerian  and  asaftetida,  are  of  little 
use,  but  bromide  of  potash  is  of  value  when  there  is  much  restless- 
ness, and  when  the  patient  is  distressed  by  the  nei-ve  pains. 

In  oltstinate  cases  no  measures  succeed  so  well  as  those  ad<^ted 
by  Dr.  Weir  Mitchell: — (1)  Perfect  seclusion,  so  enforced  that  the 
patient  is  removed  from  all  home  influences,  and  from  the  attractive 
halo  of  indiscH'etly  sympathetic  friends.  (2)  Perfect  rest  both  of 
brain  and  borly.  (3)  Such  moral  influences  as  may  induce  the 
fMtient  to  recoffnis**  the  true  nature  of  her  ailment,  and  to  aid 
treatment  by  rightly  exercising  a^in  a  long  dormant  or  perverted 
will.  (4)  Passive  exercise  in  the  form  of  massage,  or  ^musde 
kneading."  This  shampooing  of  affected  parts  should  be  con- 
ducted from   thirty  to  sixty  minutes  daily,  and,  as  Dr.  Mitchell 


HYSTERIA  IN  THE  MALE.  883 

expresses  it,  acts  as  an  admirable  "  mechanical  tonic."  The  induced 
current  may  also  be  used  for  the  same  ends. 

In  some  cases  of  hysterical  joint  an  immediate  cure  has  followed 
a  rough  and  sudden  flexing  of  the  stiffened  limb  or  the  application 
of  so  strong  an  electric  current  as  to  cause  the  patient  to  exert  all 
her  powers  to  prevent  a  threatened  renewal  of  the  treatment.  In 
most  of  these  mimicked  joint  affections  massage  and  passive  move- 
ments have  good  effect. 

The  hysterical  spine  is  less  easily  managed  and  many  patients 
have  been  bedridden  for  years  with  this  affection. 

The  success  of  treatment  in  any  of  these  cases  will  depend  more 
upon  common  sense  and  good  judgment  than  upon  any  precise  and 
formal  line  of  treatment. 

HjTSteria  in  the  male. — Conditions  are  occasionally  met  with 
in  the  male  subject  which  so  nearly  resemble  hysteria  in  the  opposite 
sex  that — in  spite  of  the  absurdity  of  the  tenn  when  its  etymology 
is  considered — they  may  be  conveniently  termed  hysterical 

So  far  as  the  mimicry  of  disease  is  concerned,  the  conditions 
which  are  most  frequently  met  with  in  males  may  be  classified  under 
two  headings  : — (1)  Abdominal    neurosis  and  (2)  sexual  neurosis. 

(1)  Abdominal  neurosis. — The  patient  who  exhibits  this  con- 
dition is  most  usually  the  victim  of  chronic  dyspepsia.  He  becomes 
hypochondriacal  and  melancholic.  He  is  usually  constipated,  and 
the  whole  interest  of  his  life  is  apt  to  be  centred  in  the  action  of 
his  bowels.  He  takes  aperients  without  stint  and  inspects  his 
motions  with  horrible  care.  Sometimes  he  has  a  dreadful  gnawing 
pain  in  his  belly,  which  he  is  convinced  is  due  to  cancer.  In  other 
cases  the  stomach  is  dilated,  eructations  are  continuous,  vomiting 
may  be  frequent.  In  one  or  two  reported  examples  of  intestinal 
neurosis  the  vomiting  was  faeculent.  Flatulent  distension  of  the 
abdomen  is  common.  In  any  case  the  utter  misery  and  despondency 
of  the  man  are  very  noticeable  and  contrast  with  his  usually  well- 
nourished  condition.  He  is  sometimes  the  member  of  a  family  prone 
to  insanity.  He  may  have  been  greatly  overworked  or  greatly 
worried.  He  may  have  veiy  defective  teeth.  He  may  have  injured 
his  health  by  excessive  drinking.  He  speaks  of  his  symptoms  with 
extreme  exaggeration. 

Rest,  dieting,  sedatives,  massage,  and  quiet  will  cure  some  cases. 
Electricity  is  useful  in  others.  Complete  change  of  life  and  scene 
will  dispel  the  troubles  of  a  third  class  of  patient,  but  there  are 
some  who  appear  to  be  really  hopeless.  I  have  met  with  a  case  in 
which  all  the  symptoms  disappeared  on  the  passing  of  a  tapeworm, 
and  another  in  which  the  securing  of  a  long  unrecognised  movable 
kidney  put  an  end  to  symptoms  closely  resembling  stricture  of  the 
pylorus.  In  one  or  two  instances  of  the  worst  kind  I  have  carried 
out  an  exploratory  incision  into  the  abdomen.  In  no  case  was  any- 
thing abnormal  found  and  in  no  case  did  the  symptoms  return. 

(2)  Sexual  neurosis. — The  basis  for  the  familiar  symptoms  of 
these  protean  troubles  is  commonly  a  slight  degree  of  stricture,  a 
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varicocele,  or  a  chronic  prostatitis.  In  some  instances  there  is  an 
impression  in  the  patient's  mind  that  he  is  impotent,  and  that  he 
has  fallen  into  the  parlous  condition  so  graphically  described  in  the 
pamphlets  of  the  quack.  In  others  he  declares  he  has  a  '*  seminal 
discharge,"  which,  however,  can  commonly  be  shown  not  to  be  semezL 
in  certain  examples  the  neck  of  the  bladder  is  the  seat  of  the 
nervous  phenomena,  and  these  cases  are,  perhaps,  the  most  trouble- 
some of  all.  When  these  patients  come  under  the  surgeon's  notice, 
it  is  probable  that  they  will  have  already  used  every  form  of  urethral 
injection,  will  have  had  a  cystocope  passed,  and  will  have  been 
sounded  for  stone.  They  will  also  have  taken  sea  voyages.  The 
basis  of  their  trouble  is,  as  already  stated,  often  a  slight  degree  of 
chronic  prostatitis  combined  with  a  morbidly  sensitive  mind  and  a 
debilitated  nervous  system.  The  treatment  of  these  cases  must  be 
left  to  common  sense  rather  than  to  surgery. 
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XX.     SYPHILIS. 

By  JONATHAN  HUTCHINSON,  Jh.,  F.R.C.S., 
A88Utant  Surgeon  to  the  London  HotpUal ;  Surgeon  to  the  Lock  HospitaL 


Syphilis  is  a  disease  confined  to  the  human  subject,  but  met  with 
in  all  parts  of  the  globe,  due  to  the  entrance  of  a  virus  (the  nature 
of  which  is  not  yet  conclusively  proved)  into  the  system,  either  by 
direct  inoculation  or  by  inheritance — i.e.  transmission  from  either 
father  or  mother  to  their  child.  In  some  points  it  resembles  a 
specific  or  exanthem  fever,  but  the  stages  are  comparatively  very 
protracted,  and  its  remote  effects  far  more  persistent  and  important. 
There  is  a  certain  amount  of  evidence  to  point  to  tho  virus  of  sjrphilis 
being  a  very  small  bacillus,  but  we  cannot 
at  present  go  beyond  this  vague  statement, 
and  even  on  this  point  the  results  of  various 
investigators  have  been  either  negative  or 
very  doubtful.      (See  page  37.) 

ACQUIRED  SYPHILIS. 
The   Stages   of  syphilis.— We  will 

first  consider  acquired  syphilis,  leaving  till 
later  any  notice  of  the  symptoms  of  the  con- 
genital or  inherited  disease. 

After  inoculation  (generally  by  venereal 
contact,  but  also  in  a  host  of  other  ways)  a  .-^-- 

variable  period  of  incubation  occurs  before 
the  primary  sore  or  chancre  appears.  By  Fig.  78.— Chancre  of  Penis, 
the  end  of  two,  three,  or  four  weeks  the  with  Herpes  of  Gland., 
characters  of  the  chancre  are  usually  such  as  to  suggest  the 
strongest  suspicion  of  syphilitic  infection  to  a  skilled  observer : 
at  this  date  the  nearest  lymphatic  glands  become  enlarged.  The 
so-called  primary  stage  dates  from  inoculation  up  to  the  appear- 
ance of  various  symmetrical  affections,  which  indicate  that  the 
poison  is  pervading  the  whole  system.  Chief  of  these  are  eruptions 
on  the  skin  and  mucous  membrane  of  the  throat,  bone  and  joint 
pains,  general  enlargement  of  lymphatic  glands,  and  thinning  of 
the  hair.  With  the  earliest  of  these  symptoms  (usually  at  the  end 
of  six  to  eight  weeks  from  the  date  of  contagion)  begins  the  second- 
ary tkuffe^  which  msj  woQl^idj  be  said  to  last  for  two  years.  During 
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both  these  stages  the  disease  may  readilj  be  transferred  from  the 
patient  to  others  through  any  sore  which  may  exist,  and  perhaps, 
under  exceptional  conditions,  through  inoculation  with  various  nor- 
mal'Secretions.  The  virus  undoubtedly  may  retain  its  power  for  a 
day  or  two  (possibly  considerably  longer)  after  it  has  left  the  subject 
from  whom  it  was  derived,  and  a  single  individual  with  syphilis 
may  transmit  it  almost  indefinitely,  though  the  risk  of  contagion 
grows  much  less  after  the  secondary  stage  has  been  passed  through. 
Unfortunately  the  possibility  of  inheritance  of  syphilis  may  extend 
for  many  years  after  the  primary  disease  in  the  parent  (in  some  cases 
five,  ten,  or  even  more  years) ;  though  the  longer  the  inter\'al  the 
less  severe  will  the  symptoms  in  the  child  prolmbly  be.  Following 
the  secondary  comes  the  intermediate  stage.     {See  page  406.) 

The  tertiary  stage  includes  the  appearance  of  various  lesions  ci 
the  bones,  viscera,  skin,  and  ner\'ous  system,  etc.,  which  are  mudi 
more  persistent  and  serious  than  those  of  the  secondary  ones.  They 
are  geneniU}'  unsymraetrical,  or,  at  any  rate,  if  occurring  on  both 
sides  of  the  body,  they  do  not  present  exact  symmetry.  Although 
remarkably  amenable  in  most  cases  to  treatment  by  iodides  i^ 
mercury,  the  tendency  of  many  of  the  tertiary  lesions  is  both  aggreas- 
ive  and  destructive.  The  tertiary  stage  rarely  commences  before 
two  years  have  elapsed  from  infection,  but  it  cannot  be  said  to  have 
any  other  time-limit.  It  must  not  be  supposed  that  every  case  of 
syphilis  goes  through  a  regular  series  of  symptoms  which  can  be 
grouped  into  the  three  stages  given  above.  If  treated  efficiently  and 
for  a  long  period,  there  is  often  a  complete  exemption  from  any 
tertiary  symptoms  whatever,  and  if  mercury  be  begun  very  early 
(of  course,  in  cases  where  the  diagnosis  of  primai-y  syphilis 
can  be  positively  made)  the  secondary  symptoms  also  may  be  pre- 
vented or  greatly  modified  from  their  usual  date  of  occurrence  and 
intensity. 

Besides  the  all- important  influence  of  treatment  just  mentioned, 
we  must  lay  stress  on  the  fact  that  the  severity  of  the  disease 
appears  to  differ  considerably  in  difierent  individuals,  for  reasons 
we  can  rai'ely  even  suggest,  but  which  are  referred  to  **  idiosyn- 
crasy." That  syphilis  is  nowadays  a  much  milder  affection  than 
in  the  Middle  Ages  is  a  very  prevalent  belief,  without  the  slightest 
foundation,  except  in  so  far  that  the  treatment  of  it  has  immensely 
improved. 

PRIMARY    SYPHILIS. 

A  question  of  some  interest  is  from  what  source  the  contagion  is 
derived  in  primary  venereal  chancres.  It  may  be  affirmed  withoat 
hesitation  that  as  a  rule  the  source  of  contagion  is  some  moist  or 
secreting  secondary  lesion,  of  the  nature  of  a  condyloma.  Prixnaiy 
chanci-es  in  women,  although  very  contagious  whilst  they  last^  db 
not  often  persist  more  than  a  few  weeks,  if  so  long;  whereas  a 
condyloma  of  the  vulva  may  last  almost  indefinitely  if  not  treated, 
and  its  capacity  for  infection  prove  almost  unlimited.     It  may  also 
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be  noted  that  both  primary  chancres  and  mucous  patches  have  been 
occasionally  observed  on  the  cervix  uteri. 

The  primary  lesion. — We  will  now  consider  the  primary 
lesions  in  the  male.  For  obvious  reasons  the  site  of  the  chancre 
is  usually  on  the  genitals,  and  here  inoculation  is  especially  favoured 
by  the  delicate  nature  of  the  cutaneous  surface.  The  space  between 
the  glans  penis  and  the  prepuce  is  very  apt  to  harbour  the  virus,  a 
£act  forming  one  out  of  many  reasons  for  the  practice  of  circum- 
cision at  an  early  age. 

From  60  to  70  per  cent  of  chancres  in  the  male  are  situated  on 
the  inner  aspect  of  the  prepuce,  the  retro-preputial  fold,  or  on  the 
glans  penis.  Often,  owing  to  congenital  phimosis,  or  to  swelling  of  the 
prepuce,  due  to  the  irritation  of  the  discharge,  etc.,  it  is  impossible 
for  the  patient  to  expose  the  sore ;  but  the  induration  to  be  felt 
through  the  foreskin  leaves  little  doubt  in  such  c€ises  as  to  the  nature 
of  the  concealed  chancre.  The  meatus  is  by  no  means  an  uncommon 
site  for  primary  sores,  which  nearly  always  occur  in  the  form  of  a 
ring  round  the  urinary  opening.  Their  cicatrisation  is  then  apt  to 
leave  a  stricture,  but  this  sequela  is  not  constant.  Second  in  fre- 
quency come  chancres  of  the  skin  of  the  penis  on  its  outer  aspect, 
whilst  they  are  occasionally  seen  on  the  pubes,  the  inner  side  of  the 
thigh,  the  scrotum,  etc.  True  urethral  chancres — i.e.  those  occurring 
within  the  mecPtus — are  excessively  rare. 

It  is  a  mistake  to  suppose  that  the  syphilitic  virus  always  obtains 
access  at  the  moment  of  contagion  through  a  crack  or  abrasion  of 
the  skin ;  a  perfectly  unbroken  surface  of  delicate  epithelium  will 
allow  of  its  inoculation,  and  this  holds  true  in  the  case  of  chancres 
of  the  conjunctiva  as  well  as  of  the  penis,  etc.  Where  the  skin  is 
harder  and  thicker — as,  for  instance,  on  the  fingers,  cheeks,  etc. — it 
is  perhaps  necessary  for  infection  with  syphilis  that  some  breitch  of 
sui^ace  should  exist.  Thus,  many  cases  have  occurred  through 
tattooing,  from  bites  by  the  human  subject,  and  through  the  practice 
of  kissing  when  a  crack  exists  on  the  lips. 

Si^n^  of  infecting  chancres. — After  exposure  to  syphilitic 
contagion,  there  may  sometimes  be  noticed  an  abrasion  which  heals, 
subsequently  indurating  and  developing  into  a  true  chancre;  in 
other  cases  one  or  more  soft  chancres  may  be  present  and  follow  the 
same  course,  but  in  a  large  proportion  of  cases  the  patient's  attention 
is  first  called  to  the  chancre  at  the  end  of  three  or  four  weeks,  and 
on  his  then  presenting  himself  to  the  surgeon  all  the  characteristic 
features  of  a  piimary  infecting  sore  may  be  present  (Fig.  78).  The 
chancre  is  well  defineil,  raised,  slightly  ulcerated,  and  secreting  a 
little  thin  discharge,  rounded  or  oval  in  outline,  and  usually  painless. 
When  grasped  between  finger  and  thumb,  a  hardness,  varying  in 
degree  up  to  that  of  firm  cartilage,  is  detected  ;  but  the  amount  of  in- 
duration will  depend  somewhat  on  the  site  of  the  lesion.  It  is  most 
marked  in  chancres  of  the  inner  aspect  of  the  prepuce,  especially 
at  the  retro-preputial  furrow;  on  the  glans  penis  it  may  be  but 
slight  and  of  such  little  depth  as  to  suggest  parchment.  It  must 
z  2 
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be  distinguished  from  mere  inflammatory  infiltration,  and  oocMion' 
ally  a  deceptive  hardness  is  produced  in  a  soft  chancre  by  cauteriair 
tion  with  nitrate  of  silver. 

Within  a  very  short  time  the  inguinal  lyinphatir  glands  enlarge 
and  form  what  is  sometimes  teimed  the  buUety  or  amygdaloid  babo. 
All  the  glands  in  the  oblique  set  along  Poupart's  ligament  (espedaUy 
those  nearest  to  the  penis)  increase  in  size ;  the  bubo  is  painless,  or 
almost  so,  adherent  neither  to  the  skin  nor  to  the  deep  tissues,  and 
very  persistent.  Even  if  mercury  be  given  early,  it  may  be  manj 
weeks  or  months  l^efore  the  glands  return  to  their  normal 
size.  The  highest  glands  of  the  vertical  set  are  also  sometimei 
enlarged.  It  is  a  curious  fact  that  often  the  chancre  is  on  one  side  of 
the  genitals,  the  bubo  on  the  other,  no  doubt  owing  to  crossing  of  the 
lymphatic  vessels.  It  should  1)e  noted  that  in  a  considerable  number 
of  cases  (though  certainly  not  the  majority)  the  dorsal  lymphatic 
vessels  can  be  traced  up  from  near  the  chancre  to  the  root  of  the 
penis,  or  even  to  the  glands  themselves,  as  hard  cords.  Tbeee 
indurated  lymphatics  are  of  some  value  in  diagnosis,  as  they  rsrdy 
or  never  occur  except  in  cases  of  syphilitic  infection.  Running 
from  a  chancre  of  the  finger  1  have  been  able  to  trace  them  up  to 
the  axilla.  The  glands  in  each  groin  may  enlarge  equally,  and 
sometimes  attain  a  great  size — up  to  that  of  a  goose's  egg.  It  i^ 
however,  im|X)rtant  to  remember  that  the  normal  inguinal  glands,  if 
the  patient  be  not  stout,  can  readily  be  felt ;  and  tiie  younger  the 
patient  the  more  distinct  are  they  likely  to  l)e.  Again,  owing  to 
some  non- venereal  irritation — such  as  the  pressure  of  a  tru8S--« 
man  may  have  his  inguinal  glands  persistently  enlarged. 

Following  extra-genital  chancres  we  find  constantly  induration 
and  swelling  of  the  nearest  lymphatic  glands.  Thus,  with  a  chancre 
on  the  lips  or  cheek,  there  will  be  a  sul>-maxillary  bubo;  on  the 
conjunctiva  a  pre-auricular  (me  with,  as  a  rule,  swelling  of  the  glands 
below  the  jaw  ;  a  chancre  on  the  fingers  is  attended  with  an  axillary 
bubo  (and  in  the  case  of  the  sore  being  on  the  inner  fingers,  sB 
epicoudylar  one),  etc.  It  seems  to  be  the  fact  that  the  bubo  caused 
by  the  extra-genital  chancres  is  more  often  inflamed  and  painful  than 
when  due  to  genital  infecting  sores,  but  indolent  painless  enlai^gement 
is  not  uncommon  in  the  former  case. 

Is  every  infecting  chancra  attended  with  gland  enlargemoitt 
Cases  where  the  latter  is  absent,  or  whei-e  it  cannot  be  detected,  do 
undoubtedly  occur,  but  they  are  so  few  that  they  may  practically  be 
disregarded. 

Sometimes  the  chancre  itself  is  very  insignificant — ^merely  a 
small  indurated  papule — at  others  it  is  a  large  deep  ulcer,  witk 
foul-smelling  discharge ;  occasionally  we  see  a  complete  coUar-like 
ling  of  induration  around  the  base  of  the  glans  penis. 

In  women  the  pnuiary  lesion  is  usually  on  on©  or  other  af  iImT  ^ 


labia ;  it  has  been  detected  on  the  os  uteri,  but  curiousily  tlie 
vaginal  wall  seems  to  be  almost  exempt.     Anioiig^tt  the  Ums  frvquael 
sites  of  chancres  we  have  to  note  the  scrotum,  perineum," 
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the  anas,  and  the  inner  side  of  the  thigh.  When  derived  from  acci- 
dental non-venereal  infection,  it  would  be  almost  impossible  to  mention 
any  part  of  the  body  on  which  they  have  not  been  noted.  I  have  seen 
one  infecting  sore  on  a  boy's  heel  (no  doubt  from  contamination  due 
to  dressing  an  abrasion  from  boot  pressure),  another  on  the  vertex 
of  a  man's  head.  In  wet-nurses  the  nipple  and  breast  are  favourite 
sites  of  inoculation ;  about  the  mouth  chancres  have  been  observed 
on  the  tongue,  the  tonsil,  the  pharyngeal  wall,  etc.  It  may  be 
stated  as  being  almost  without  exception,  that  all  extra-genital 
chancres  are  syphilitic  or  infecting  ones. 

Indurated  chancres  are,  as  a  rule,  single^  but  by  no  means  always 
so,  for  as  many  as  ten  or  fifteen  have  been  observed  on  the  same 
patient,  and  two  or  three  are  not  very  uncommon.  They  are  usually 
non-inoculable  on  the  same  patient,  but  this  is,  again,  only  partially 
true.  Soft  ones,  however,  can  readily  be  inoculated,  and  nothing  is 
more  frequent  than  to  see  examples  of  this  having  occurred  ;  as,  for 
instance,  from  prepuce  to  glans  or  scrotum,  etc.  We  have  already 
noted  that  indurated  sores  are  slow  to  disappear ;  in  women,  how- 
ever, they  would  seem  to  have  a  shorter  term  of  existence  than  in 
men,  at  any  rate  when  situated  on  the  genitals.  It  is  important  to 
remember  that  they  often  completely  disappear,  leaving  no  trace 
behind;  and  hence,  when  examining  a  patient  with  a  doubtful 
history  of  syphilis,  no  great  reliance  must  be  placed  on  the  presence 
or  absence  of  a  scar  on  the  genitals.  If  a  well-marked  cicatrix  be 
found,  it  is  more  likely  to  be  the  remains  of  an  ulcerating  soft  sore 
than  an  infecting  hard  one. 

Soft  or  non-infecting  chancres. — A  large  proportion  of  sores 
on  the  genitals  contracted  from  venereal  contagion  do  not  lead  to 
syphilis,  and  (although  this  has  been  keenly  debated)  in  all  proba- 
bility they  have  nothing  whatever  to  do  with  syphilis.  Considering 
the  many  varieties  of  micro-organisms  which  frequent  the  male  and 
female  external  genitals,  it  is  no  wonder  that  suppurative  lesions 
should  be  product  by  sexual  intercourse,  apart  from  syphilis  and 
gonorrhoea.  The  soft  chancre  {chancroid  of  the  French  writers)  has 
the  following  characters: — (1)  It  has  a  very  short  period  of  incuba- 
tion, a  pustule  forming  within  two  to  live  days  of  contagion,  and 
very  rapidly  developing  into  an  open  sore  or  ulcer ;  (2)  it  is  nearly 
always  multiple,  thus  there  may  be  a  ring  of  ten  to  thirty  small 
ulcers  round  the  coronal  furrow  or  the  preputial  border ;  (3)  it  is 
invariably  an  open  sore  discharging  pus,  sometimes  a  very  considerable 
amount ;  (4)  it  may  cause  no  gland  enlargement,  or,  on  the  other  hand, 
one  or  more  of  the  inguinal  glands  may  inflame  or  suppurate  as  a 
result  of  it.  The  **  bullety  bubo "  (5)  is  never  seen  apart  from 
syphilis ;  if  treated  by  strict  cleanliness  and  an  antiseptic  powder,  or 
if  cauterised,  it  nearly  always  heals  quickly  ;  under  other  conditions 
it  inay  persist  almost  indefinitely. 

Aronnd  a  soft  chancre  there  may  be  a  good  deal  of  inflammatory 
^jhinkiwillig,  hat  no  true  induration  ;  but  it  must  be  noted  that  a  soft 

•  inoculation,  and  after  two  or  three  weeks 
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become  indurated,  and  be  followed  by  secondary  syphilis.  In  this 
case,  no  doubt,  two  poisons  have  been  introduced  at  the  same  time : 
the  micrococcus  of  suppuration  and  the  germ  of  syphilis  (whatever 
that  may  be).  The  surgeon  must  exercise  caution,  therefore,  in 
giving  an  opinion  as  to  the  nature  of  any  venereal  chancre  until 
three  or  four  weeks  have  elapsed  from  the  date  of  contagion,  though 
in  most  cases  he  can  be  fairly  sure  before  this. 

Phagedsenic  chancres. — When  a  chancre  rapidly  destroys  the 
tissues,  and  spreads  deeply  into  them,  the  term  phagedsena  is  aj^lkd. 
Sharp  bleeding  is  apt  to  occur  from  these  sores,  owing  to  the  arteriffi 
being  opened  up ;  and  the  htemorrhage,  unless  arrested  by  treatment, 
may  prove  very  formidable,  and  occasionally  even  fataL  Phagednu 
is  especially  liable  to  attack  a  concealed  chancre  far  back  under  « 
tight  foreskin,  and  may  destroy  the  glans  completely,  or  osum 
sloughing  of  the  whole  prepuce.  The  very  foul-smelling,  blood- 
tinged  discharge  from  such  a  sore  should  excite  suspicion  in  the 
surgeon's  mind,  and  lead  him  to  adopt  the  first  essential  step  to  its 
treatment — thorough  exposure  by  slitting  up  the  prepuce. 

The  slough  should  be  cut  away,  and  the  actual  cautery  may  require 
to  be  applied,  in  order  to  stop  the  htemorrhage.  In  many  cases,  con- 
tinuous immersion  iu  a  warm  bath  containing  a  very  weak  solation 
of  bichloride  of  mercury,  or  some  other  good  antiseptic,  will  stop 
the  phagedsenic  process  ;  but  if  this  is  not  successful  or  practicably 
the  ulcer  should  be  lightly  cauterised  with  the  acid  nitrate  ol 
mercury.  Particular  care  should  be  taken  if  the  ulceration  veigei 
on  the  urethra.  Iodoform  should  be  freely  applied  in  the  intervmh 
of  the  immersion  (which  to  be  effective  should  be  prolonged  to  many 
hours  a  day).  Acute  phagedtena  is  rarely  attended  with  any  gland 
enlargement  to  speak  of,  aud  a  considerable  proportion  of  the  cases  do 
not  afterwards  develop  secondary  symptoms ;  others,  however,  suffer 
severely  from  syphilis.  These  latter  cases  are  generally  instances  of 
comparati%'ely  slow  ])hagedsena.  In  fact  it  is  probable  that  the  rapid 
destruction  of  the  tissues  is  an  accidental  complication  due  to  some 
virus  other  than  that  of  syphilis,  and  having  more  alliance  with  that 
of  noma,  or  of  the  gangrenous  ulceration  induced  experimentally  in 
rabbits,  etc.,  by  the  inoculation  of  certain  decomposing  substances. 
However  this  may  be,  it  is  a  clinical  fact  that  acute  phagedena  is 
usually  accom|)anicd  by  no  bubo,  and  may  be  followed  by  no 
secondary  s}Tnptoms.  The  term  is  sometimes  loosely  applied  to  any 
sore  which  tends  to  ulcerate  deeply,  but  should  be  reserved  for  those 
in  which  the  destruction  is  very  rapid.     (See  page  413.) 

Phagedena  may  attack  tertiary  ulcers — e.g,  of  the  buttocks  and 
legs — but  occasionally  we  meet  with  a  similar  complication  in 
neglected  non-syphilitic  ulcera. 

The  diagnosis  of  primary  or  infecting  chanares.  —  It 

may  seem  almost  unnecessary  to  point  out  that  the  skin  of  the 
male  and  female  genital  organs  is  liable  to  various  diaeasea  of  tht 
general  cutaneous  surface.  Psoriasis  papules,  in£amed 
glands,  boils,  simple  inflammatory  oedema,  eczema,  hip«% 
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amongst  the  non-venereal  affections  which  are  sometimes  seen  on  the 
penis,  scrotum,  or  vulva,  and  which  may  lead  the  unwary  to  an 
erroneous  diagnosis.  Epithelioma  of  the  penis  has  often  been  mis- 
taken for  a  syphilitic  chancre.  Cases  of  gummatous  ulceration  of 
the  genital  suHace  are  frequent  enough  to  deserve  note,  and  probably 
closely  allied  to  these  are  the  cases  of  so-called  relapsing  induration. 
In  this  curious  affection  what  happens  is  this  :  A  man  who  has  had 
secondary  syphilis  yeai-s  before  presents  a  slightly-raised  induration 
on  the  penis,  at  or  close  to  the  site  of  his  former  chancre.  If  he  has 
been  lately  exposed  to  venereal  risk,  nothing  is  more  natural  than  for 
the  surgeon  to  conclude  it  is  a  case  of  second  infection.  But  there  is 
no  bubo,  and  no  secondaries  follow.  Further,  the  induration  may 
occur  in  those  who  have  not  been  exposed  to  the  slightest  risk  of  a 
fresh  attack  of  syphilis.  That  the  lesion  is  of  the  nature  of  gumma- 
tous deposit  is  made  almost  certain  by  its  disappearance  under  iodide 
of  potassium.  Although  rare,  the  '*  relapsing  false  indurated  chancre," 
which  was  first  described  by  Hutchinson  and  Fournier,  is  well  worth 
bearing  in  mind,  as  it  may  lead  to  curious  perplexity  in  practice. 
The  absence  of  gland  enlargement,  and  the  occurrence  of  the  indura- 
tion at  the  site  of  the  old  chancre,  are  the  two  features  which  help 
most  in  the  diagnosis. 

The  treatment  of  chancres  and  the  buboes  which  attend 

them. — Now  and  then  it  is  worth  while  to  attempt  by  excision,  or 
by  thorough  cauterisation  of  a  chancre,  to  prevent  syphilitic  infection. 
It  must,  however,  be  admitted  that  very  few  cases  indeed  are  suitable 
ones  for  this  method  of  treatment.  If  the  sore  be  seen  within  a  few 
days  of  known  contagion,  if  it  be  situated  on  a  part  which  can  be 
easily  removed — e.g.  the  end  of  the  foreskin — and  if  there  be  as  yet 
no  gland  enlargement,  excision  may  be  tried.  It  is,  however,  quite 
useless  when  there  is  already  a  bubo,  or  if  more  than  a  few  days  have 
elapsed  from  the  date  of  contagion.  Cauterisation  with  pure  carbolic 
acid  is  to  be  recommended  for  most  soft  chancres,  or  doubtful  ones, 
and  when  the  sore  is  of  unhealthy  aspect  and  tending  to  spread,  the 
surface  should  be  cleansed,  and  either  carbolic  acid  or  some  stronger 
caustic — such  as  nitric  acid,  or  the  acid  nitrate  of  mercury — applieiL 
The  pain  may  be  diminished  somewhat  by  previously  applying  a 
strong  solution  of  cocaina  Cleanliness  should  be  enjoined  in  all 
cases  of  venereal  ulcers.  The  sore  should  be  bathed  several  times 
daily,  and  an  antiseptic  powder  applied  in  the  intervals.  One  of  the 
best  is  a  mixture  of  iodoform  (one  pai-t)  with  boracic  acid  (three 
parts),  finely  powdered,  and  thoroughly  mixed.  Sometimes,  even  in 
this  weak  preparation,  iodoform  causes  erythema  and  irritation,  or 
its  smell  may  be  strongly  objected  to.  Then  calomel  and  zinc  oxide 
powder  is  useful,  or  the  sore  may  be  kept  moist  with  a  strip  of  linen 
soaked  in  lotio  nigra  (calomel  and  lime  water).  As  a  rule,  oint- 
ments do  not  suit  chancres,  which  show  little  tendency  to  heal  under 
their  use. 

Many  syphilitic  chancres  are  of  the  papular  form,  or  occur  as 
indurated  plaques  without  any  breach  of  surface,  and  then  hardly 


392  SYPHILIS. 

require  local  treatment.  If  the  induration  be  extensive,  the  qnickcit 
method  of  obtaining  its  resolution  is  to  get  the  patient  under  the 
influence  of  mercury. 

The  treatment  of  phagedsenic  sores  has  already  been  described. 

The  immediate  sequelae  of  chancres.— The  importanoe  (A  a 

through  examination  of  the  inguinal  lymphatic  glands  in  any  case  ol 
venereal  infection  cannot  be  over-estimated.  It  may  at  once  be  noted 
that  true  gonorrhcBa  is  but  very  rarely  attended  by  the  least  enlaige- 
ment  of  these  glands.  It  is  common  for  patients  with  gonorrhoea  to 
complain  of  pain  in  this  region  when  the  epididymis  and  vas  are  not 
affected,  and  such  pain  is  no  doubt  of  a  **  referred ''  nature.  Occasioii- 
ally  one  or  two  glands  may  be  slightly  swollen  and  tender,  but  a 
marked  inflammatory  bubo,  and  still  more,  a  suppurating  one,  in  a 
case  of  gonorrha3a  is  almost  invariably  due  to  some  small  chancre 
which  has  complicated  it.  And  here  we  would  lay  stress  on  the 
frequent  occurrence  of  venereal  sores  in  the  little  poaches  of 
delicate  skin  on  either  side  of  the  frsenum,  sores  which  are  readOj 
overlooked.  Of  soft  chancres  it  often  is  true  that  the  smaller  the  sore 
the  worse  the  bubo.  Formidable  inguinal  abscesses  may  owe  their 
origin  to  some  trifling  abrasion  or  chancre,  whilst  a  huge  phagedienic 
sore  on  the  penis  may  from  first  to  last  never  excite  marked  enlazge^ 
ment  of  the  glands.  To  explain  the  latter  curious  fact  we  can  only 
suggest  that  the  rapidity  of  the  destructive  action  prevents  abeorption 
by  the  lymphatics,  and  we  have  a  parallel  in  the  case  of  noma  of 
either  the  face  or  genitals.  It  must  not  be  supposed  that  every  caie 
of  soft  or  non-infecting  *  chancre  is  attended  with  an  inflamed  baba 
A  large  percentage  escape,  but  the  risk  is  so  great  that  every  meaoi 
sliould  be  taken  to  destroy  the  poison  and  to  heal  the  sore  as  soon  •• 
possible.  A  proper  cauterisation  of  each  soft  sore  is  the  most  impor- 
tant means  to  this  end,  and  pure  carbolic  acid  is,  as  a  mle,  the  most 
convenient  form  of  caustic.  It  causes  little  pain  compared  with 
nitric  acid,  Ricord's  paste,  and  other  caustics  formerly  in  vogue.  The 
exact  limits  of  its  action  are  readily  gauged  by  the  white  colour  it 
produces,  and  a  single  application,  followed  by  the  use  of  cleanlinea 
and  a  powder  (one  part  of  iodoform  to  three  of  boracic  add),  will 
usually  bring  about  healing  in  a  few  days,  unless  the  sore  be  large. 
Ill  the  latter  circumstances  it  may  be  necessary  to  apply  the 
carbolic  acid  repeatedly  at  short  intervals,  or  to  employ  a  stronger 
caustic,  such  as  one  of  those  just  mentioned,  or  the  acid  nitrate  ol 
mercury. 

The  characters  of  a  bubo  following  a  soft  chancre  are  well 
known  ;  the  gland  enlargement  is  painful,  ill-defined,  the  skin  over 
it  becomes  early  adherent,  inflamed,  and  if  left  to  itself  as  a  rule  the 
abscess  bursts.  It  is  generally  undesirable  to  wait  for  true  fluctua- 
tion, and  an  early  incision  will  secure  exit  for  the  pus,  and  ptrefrent 
serious  undermining  of  the  skin.  Not  infrequently  peri-adenitis  it 
present,  and  one  or  more  glands  lie  in  a  bag  of  pus ;  this  Ibtm  m 

*  In  usiug  this  couveiiieut  term  we  allude  only  to  infection  of  thie  whola 
with  syphilis. 
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particularly  troublesome  to  treat,  aud  may  require  a  long  incision 
and  complete  evacuation  of  the  necrosing  glands  by  Yolkmann's 
scoop,  etc.  Otherwise  there  is  no  necessity  for  more  than  a  short 
cut  into  the  centre  of  the  bubo,  the  pus  being  washed  out  with 
carbolic  solution,  or  evacuated  by  moderate  pressure;  antiseptic 
fomentations  should  then  be  applied  and  frequently  changed.  All 
incisions  into  inguinal  buboes  should  be  made  parallel  with  Poupart's 
ligament.  The  patient  with  an  inflamed  bubo  should,  of  course,  rest 
as  much  as  possible,  and  it  may  be  at  once  admitted  that,  if  the 
recumbent  position  can  be  secured,  and  the  source  of  the  contagion — 
the  chancre — be  efficiently  treated,  a  considerable  number  of  inflamed 
inguinal  buboes  will  subside  without  incision.  It  is  impossible  here 
to  lay  down  an  absolute  rule ;  the  surgeon's  instinct  must  be  the 
guide  in  deciding  whether  the  use  of  the  knife  is  called  for  or  not. 

SECONDARY   SYPHILIS. 
Phenomena  of  secondary  syphilis. — This  stage  commences 

with  the  appearance  of  a  cutaneous  eruption  and  of  superficial 
lesions  on  the  mucous  membrane  of  the  throat,  tongue,  etc.,  with 
general  enlargement  of  the  lymphatic  glands ;  and  with  certain 
other  symptoms  which  are,  as  a  rule,  symmetrical,  tend  to  dis- 
appear spontaneously  after  a  variable  period,  and  are  remarkably 
amenable  to  mercurial  treatment.  From  the  date  of  contagion  to 
the  occurrence  of  the  earliest  secondary  lesions,  eight  to  twelve 
weeks  usually  elapse  ;  or  from  the  induration  of  the  primary  chancre, 
about  five  to  eight  weeks.  If  the  dates  can  be  well  ascertained,  it 
¥rill  be  found  that,  although  occasionally  only  six  or  seven  weeks 
have  intervened  between  infection  and  the  first  cutaneous  eruption, 
etc.,  two  months  is  the  usual  time.  Exceptions  to  this  rule  may, 
however,  arise  in  the  following  circumstances  ; — 

(1)  If  mercury  be  administered  as  soon  as  the  chancre  and  glands 
become  characteristic  of  syphilis,  the  secondaries  may  be  greatly 
deferred  or  wholly  prevented. 

(2)  If  the  patient  develop  an  intercurrent  illness  (such  as  typhoid 
fever)  soon  after  infection,  the  secondary  eruption  may  be  postponed 
for  a  considerable  period. 

(3)  In  a  few  cases,  for  some  unexplained  reason,  the  secondary 
stage  is  not  entered  upon  for  three  or  four  months,  or  even  more. 

It  is  difficult  to  give  a  precise  time  for  the  duration  of  the 
secondary  stage,  as  cases  dijQTer  so  much  in  the  natural  severity  of 
the  disease,  and  still  more  according  to  the  treatment  employed 
Some  authorities  assign  six  months,  others  a  year,  and  by  some  two 
years  from  the  date  of  infection  is  given  as  the  limit  of  time  during 
which  secondary  symptoms  itiay  appear.  On  tlie  whole,  the  latter 
appears  to  be  the  most  accurate  and  convenient,  with  the  reservation 
that  there  is  no  sharp  line  of  distinction  between  the  secondary  and 
tertiary  stagea 

SUn  emptiOIUt* — ^The  most  frequent  early  syphilitic  eruption 
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takes  the  fonii  of— (1)  nu  erytltemu  or  rofi^^lii^  coui 
sctttCeFed  pinkish  spots  on  the  trunk  and  \iin\n  (eapecially  tb«?  flexor 
anpecta),  which  iHitiinish  i*r  dii$&ppear  on  stretching  the  *kin»  and 
which  are  not  unlike  the  eruption  of  ineasleii. 

Next  in  fi-orjiiencv  and  ortler  of  appearance  comes  (J)  « 
papulnr  or  lic'lieaioid  wyitlilllde.  This  may  conHist  of  i^ith«r 
■mail  oi"  krge  papules,  which  are  composed  of  masaes  of  exudatioti 
oells»  a*.*oonipiinied  by  congestion  and  alteration  of  the  walk  of  the 
miaU  vessels  in  and  clof^e  to  the  papuleH  (thickening  of  the  coatu  and 
cell  dopoait  nround  them),     A  certain  amount  of  proliferation  and 


•d!lD«<*  bat  tfTi^iiuUir  a^»j,iaimucL', 

inflammatory  change  \»  common  in  the  epithelium  covering  the 
papules,  and  hence  there  may  \n*  a  thin  dry  sc^le  on  each,  fumiing 
the  pBpulO'SqunmoUK  syphilide,  Tlie  liir^'c  papules  are  of  the  Mime 
nature,  aiid  if  dt*H<juamatir>n  oc^'Uin  cm  theni,  a  more  or  lewi  clrme 
resemblance  to  eonuuon  psoriasis  is  produced.  If  witUAted  on  parla 
of  the  «kin  habitually  moikt.  such  as  the  scn^tum,  the  vulva,  arouiiil 
the  aniis»  and  at  the  lip*c*Mjmiis6uress  these  largt*  papules  bavt?  a  pt-enliar 
appearance^  l»ecoming  covered  with  a  di^licate  whitish  kind  of  fmlae 
membrane,  secreting  a  thin  di^icharge  (which  is  extremely  liable  la 
convey  infection  to  others),  having  a  hrt^wl  l»ase  and  a  amootll  \ 
•urfiiee.  They  are  tlien  known  ss  amdyhmmta  :  and  very  similar  ^ 
ksiona  ocvur  on  the  mtirouM  membrane  i»f  the  mouth  lining  the  lipa, 
the  tongue,  tonsils,  jmlntc,  rtc.      Alth*^  fly  wlo 

red  to  lis  iTtnr-*tun  ^tfttrft^tt^  there  is  no  •  'i*»r  than  < 

their  -  ^en  them  ami  condyUmntUi  ^Fig.  7!^)*     <  uatjt 

are  m-'  v  met  with  in  anch  situations  na  Uio  ntt  tbn 
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axillary  folds,  the  lower  border  of  the  breasts,  especially  in  women 
who  perspire  freely.  The  external  meatus  of  the  ear  is  another  rare 
bat  interesting  position,  for  here  a  condyloma  may  block  the  passage 
and  cause  temporary  deafness.  Between  the  toes  they  may  develop, 
and  are  then  prone  to  fissure  or  ulcerate  deeply,  giving  rise  to  the 
most  intense  fcBtor.  On  the  tongue,  lips,  and  at  the  anus,  con- 
dylomata are  also  prone  to  ulcerate  or  fissure  from  various  irritative 

causes ;   and  hence  a  good  deal  of  pain 
^  V'  -^       ^\  may  be  exj>erieuced  in  tliem.     The  t^^rm 

/3'i^^l9mAKK  rhufjades  is  applied  to  stich  tinsured  coBdy- 

Uujfii^     ^^HBn  t'A  ^3j  jf  ^1^^  infiltration  of  the  skin  be 

very  extensive,  the  Bo-calkd  nodular 
or  iiiheri^iilnr  ii^plilllde  i»  produced, 
tending  t"  ulcpnite  aaid  then  heal  in  the 
centre,  Bp reading  at  tlie  edge^  and  closely 
reuerabling  lupua 


Fig.  tiO.— Syphilitic  Rnpia,  showing  the  "  Limpot-«heil "  dry  Crusts  aud  the  dark  Patches 
left  by  the  hraled  Ulcers. 

round  the  anterior  nares,  the  forehead,  scalp,  the  region  over  the 
lumbar  and  sacral  vertebrae,  aud  the  buttocks. 

(4)  A  pustular  eruption  is  not  uncommon,  and  may  resemble 
acne,  varicella  or  variola;  the  individual  pustules  may  break  and 
form  very  large  crusts  (when  the  term  ecthyma  is  applied).  Oc- 
casionally a  true  vehicular  eruption  occurs,  the  contents  of  the  vesicles 
being  clear  serum,  but  this  is  so  rare  a  form  of  syphilide  that  it 
hardly  deserves  to  be  placed  in  a  separate  class. 

(5)  By  pemphlinis  is  understood  an  eruption  composed  of  large 
vesicles.  These  are  apt  to  suppurate  and  burst ;  a  certain  amount  of 
scab  is  left,  which  is  pushed  up  by  subsequent  extension  of  the 
process,  until  ultimately  a  conical  mass  of  dried  (generally  dark- 
ooloured)  scab  is  produced,  which  is  aptly  compared  to  a  limpet-shell. 
If  the  scab  be  detached,  a  circular  superficial  ulcer  is  exposed,  the 
centre  of  which  may  have  almost,  or  quite  healed.  To  this  form  of 
syphilitic  eruption  the  term  rupia  is  applied  (Fig.  80). 

Both  pemphigus  and  rupia  are  rare  syphilides,  occur  late  in  the 
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aecondary  stage,  and  generally  denote  a  vety  severe  attack  or  a  low 
state  of  health  in  the  patient.  Pemphigus  is  more  oomiuonlj  met 
with  in  infants  sutfenng  severely  from  inherited  syphilis,  than  in 
adults  with  the  acquired  form  ;  on  the  other  hand,  rupia  is,  perhaps, 
confined  to  the  latter. 

These  five  classes  of  eruptions  occurring  on  skin  and  maoous 
membranes — namely  (1)  erythematous  or  roseolar;  (2)  papular  or 
lichenoid  (including  the  papulo-squamous  or  squamous  syphilide); 
(3)  tubercular  or  lupoid  ;  (4)  pustular  and  vesicular ;  (5)  bullous  or 
pemphigus  and  rupia — include  all  the  chief  varieties  met  with  during 
the  secondary  stage.  Rare  forms — such  as  a  purpuric  or  hsBmorr- 
hagic  syphilide  and  the  so-called  pigmentary  eruption — need  not  here 
be  described. 

Characters  of  the  skin  eruptions. — It  must  be  dearly 
understood  that  the  skin  lesions  of  syphilis  rarely  keep  to  one  type, 
and  that,  for  instance,  the  same  patient  may  present  papules  inter- 
spersed with  pustules,  and  here  and  there  a  lupus-like  patch.  This 
polymorphism  is  a  marked  characteristic  of  syphilitic  eruptions; 
another  is  their  rough  symmetry  (the  earlier  the  eruption  the  more 
decided  will  the  symmetry  be) ;  a  thiixl  feature  is  their  tendency  to 
disappear  spontaneously  after  existing  a  certain  time,  and  much  more 
quickly  under  the  internal  use  of  mercury  ;  *a  fourth  is  the  absence 
of  pain  or  itching  about  the  eruption  ;  a  fifth,  the  copper  or  lean  ham 
colaur  the  spots  may  assume ;  finally,  they  occur  especially  on  the 
flexor  aspects  of  the  limbs,  the  front  and  back  of  the  abdomen,  the 
forehead,  and  edge  of  the  hairy  scalp.  Taken  together,  these  charac- 
ters are  of  considerable  use  in  the  diagnosis  of  syphilitic  skin  disease, 
but  either  one  of  them  may  be  wanting.  Thus,  for  instance,  a  secondary 
erui)tion  may  be  uniformly  roseolar  or  papular,  it  may  afifect  the 
extensor  surfaces  largely,  may  cause  a  fair  amount  of  irritation,  etc 

Another  important  point  to  bear  in  mind  is  that  there  is  no 
single  form  of  skin  lesion  peculiar  to  syphilis.  "  It  may  imitate  all, 
it  originates  none."  The  most  characteristic  undoubtedly  are  the 
condyloma  and  the  "  limpet-shell  "  crust  of  rupia.  In  examining  for 
an  early  sypliilide,  particular  attention  should  be  directed  to  the 
front  of  the  abdomen  and  chest  and  the  inner  aspect  of  the  thighs, 
for  not  infrequently  the  eruption  is  almost  confined  to  these  parts. 
The  penis  and  scrotum  are  often  affected,  and  a  very  characteristic 
form  on  the  latter  is  a  ci*escent  of  reddish  inliltration  or  confluent 
papules,  which  may  be  accompanied  with  some  peeling,  or  develop 
into  a  condyloma.  The  annular  or  gyi*ate  outline  is  met  with  also  on 
other  j)arts  of  the  body,  sometimes  as  perfect  circles  of  the  eruption ; 
at  othei-s  in  most  irregular  figures,  due  to  the  coalescence  of  several 
circles  (Fig.  89). 

A  similar  gyrate  arrangement  is  met  with  in  some  parasitic  skin 
eruptions — i.e.  those  due  to  the  tinea  fungus — and  it  may  happfln 
that  only  careful  microscopic  examination,  or  a  search  for  oUmt 
syphilitic  symptoms,  will  decide  the  diagnosis.  The  term 
ginous  is  applied  to   an   eruption  which   creeps   over  the 
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leaving  bealthy  skin  in  the  centre,  whilst  spreading  at  the  edge, 
and  many  of  the  later  syphilides  show  a  serpiginous  tendency.  (See 
Fig.  87.) 

The  peculiar  i-eddish- brown  (copper  or  lean  ham)  colour  of  many 
syphilides  has  already  been  alluded  to.  It  is  most  pronounced  when 
the  eruption  has  existed  for  some  few  weeks.  In  a  few  cases  the 
amount  of  pigmentation  is  excessive,  and  may  last  for  a  very  long 
time. 

The  early  syphilides  usually  disappear  without  leaving  any  trace 
of  their  existence,  but  the  later  ones — such  as  rupia,  the  syphilitic 
ecthyma,  and  the  lupoid  syphilide — generally  heal  by  scarring. 
Whilst  too  much  importance  must  not  be  attached  to  the  character 
of  scars  in  deciding  that  they  are  the  remains  of  syphilis,  it  may  be 
stated  that  such  scars  are  commonly  circular,  thin,  supple,  and  white 
(often  suggesting  tissue  paper),  with  sometimes  a  ring  of  pigment 
around  them,  and  wholly  free  from  the  hypertrophic  tags  of  skin 
often  met  with  close  to  scars  of  healed  strumous  or  tubercular  ulcers. 

In  describing  the  syphilitic  eruptions,  no  mention  has  yet  been 
made  of  a  rather  peculiar  form — the  papuhsquamotis  syphilide  of 
the  palmar  and  plantar  aspects  of  hands  and  feet.  This  somewhat 
resembles,  and  is  often  termed,  a  psoriasis,  and  whilst  the  papules  or 
nodules  which  first  develop  in  these  positions  do  not  differ  from  those 
met  with  on  other  parts  of  the  body,  the  thick  overlying  epidermis, 
which  becomes  loosened  and  remains  partly  detached  for  long  in  large 
rounded  flakes,  givers  it  a  peculiar  appearance.  The  hands  alone  or  the 
fcret  may  be  symmetrically  attacked,  but  in  the  later  stages  of  syphilis 
the  disease  may  be  confined  to  one  hand  or  foot  In  many  cases  the 
eruption  is  extremely  difficult  to  cure,  and  may  |>ersist  long  after  all 
other  symptoms  of  constitutional  infection  have  disappeared.  Through 
the  coalescence  of  several  patches,  the  whole  inferior  aspect  of  foot 
or  hand  may  become  involved,  the  margin  of  the  disease  having  a 
slightly  raised  and  inliltrated  edge. 

General  S]anptomS. — Shortly  before,  or  at  the  same  time  as 
the  outbreak  of  the  early  cutaneous  eruption,  the  patient's  general 
health  suffers  in  a  considerable  number  of  cases.  He  complains  of 
aching  pains  in  the  long  bones,  the  joints,  and  the  head.  Sometimes 
there  is  lumbar  pain,  general  lassitude,  or  distinct  febrile  disoixler  of 
a  mild  type.  About  every  third  case  of  secondary  syphilis  has  dis- 
tinct nocturnal  elevation  of  temperature  for  a  few  days  (Foumier), 
accompanied  by  increased  pulse-rate,  malaise,  etc.  Several  observers 
have  pmved  that  the  proportion  of  red  corpuscles  in  the  blood  is 
diminished  in  marked  cases  of  secondary  syphilis,  to  be  increased 
again  after  mercury  has  been  given  for  a  time.  Decided  aneemia  is, 
however,  not  very  common,  and  is  usually  met  with  in  women,  who 
also  present  such  symptoms  as  palpitation  of  the  heart  and  shortness 
of  breath  more  often  than  men  during  the  secondary  stage.  It  is 
worthy  of  note  that  occasionally  the  "  syphilitic  fever "  takes  on  an 
intermittent  type,  and  is  then  liable  to  be  mistaken  for  ague,  or  a 
oontinaoiia  rise  of  temperature  lasting  for  several  weeks  may  give 
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rise  to  the  supposition  of  typhoid.  As  a  rule,  the  increase  of  tern* 
perature  is  but  slight,  or  wholly  absent,  and  these  exceptional  cases 
are  to  be  remembered  chiefly  from  the  errors  of  diagnosis  and 
treatment  that  they  may  cause. 

Oeneral  gland  enlargement. — This  important  symptom  is  of 

very  frequent,  though  not  constant,  occurrence.  The  lymphatic  glands 
of  the  sub-occipital  region,  those  along  the  sterno-mastoid  muscle  in  both 
triangles  of  the  neck,  the  epitrochlear  glands  in  the  arms,  and  this 
inguinal  ones  are  most  easily  noticed  to  be  swollen  during  the  early 
secondary  stage ;  but  there  is  good  reason  for  believing  that  the  deep 
lymphatic  glands  in  the  abdomen,  etc.,  are  similarly  afiectc^L  The 
enlargement  is  hardly  ever  painful,  rarely  of  high  degree,  and  may 
occur  quite  independently  of  any  cutaneous  eruption  in  the  part 
supplying  the  glands  concerned.  Congestion  and  slight  swelling  of 
the  liver  and  spleen  are  probably  not  very  infrequent,  and  now  and 
then  a  sharp  attack  of  jaundice  is  met  with  during  the  secondary 
staga  If  the  gland  enlargement  be  very  marked,  the  anaemia  or,  at 
any  rate,  increase  of  the  white  corpuscles  in  the  blood,  will  also  lie 
pronounced.  It  is  probable  that  congestion  of  the  bone  marrow  and 
periosteum  accounts  for  the  dull  aching  pain  in  the  legs,  head,  etc, 
which  has  been  mentioned  as  of  frequent  occurrence. 

Affections  of  the  skin  appendages.— ^Ammn^  of  the  hair  of 

the  scalp  is  a  notorious  symptom  of  secondary  syphilis,  and  may  be 
met  with  in  all  degrees  up  to  the  production  of  temporary  baldness. 
Usually,  it  only  amounts  to  the  hair  coming  away  more  freely  than 
normal  all  over  the  head  when  combed,  though  sometimes  the 
alopecia  is  patchy  in  distribution.  As  a  rule,  the  hair  grows  again 
freely  after  a  time,  especially  under  good  mercurial  treatment.  The 
eyebrows  and  eyelashes  may  occasionally  be  shed  or  thinned  in  a 
similar  way  to  the  hair  of  the  scalp. 

The  nails  are  less  commonly  affected ;  but  in  severe  cases  they 
are  liable  to  become  brittle,  roughened  irregularly  at  their  free 
edges,  or  in  some  cases  longitudinally  striated.  The  whole  nail 
may  be  shed  through  inflammation  of  the  matrix,  and  occasionally 
syphilis  produces  a  peri-onychia  or  troublesome  ulceration  around 
the  nail-margin.  In  most  cases,  if  the  nails  are  aflected  at  all,  many 
of  them,  both  on  the  hands  and  feet,  show  evidence  of  the  disease, 
which  is  nearly  always  severe  also  as  regards  the  skin-emption  and 
other  secondary  lesions. 

Secondary  lesions  of  the  mouth  and  throat— These  aie 

almost  as  frequent  and  important  as  those  of  the  skin,  and  fiXMn  the 
pain  or  discomfort  they  produce,  are  perhaps  even  more  likely  to 
attract  the  patient's  attention.  The  occurrence  of  mucous  patches 
on  the  lips,  inner  side  of  the  cheeks,  and  the  tongue  has  already  been 
noticed  (Fig.  81).  Another  very  frequent  symptom  of  syphilis  is  an 
ulcerated  patch  or  Assure  on  the  commissures  of  the  lips,  whi^ 
encroaches  on  the  skin  sui-face,  and  from  its  position  is  often  slow 
to  heal.  Superficial  ulcers  are  also  common  on  the  tongue,  espe- 
cially along  its  margin  (though  often  on  the  dorsum),  and  "ii'W 
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erofiioiis  and  mucous  patches  are  extremely  apt  to  occur  on  the 
tonsils  and  adjoining  part  of  the  soft  palate  or  pillars  of  the  fauces. 
In  exceptionally  severe  cases  the  ulceration  may  be  deep,  and  lead  to 
much  deformity  of  the  pharynx  by  contraction ;  but  in  the  early 
stage  of  secondary  syphilis  the  most  frequent  lesion  is  a  greyish- 
white  sinuous,  often  rounded,  patch  on  each  tonsil,  accompanied 
by  more  or  less 
swelling  of  the 
lymphatic  glands 
at  the  angles  of 
the  jaw. 

In  other  cases 
the  tonsils  are 
simply  hypertro- 
phied  and,  with 
the  rest  of  the 
mucous  membrane 
of  the  throat,  con- 
gested, but  not 
ulcerated.  Bald, 
congested  areas  on 
the  tongue  are 
sometimes  seen, 
the  epithelial 
covering  of  the 
papillse  being  here 
shed  in  great  part, 
and  these  rounded 
denudation 
patches  are  very 
characteristic  of 
syphilis,  though 
they  also  occur 
in  the  rare  disease 
known  as  *'  wan- 
dering rash  of  the 
tongue "  (usually 
met  with  in  young 
children).  As  to  the  severity  of  the  secondary  affections  of  the 
mouth  and  throat,  a  good  deal  will  depend  on  the  patient's  habits  and 
the  treatment  employed.  If  he  neglect  all  measures  of  oral  hygiene, 
continue  to  smoke  and  to  drink  spirits  and  beer,  or  if  mercury  be 
given  injudiciously  so  as  to  cause  salivation,  the  ulcers  and  mucous 
patches  will  probably  be  extensive,  slow  to  heal,  and  very  liable  to 
relapse.  Sometimes,  however,  grave  ulceration  of  the  mouth  and 
throat  during  the  secondary  stage  may  occur  apart  from  any  want 
of  care  in  treatment  or  on  the  patient's  part,  and  may  prove  ex- 
tremely refractory.  The  base  of  the  tongue,  the  epiglottis,  and  the 
laryngeal  orifice  may  be  affected  with  muoow  patches,  persistent 


Fig.  8L— Syphilitic  Eraption  on  ttie  Tongue  in  the  early 
Secondary  Period,  showing  many  mucous  patches  and 
some  ulcers  and  fissures. 
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erythema,  or  iilc<?r8  ;  and  there  is  a  distinct  danger  of  cedaitm  of  tiw 
glottis  supervening  in  Viarl  eases,  and  causing  death  unless  n 
traeheotomj  be  perfomied. 

A  com n) on  sequela  of  wphiHtio  ^loHsitis  or  of  mucous  patclMt 
elsewhere  in  the  mouth,  provided  thej  last  for  a  long  tituei  it 
the  development  of  white,  wartv  areas,  which  may  prove  v*ry 
persistent. 

DifiirnoiilK  fini]  tmittnrnl^ — From  follicular  tonsillitis- 
ulcers  due  to  sharp  teeth,  abuse  of  smoking  and  spirit-drinking — and 
herpes  of  the  mouth,  the  secondary  sypliilitic  leKions  require  to  bis 
carefully  distinguished.  The  **  smoker's  patches**  may  he  foun  * 
the  tongue,  occasionally  on  the  faucea^  or  as  triangular  a re^is  of  ti 
ened  white  mucous  membrjme,  extending  backwards  on  either  •  1  •  ^ 
from  the  commissui-es  of  the  lips.  Acut»*  tcinsillitis  ia  raucli  tu  .jv 
patnfulf  accompanied  with  more  swelling  of  tlie  .soft  piilat^v  etc.,  and 
with  more  fever  and  geneml  constitutional  disturbance  than  the 
secondary  syphilitic  ulcers.  In  lx>th  the  nean'St  lymphatic  glands 
are  liable  to  be  enlarged,  l*nt  in  a  more  nuirked  degree  with  non- 
£(})ecific  tonsillitis  titan  with  syphilis. 

The  treatment  consists  chteiiy  in  the  administration  of  mdtniry 
(and  in  many  cases  of  bad  thi-oat  affections  it  is  desirable  to  give 
iodides  at  the  same  time,  even  though  the  jiatient  b**  in  the  maij 
aeoondary  stage)^  but  also  in  various  local  rncmsurea.  Smbldlig 
should  l>e  strictly  prohibited,  and  if  alcoliol  ht*  allowed  at  aUt  it 
nhould  be  in  the  fonn  of  a  glass  of  claret  with  the  chi^  meaL 
Crenerally,  it  is  advisable  that  the  patient  should  entirely  give  up 
both  alcohol  and  tul»acco  during  the  secondary  stage,  especially  tf 
the  throat  or  t-jugue  l*e  at  al!  affected.  A  gargle  of  alum  (5  to  15 
grains  to  the  ounce),  of  chlomte  of  potash  (10  to  20  grains),  or  of 
pt*rchloride  of  mercur}*  (]  to  1  grain  to  the  ounce)  should  Iwa  Ir©- 
*|Uently  used,  with  special  caro  in  the  ca&G  of  the  last-namrd  dru^ 
Painting  the  mucous  patches  with  a  solution  of  nitrate  of  silirer 
(5  to  20  grains  to  the  ounce*),  or  of  chromic  acid  (in  the  same  |JW>- 
portion)  is  often  of  the  greatest  service  if  repeated  every  few  clayt 
until  healing  U?gins. 

A  few  obstinate  and  severe  cases  of  ulceration  may  require  more 
energetic  treatment,  such  as  cauterisation  with  the  acid  nitrate  at 
maroury. 

Sometimes  syphilitic  ulcers  of  the  tongue,  cheek,  etc,  may  be 
kept  tip  by  the  irritation  of  sharp  or  decayed  teeth,  or  of  badly> 
constructe<i  toothplates,  and  attention  should  lie  directed  to  thvm 
}K>intB  in  the  treatment,  When  the  mucous  membrane  overhangs 
a  wisdom  toothy  it  is  especially  liable  to  give  trouble  if  the  mouth 
b<^  attackerl  by  syfihilitic  lesions,  though  it  ia  rare  for  the  tooth  to 
require  extractioti  on  this  account.  It  is  almost  nee<llesB  to  (Kiintout 
tliat  very  hot  Huida,  mustarrl,  pepper,  and  other  condiments,  should 
be  avoidt^d  in  all  csasea  of  syphilis  of  the  moutii,  if  tlir^  ulcrra 
cause  much  discomfort  or  pain,  the  frequent  use  of  marsh -mallow 
kxsoiges  is  very  sootliing  and  quite  harmless. 
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Secondary  syphilitic  lesions  of  the  eyes.— Of  these  the 

chief  are :  1,  Iritis ;    2,  Choroiditis ;    3,  Neuro-retinitis  ;  the  first- 
named  being  by  far  the  most  frequent 

1.  Sjrphilitic  Iritis  is  practically  confined  to  the  secondary 
stage  when  the  disease  has  been  acquired;  whilst  in  the  inherited 
form  it  may  occur  within  a  few  months  of  birth  or  many  year^ 
afterwards  (as  a  complication  of  interstitial  keratitis).  We  are  now 
dealing  only  with  the  iritis  of  acquired  syphilis,  which  is  commonly 
met  with  from  three  to  eight  months  after  infection,  and  forms  up- 
wards of  50  per  cent,  of  all  the  cases  of  iritis.  It  is,  however,  when 
compared  with  syphilitic  affections  of  the  throat  or  skin,  present  in 
only  a  small  proportion  of  cases.  It  varies  greatly  in  severity,  may 
attack  both  eyes,  or  only  one ;  and  in  the  former  case  there  is  often 
an  interval  of  a  few  weeks  or  more  between  the  onset  of  the  disease 
on  the  two  sides.  The  chief  symptoms  are  (1)  ciliary  congestion 
with  a  certain  amount  of  pain  referred  to  the  forehead  or  temple, 
photophobia,  and  lachrymation ;  (2)  discoloured  iris,  sluggish 
action  of  the  pupil,  which  dilates  irregularly  under  atropine;  (3) 
adhesions  to  the  lens,  deposit  of  uveal  pigment,  nodules  of  lymph 
in  or  on  the  iria 

The  congestion,  pain,  and  photophobia  aro  less  marked  in 
syphilitic  than  in  rheumatic  iritis;  there  is  little  tendency  to  re- 
lapse in  the  former,  and  if  definite  lymph  nodules  or  small  gummata 
are  present,  they  are  conclusive  as  to  the  cause  being  syphilis.  The 
treatment  consists  in  the  vigorous  use  of  atropine  until  the  pupil  is 
widely  dilated,  and  in  pushing  meroury  to  the  verge  of  producing 
salivation  or  sponginess  of  the  gums.  The  affected  eye  should  be 
protected  from  light  during  the  acute  stage,  and  if  the  pain  be 
severe,  blistering  the  temple,  or  the  use  of  opium  or  antipyrin 
internally,  may  be  required.  If  only  proper  treatment  be  adopted 
early  enough,  there  are  few  diseases  so  satisfactory  to  treat  as 
syphilitic  iritis,  perfect  vision  being  probably  regained ;  but  if 
neglected,  complete  loss  of  sight,  owing  to  blocking  of  the  pupil, 
secondary  cataract,  etc.,  is  liable  to  occur. 

2.  Choroiditis  may  come  on  independently  of  iritis,  or  as  a 
later  complication  of  the  latter,  and  may  give  rise  to  no  subjective 
symptoms,  especially  as  it  is  essentially  peripheral,  ue,  confined  to 
that  part  of  the  choroid  coat  farthest  away  from  the  optic  disc.  The 
importance  of  careful  ophthalmoscopic  examination  in  any  doubtful 
case  of  old  syphilis,  as  well  as  searoh  for  iritic  adhesions,  cannot  be 
overrated.  Small  patches  of  infiammatory  cell-exudation  in  the  capil- 
lary layer  of  the  choroid,  which  atrophy,  leaving  white  or  grey  areas, 
surrounded  often  by  deep  black  pigment,  the  patches  being  scattered 
about  the  periphery,  and  at  a  deeper  level  than  the  retinal  vessels 
— such  are  the  characteristic  features  of  syphilitic  choroiditis.  Some- 
times, however,  the  disease  occurs  in  large  or  small  patches  towards 
the  central  or  yellow  spot  region,  and  may  then  produce  grave  defect 
oi  vision,  since  the  retina  overlying  the  affected  choroid  is  nearly 
always  much  damaged. 

A   A 
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3.  IVeurA-relliilliti  may  occuiioiiallj  develop  durtng  tl»  leeOMi* 
ury  Htagt?  iii  one  or  l>oth  eyes,  and  attention  in  directed  to  it  liy 
rapid  failure  ufsig] it ;  Kometirnefi  amounting  to  coiiiplett?  1ci«k,    Tlkt 
ophthalmoscope  nhows  the  optic  disc  and  adjacent  retina  to  be*  Ulurrod 
and  haxy,  and  tlie  papilla  itself  to  he  swollen,  while  the  n-tinal  vuiai  ] 
are   engorged,  and   the  arteries  tortnous  and  obscured   at   Tanont] 
points  by  lym|(h.     8nmll  hfipinorrhages  may  be  present  in  tlie  petin%  J 
radiating   from    the   disc\      Opacitieii   ai'e   often    deTeto|ied   in  Uii^j 
vitreous  with    this  fonn,   aa  with  acme  caaes  of  choroiditia.    ~ 
viftual  tieJd  is  always  niarkecily  limited. 

Treaini4^nf   of  both   the  preceding  lesions  of   the  eye  to 
effectual  luuKt  hf  prompt,  and  in  either,  if  nierctiry  be  adminii 
up  to  pro< hieing  sponginess  of  the  jkruins  soon  after  the  tlinram 
noticed,  the  refiult  is  ofteji  nioijt  s*^ti8fa<3tory.     Complete  rert  ol 
eyes   sliould    be    enjoined    for   a    time,    and    it   i^   often   advii 
to  give   the   iodides   in   addition    to   mercury.     When  the   cho 
ditis   is   recent    or    progressive,    treatment    should    be    long 
tinued,   and   surprising   improvement   sometimes   resulta       Wl 
however,  the  changes  have  long  existed^  little  or  no  benelit  cu& 
looked  for. 

Variations  in  the  secondary  symptoms.— The  chitrf  symp 

toms  of  the  &t*contlary  stag**  have  now  U^n  bnetly  diseusst^),  and  I 
reviewing  them,  attention  must  be  directed  to  the  reuiarkable  dilf« 
eooes  in  severity  which  we  observe.    Some  patients,  fortunately  omlf 
ft  small   majority,   suH'er  terribly  from   the   Hr»t   development 
»i!?condMr>'   symptcmis.       In   theoi  the  ecthymatous^  or   rupial  enij 
tion,  soon   follows  the  i*u«^o1a  ;    the  mucous  membrane  of    thniali" 
lips,  etc.,  may  be   deeply  ulcerated  ;  very  severe  l*one  pains   <with 
actual    nodes)    may    wear   out    their   strength ;   the    glandular   en* 
largeinent    and    general    prostration    may    be    excessive,    and   the 
sectindary  stage  paas  without  break  into  the  tertiary'  one*     The 
precocious    malign    syphilis    has    been    given    to    these    cfisea, 
although   it  is  most  often   met  with  in   subjectfi  bixtken  dowft 
drink  or  bad  living,  or  with   marked  strumous  taint,  yet  some 
it  is  impossible  to  assign  any  such  reason.     In  some  cases  neither^ 
mercury  nor  iotlides  can  be  tolemted,   even  in    minute  doaes ;   in 
others  injudicious  treatment  ^(causing  salivation,  diarrhcea*  etc)  liaa 
l>een   responsible  for  the  worst  features  of  the   case.      Seeondaiy 
hyphilis  may  cause  death  by  iinlema  glottidis  supervening  on  tUoen 
of  tht?  throat,  or  larynx,  by  early  gummatous  lesions  of  tlie  cerebral 
arteries,  or  thi'ough  the  prrifound  cachexia  it  sonietimes  produces. 
Its   Bulferers   may    l)e    incapacitated    by   blindness   from    neglected 
iritis  or  rrrtinitis,  by  obstinate  ulcemting  eruptions,  or  by  exhamtting 
bone  paina» 

On  the  other  liand,  if  well  treated,  the  majority  of  caiM 
few  an<l  comfiarativcly  Klight  symptoms  during  th<^  seociiidairy 
and  (|»r«>videil  mcrfuriol  treatnjent  has  been   continued  lor 
two  yeam)  it  seenjs  probable  that  about  90  p«'r  cent  stcaps  any 
tirrtiarv   manif«'^stations.      And  even  if   little  or   no   trsatnieiii   be 
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adopted,  many  cases  of  syphilis  are  very  mild  duiing  the  secondary 
stage,  and  this  fact  partly  accounts  for  the  difficulty  with  which  a 
history  of  the  symptoms  of  this  stage  is  obtained  in  patients  pre- 
senting undoubted  tertiary  lesions.  A  slight  rash  on  the  trunk,  and 
a  few  superficial  sores  on  the  throat  may  be  the  only  symptoms,  and 
needless  to  say,  they  may  be  readily  overlooked  or  forgotten  by  the 
patient. 

Treatment  of  secondary  syphilis.— As  soon  as  a  positive 

diagnosis  of  syphilis  can  l)e  made,  the  patient  should  be  given  mercury, 
and  if  possible  he  should  continue  to  take  it  for  at  least  a  year,  better 
for  two  years.  Fairly  often,  the  induration  of  the  chancre  may  be  so 
conclusive,  and  the  bullety  enlargement  of  the  inguinal  glands  so 
typical,  that  we  have  no  doubt  whatever  that  constitutional  syphilis 
will  follow.  In  such  cases — and  in  such  only — a  mercurial  course 
should  be  begun  at  once,  with  the  view  of  preventing  any  secondary 
symptoms.  If  the  diagnosis  is  doubtful,  it  is  far  better  to  wait  a 
few  weeks  until  the  earliest  secondary  lesions  manifest  themselves, 
treating  the  chancre  locally  with  iodoform  or  black  wash,  etc.,  and 
explaining  to  the  ^iatient  that  it  is  necessary  for  him  to  remain 
under  supervision  until  two  to  three  months  have  elapsed  from  the 
date  of  exposure  to  risk.  To  submit  a  case  to  one  or  two  years' 
mercurial  course  for  what  was  only  a  simple  ulcer  or  soft  sore  is 
neither  scientific  nor  justifiable  treatment.  The  earliest  secondary 
symptoms — roseola,  slight  sore  throat,  general  gland  enlargement, 
etc. — will  probably  appear  within  eight  or  nine  weeks  if  the  case  be 
one  of  syphilis  ;  and  if  the  merourial  treatment  is  then  begun,  they 
quickly  yield. 

WluU  is  a  proper  mercurial  course  ?  In  acquired  syphilis  it  is 
advisable  that  the  patient  should  continue  to  take  the  drug  for  at 
least  a  year ;  better  for  eighteen  months  or  two  years,  with  short 
intermissions.  There  is  no  necessity  to  cause  any  salivation,  or  even 
sponginess  of  the  gums,  although  some  cases  of  severe  secondaries 
seem  to  improve  most  rapidly  when  the  gums  are  slightly  affected. 
Of  the  many  preparations,  one  should  be  chosen  which  is  least 
irritating  to  the  individual  patient,  and  certainly  one  of  the  best  is 
grey  powder  (mercury  and  chalk)  in  doses  of  one  grain  three  or  four 
times  daily.  Some  patients  can  take  two-grain  doses  for  long  witli- 
out  inconvenience,  but  in  many  six  or  eight  grains  daily  will  either 
purge  or  produce  salivation  within  a  week  or  two.  It  is  customary 
to  combine  a  little  Dover's  powder  (or  pure  opium  if  there  be  a 
tendency  to  diarrhoea)  with  the  grey  powder.  Tlie  pill  form  is  the 
most  convenient,  but  some  object  to  this,  and  the  liquor  hydrargyri 
perchloridi  (in  1  drachm  doses)  is  a  good  alternative.  Blue  pill,  the 
tannate  of  mercury,  the  green  iodide,  and  calomel  may  be  mentioned 
as  in  favour  with  different  surgeons  ;  but  the  first  two  preparations 
(Hyd.  cum  cret4  and  Liquor  hydrargyri)  are  the  safest,  provided  the 
appropriate  dose  is  determined  for  the  individual  case.  The  gums 
should  be  brushed  night  and  morning,  and,  if  necessary,  an  astringent 
mouth-wash  may  be  ordered;  the  diet  should  l>e  plain,  and  all 
A  ^2 
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articles  of  food  prone  to  cause  diarrhcea  carefully  avoided.  Stimulanti 
should  be  taken  very  sparingly,  if  at  all,  for  there  is  no  question  that 
the  free  use  of  alcohol  directly  interferes  with  the  action  of  mercuiy. 
Smoking  must  be  forbidden  if  there  are  any  sores  on  the  throng 
tongue,  or  lips.  Should  such  ulcers  develop,  they  should  be  painted 
once  a  day  with  chromic  acid  solution  (10  to  20  grains  to  the  canoe), 
or  a  similar  solution  of  nitrate  of  silver.  Gargles  containing 
bichloride  of  mercury  (^  to  :^  grain  to  the  ounce),  chlorate  of  potash 
(10  grains  to  the  ounce),  or  alum,  may  be  useful  in  different  con- 
ditions of  the  throat  during  the  secondary  stage.  If  the  eruption  be 
copious,  or  accompanied  by  infiltration  of  the  skin,  an  ointment  of 
the  oleate  of  mercury  (5  per  cent.)  should  be  nibbed  in,  avoiding 
its  use  over  hairy  parts  or  where  the  skin  is  delicate,  as  it  may  there 
cause  pustules. 

Condylomata,  whei*ever  situated,  are  as  a  rule  easily  oared  hj 
cleanliness  and  the  use  of  a  powder  of  calomel  one  part,  oxide  d. 
zinc  three  parts.  Before  applying  this  the  surface  of  the  oondylcMoa 
must  be  thoroughly  dried,  and  it  is  advisable  to  keep  some  absorbent 
wool  between  the  adjacent  skin  folds,  since  moisture  is  an  essential 
to  the  persistence  and  extension  of  this  form  of  secondary  eruptioa 
Ulcers  or  fissures  on  the  skin  may  be  treated  locally  with  an 
ointment  containing  one  drachm  of  calomel  or  red  oxide  of  mercaiy 
to  the  ounce,  though  not  infrequently  it  will  be  found  better  to  avoid 
any  greasy  application,  and  to  use  either  weak  calomel  powder, 
iodoform,  or  iodol  (protecting  the  sores  from  irritation  by  absorbent 
wool  and  a  light  bandage).  It  is  needless  to  say  that  the  internal 
administration  of  mercury  should  be  carried  out  in  every  case  of 
condylomata,  etc.,  as  well  as  the  local  treatment. 

The  hypodermic  and  inunction  methods  of  treat- 
ment*— Especially  on  the  Continent  these  are  largely  resorted  to  in 
preference  to  giving  mercury  by  the  mouth,  for  not  very  obvious 
reasons.  At  Aix-la-Chapelle,  which  is  much  visited  by  syphilitic 
patients,  the  chief  treatment  consists  in  systematic  inunction  of  mer- 
curial ointment  by  experienced  rubbers,  combined  with  warm  bathi, 
and,  in  many  cases,  the  administration  of  iodide  of  potassium.  This 
plan  can  equally  well  be  carried  out  by  the  patient  at  home  if  he  will 
take  the  trouble.  Half  to  one  di-achm  or  more  of  the  ointment  (B.P.) 
should  be  rubbed  daily  into  parts  of  the  skin  surface  which  will 
readily  absorb  it— e.g.  the  inner  sides  of  arms  or  thighs,  the  abdomen. 
It  is  advisable  to  change  the  site  of  inunction  frequently,  for  fear 
of  causing  dermatitis,  and  to  avoid  the  hairy  parts.  A  few  dajs' 
vigorous  inunction  will  render  the  gums  spongy,  proving  the  efficacy 
of  the  treatment ;  but  it  is  a  dirty  and  tiresome  method,  which  often 
depresses  the  patient  extremely. 

All  kinds  of  mercurial  preparations  have  been  advocated  for 
liypodermic  injection.  One  of  the  best  is  a  simple  solution  of  the 
bichloride  in  distilled  water.  From  one-tenth  up  to  one-fourth  of  a 
grain  of  the  bichloride,  dissolved  in  thirty  minims  to  a  drachm  of 
water,  may  be  injected  at  intervals  of  a  few  days  deeply  into  the 
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buttock  or  back,  taking  the  utmost  care  as  to  the  aseptic  condition 
of  the  hypodermic  syringe  (a  separate  one  should  be  used  for  each 
patient).  It  is  much  more  difficult  to  graduate  the  dose  successfully 
by  this  method  than  by  oral  administration,  and  sometimes  very  severe 
stomatitis  and  diarrhooa  are  set  up  by  it  In  fact,  many  deaths  have 
been  recorded  directly  due  to  the  hypodermic  administration  of  mer- 
cury for  syphilis.  Nor  is  there  the  slightest  reason  for  thinking  that, 
as  a  rule,  either  inunction  or  the  subcutaneous  method  has  any  advan- 
tages over  the  ordinary  plan  followed  in  England  and  France.  We 
do  not  give  iodide  of  potassium  for  tertiary  syphilis,  or  quinine  for 
ague,  by  means  of  the  hypodermic  syringe  or  inunction,  and  why 
should  either  method  be  adopted  in  treating  secondary  8y{)hilis  by 
mercury  ? 

In  certain  exceptional  cases  they  may,  however,  be  useful,  and 
especially  is  this  true  with  regard  to  inunction  in  the  treatment 
of  in&nts  with  congenital  syphilis. 

The  question  of  marriage  and  secondary  syphilis.— During 

or  at  the  end  of  a  course  of  treatment  the  surgeon  is  often  asked  how 
soon  it  is  safe  for  the  patient  to  marry.  It  is  generally  admitted  that, 
even  supposing  a  careful  and  prolonged  mercurial  course  is  carried  out, 
it  is  advisable  to  wait  for  two  years  at  least  after  any  symptoms  have 
appeared.  If  this  rule  be  followed,  there  is  but  little  risk  to  either 
wife  or  of&pring  ;  but  with  regard  to  the  latter  it  must  be  admitted 
that  no  absolute  guarantee  can  be  given.  Very  much  will  depend  on 
whether  the  treatment  has  been  thoroughly  persevered  with  for  one 
or  two  years,  and  whether  the  symptoms  have  been  slight,  or  have 
been  severe  and  have  resisted  treatment. 

So  long  as  mucous  patches  exist  on  the  lips,  tongue,  or  throat,  the 
patient  should  be  warned  as  to  the  danger  of  conveying  infection 
from  them  by  kissing,  or  by  the  accidental  transference  through 
drinking  utensils,  etc.  How  syphilis  may  be  conveyed  in  tUs 
manner  is  well  illustrated  by  the  following  cases  under  my  notice : — 
A  glass-blower  contracted  a  chancre  of  the  lip  from  using  the  metal 
blowing-tube  handed  on  to  him  by  a  fellow  workman-  who  was  suffer- 
ing from  mucous  patches  of  the  mouth.  Subsequently,  the  second 
patient  infected  his  wife  and  child  by  kissing,  both  of  them  developing 
chancres  of  the  lips. 

Is  SyphiUs  durable  by  mercury  ? — To  the  patient  the  chief 
danger  of  syphilis  lies  in  the  tertiary  stage,  and  it  is,  therefore,  of  the 
utmost  importance  to  decide  whether  prolonged  mercurial  treatment 
will  prevent  the  occurrence  of  any  tertiary  symptoms.  According  to 
some,  who  take  a  pessimistic  view,  syphilis  is  never  really  cured ; 
according  to  others,  out  of  a  hundred  cases  of  secondary  syphilis 
treated  early  and  for  a  long  period  (one  to  two  years)  not  more  than 
five  or  ten  will  ever  have  any  further  trouble  from  the  disease.  The 
latter  view,  if  perhaps  rather  too  favourable,  seems  to  be  the  more 
correct,  provided  that  the  patient  commences  treatment  early,  and 
can  tolerate  mercury  well.  It  is  well  known  that  under  these  con- 
ditions, and  even  occasionally  when  little  or  no  treatment  has  been 
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pursued,  a  man  may  have  two  distinct  attacks  of  primarj  and 
secondary  syphilis.  As  a  rule,  several  years  must  elapse  bcdbre  • 
patient  who  has  had  syphilis  can  contract  the  disease  again. 

THE  INTERMEDIATE  STAGE  OF  SYPHILIS. 

After  all  the  symmetrical  lesions  of  the  secondary  stage  bare 
disappeared,  we  see  not  infrequently  "  reminders,"  which  take  the 
form  of  peeling  patches  on  the  palms  and  soles  of  the  feet,  of 
chronic  orchitis,  of  superficial  leucomata  or  ulcers  of  the  tongue 
or  throat,  and  occasionally  of  lesions  of  the  nervous  system  or  eje. 
These  are  sometimes  referred  to  as  forming  the  intermediate  stagi;, 
but  it  is  very  haixi  to  separate  them  from  the  tertiary  one,  and  im- 
possible to  give  a  time-limit  for  their  occurrence.  It  must  be  clearlj 
understood  that  the  division  of  syphilis  into  stages,  though  veiy 
convenient,  is  an  arbitrary  one.  In  some  severe  cases  there  is  no 
break  between  the  stages,  and  characteristic  tertiary  symptoms  may 
develop  within  a  year  or  two  of  contagion.  {For  Treatment^  tee 
page  419.) 

TERTIARY    SYPHILIS. 

Phenomena  of  tertiary  syphilis. —The  tertiary  stage  ii 

escaped  by  a  large  proportion  of  syphilitic  patients,  especially  thoie 
who  have  been  thoix)ughly  treated  with  mercury.  In  those  who 
develop  tei-tiary  symptoms,  they  may  supervene  at  any  time  from 
one  or  two  years  after  contagion  to  thirty  years  or  more.  Apart 
from  their  late  occurrence,  their  cliaracteristics  are  : — 

1.  Aggressive  tendency  :  tertiary  lesions  will  probably  spread 
and  certainly  persist  for  very  long  unless  treated. 

2.  Resolution  under  treatment  with  iodides,  if  commenced  early. 

3.  Asymmetry.  This,  however,  is  not  always  the  case,  and  in 
inherited  syphilis  some  very  remarkable  exceptions  are  met  with. 

4.  In  the  majority  of  cases,  the  tertiary  symptoms  depend  upon 
the  production  of  so-called  gummata,  which  we  will  now  briefly 
study. 

A  syphilitic  gumma  commences  as  a  collection  of  round  cells 
grouped  in  especial  profusion  around  the  vessels  of  the  structure  in 
which  it  is  placed.  This  is  usually  connective  tissue,  e.g.  of  skin 
or  periosteum,  or  in  some  viscera  such  as  the  liver,  tertis,  or  brain. 
But  in  the  latter  cases  it  begins  probably  in  the  fibroua  ci^mile 
or  supporting  tissue  of  the  organ,  and  spreads  to  the  acyouunc 
parts;  thuK  in  the  brain,  gummata  especiaUy  affect  the  duim  and 
pia  mater  at  iirst,  adhering  to  and  infiltrating  the  subjacent  nemam 
structures.  By  the  pressure  of  the  cells  upon  the  blood-vtencli  and 
against  each  other  (often  by  a  concurrent  inflammation  of  the  tm 
vessel-wall),  their  nutrition  is  damaged  ai^d  ihey  i\nd^T^i>  fitttv  pt^ 
granular  degeneration.  This  will  be  most  niai  keil  in  the  Ottm«lf  tiit 
cellular  exudation,  whereas  towards  the  peripbery  nrgwulMfim  into 
iibrous  tissue  is  the  rule.  Thus  is  produced  a  tough  yellowiidi  miua^  §im 
and  leathery  on  section,  with  few  or  no  patent  blood- veMdA  #jtci 
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at  the  margin,  and  capable  of  persisting  indefinitely  in  this  condition. 
If,  however,  a  gumma  is  situated  close  to  a  cutaneous  or  mucous  surface, 
where  it  is  exposed  to  injury  and  to  Ihe  access  of  microorganisms, 
it  will  probably  (unless  treated)  undergo  softening  or  suppuration. 
The  overlying  skin  or  mucous  membrane  which  adheres  to  the 
gumma  becomes  congested  and  inflamed,  breaks  at  one  or  more 
points,  and  a  yellowish-white  slough  is  exposed.  Unlike  the  con- 
tents of  an  ordinary  abscess,  the  gummatous  centre  is  only  gradually 
eliminated,  and  the  sodden  wash-leather-like  mass  adherent  to  the 
surrounding  tissues,  and  sometimes  deeply  undermining  the  surface, 
may  be  weeks  or  months  before  it  wholly  comes  away.  Subsequent 
granulation  and  cicatiisation  lead  often  to  puckering  of  the  surface, 
and  in  the  liver  (where  gummata  are  very  frequent)  deep  scars  in 
the  capsule  may  clearly  |K)iut  to  their  previous  existence  and  com- 
plete absorption.  In  the  deep  viscera — ie.  heart,  liver,  spleen,  etc. 
— it  is  rare  for  a  gumma  to  break  down  or  to  form  anything  resem- 
bling an  abscess.  Microscopically,  the  cells  of  a  gumma  are  often 
hardly  to  be  recognised  individually  towards  the  centre,  as  they 
stain  very  imperfectly ;  towards  the  margin  they  become  more  dis- 
tinct, and  the  process  of  oi^ganisation  into  a  low  form  of  connective 
tissue  may  be  seen  ;  a  few  giant-cells  may  occasionally  be  observed 

Apart  from  the  formation  of  gummata,  tertiary  Hyphilis  often 
leads  to  sclerosU  of  some  part  of  an  organ.  Of  thitt  nature  is  loco- 
motor ataxia  (where  the  posterior  columns  of  the  spinal  cord  and 
the  sensory  nerves  are  affected),  fibrous  degeneration  of  the  liver  or 
testis,  sclerosis  of  the  tongue  or  rectal  wall.  It  may  cause  thicken- 
ing of  arteries  closely  alUed  to  atheroma,  which  is  of  especial  im- 
portance if  it  involves  the  cerebral  vessels ;  more  rarely  it  affects 
the  veins.  Syphilitic  arteritis  may  predispose  to  aneurysm,  though 
its  efiect  in  this  direction  has  been  exaggerated  by  some  writers. 

Sometimes  the  tertiary  lesions  are  of  the  most  diverse  nature, 
and  affect  many  different  organs  at  the  same  time;  but  in  other 
cases  one  system  is  chiefly  or  alone  involved.  Thus  one  patient 
will  present  tertiary  disease  of  various  long  and  flat  bones;  in 
another  the  skin  and  subcutaneous  tissues  are  extensively  diseased ; 
in  a  third  the  viscera  and  lymphatic  glands,  etc. 

Severe  secondaries  predispose  to  severe  tertiary  symptoms,  though 
this  is  not  an  invariable  rule.  Inefficient  mercurial  treatment,  priva- 
tions, and  probably  alcoholic  abuse  may  be  fairly  given  as  causes  of 
the  development  of  tertiary  lesions  in  a  syphilitic  patient ;  and  chronic 
irritation  and  traumatism  seem  to  have  a  decided  effect  upon  their 
localisation.  We  have  already  expressed  a  strong  belief  that  care- 
ful and  prolonged  treatment  during  the  first  two  years  after 
syphilitic  infection  is  of  great  importance  in  preventing  the  onset 
oi  tertiAry  symptoms ;  but  at  the  same  time,  it  must  be  admitted 
that  in  some  ca»BS  it  f&ik  entirely.  We  will  consider  now  the 
individual  bsiona  of  tei-tiary  syphilis,  roughly  grouping  them  in 
the  orcit^r  of  their  frequency  and  iniporbmce. 

1.  Tertiary  syphilitic  dieease  of  the  bones.  —  The  most 
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typical  form  is  the  sclerosiiiff  osteitis,  or  chronic  inflammation  d 
lx>ne,  periosteum  (and  perhaps  the  medulla),  leading  to  the  fornialion 
of  dense  new  osseous  deposit.^  This  may  be  formed  along  the  whole 
length  of  a  bone,  or  may  occur  as  a  more  localised  swelling,  thco 
termed  a  node.  With  the  thickening  of  the  bone  on  its  outer  aspect 
goes  a  corresponding  diminution  of  the  medullary  cavity,  which  may 
become  entirely  obliterated.  This  syphilitic  osteo-sclerosis  is,  as  a 
rule,  markedly  painful  in  its  early  stage,  and  the  pain  (of  an  aching 

or  boring  charscter) 
may  persist  for  many 
weeks  or  months.  It 
is  nsnally  woise  at 
nighty  when  the 
patient  has  nothing 
else  to  distract  bis 
mind,  and  when  the 
vascular  dilatation  is 
perhapsatitsgreatert. 
But  to  suppose  tbst 
the  noctonial  cha- 
racter of  a  bone-pain 
is  proof  of  its  syphili- 
tic origin  is  absord, 
for  nearly  all  forms 
of  persistent  pain  sre 
worse  at  night  That 
of  syphilitic  osteitis 
is  remarkably  amen- 
able in  most  cases  to 
iodide  of  potassium, 
though  occasionally  it 
is  so  severe  as  to 
call  for  the  additional 


Fig.  82.— Section  throagb  Femur  with  Qammatoaa  Node. 

I  edif«  of 
>uii  fnflltn 


a.  lUimd  re  iomrum:  b,  new  flbroiia  deposit;     . 
ttiine;  d,  ravity  containing  ibick  fluid;  e,  (runinuUuun  fnflltratloB 
of  thr  caurt'llouw  tiMue. 


use  of  opium,  etc  In 
exceptional  eases,  where  the  suffering  is  very  great  and  unrelieved 
by  iodides,  mercur}'  or  other  internal  remedies,  an  incision  through 
the  ])enosteiim  or  trephining  the  bone  itself  may  be  required. 

A  second  form  of  tertiary  bone-disease  is  the  KMBBB^t^v^ 
affecting  either  the  periosteum  or  the  medulla.  If  periosteal,  it  will 
probably  soften  and  break  down  unless  treated,  and  often  producpH 
rounded  or  oval  excavations  in  the  underlying  bone.  On  the  skull 
theHe  smooth-edged  circular  depressions  are  remarkably  characteristic 
of  syphilis  (Fig.  84).  If  central  (starting  in  the  medulla)  it  may  lead 
to  considerable  expansion,  and  perhaps  to  spontaneous  fracture.  If 
in  the  neighliourhood  of  a  joint  the  node,  whether  gummatoua  or 
ossifying,  may  set  up  B}'novitis,  and  is  extremely  apt  to  be  mistaken 
for  a  sarcoma  (Fig.  82). 

Yet  another  form  of  syphilitic  osteitis  is  that  causing  accf  sis 
of  greater  or  less  extent,  the  process  being  usually  a  very  slow  one. 
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It  18  especially  met  with  in  the  palate  and  nasal  bones  and  those  of 
the  cranial  vault 

The    bones    aflected. — These    various    forms — (1)    osteo- 
sclerosis;   (2)    nodes,   either  gummatous    or    ossifying,   or  mixed  ; 


Tig.  8S.— CalTarium  from  a  Cose  of  Tertiary  Syphilis,  with  very  extensive  Caries,  formatioii 
of  rouifh  Bidges  of  Bone,  and  at  one  point  Perforation  of  both  Tables. 


(3)  central  gummata  ;  and  (4)  osteitis,  with  necrosis  or  caries — may 
be  met  with  in  the  same  patient,  affecting  different  bones.  Those 
most  frequently  involved  in  acquired  syphilis  are  : — 

(a)  The  nasal  bones  and  the  septum,  leading  to  falling  in  of  the 
bridge,  perforation  of  the  septum,  and  (whilst  necrosis  is  going  on) 
to  most  offensive  ozaena. 

(b)  The  hard  palate,  causing  perforation  and  communication 
between  the  nose  and  mouth.  This  is  to  be  remedied  by  the  use  of 
an  obturator,  a  plastic  operation  being  rarely  suitable. 

(c)  The  frontal  and  parietal  bones,  much  more  rarely  the 
occipital  (Fig.  83).     Bony  nodes  on  the  frontal,  gummatous  erosions 
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and  pits,  necrosis  of  the  outer  table,  and  occasionally  of  the  whole 
thickness  of  the  calvarium  are  the  chief  forms  met  with.  When 
necrosis  is  present,  there  is  grave  risk  of  meningitis  or  cerebral  abscess 
supervening,  and  as  soon  as  the  sequestrum  becomes  loose  it  should 
be  removed,  for  fear  of  its  keeping  in  the  pus  (Fig.  84). 

(d)  The  clavicles,  femora^  tibiae,  and  the  bones  of  the  fore-arm. 
Nodes  at  the  joint-ends  or  elsewhere  along  the  shaft,  sclerosis  of  the 
greater  part  of  one  of  these  long  bones,  less  commonly  central 
gummata,  are  met  with  in  the  case  of  each  of  them. 

(e)  The  sternum.  Softening  periosteal  nodes,  usually  situated 
on  the  anterior  surface,  form  the  chief  syphilitic  lesion  of  this  bone. 

We  may  note  with  regard  to  these  and  other  bones  that  syphilitic 


Fig.  84.— Upper  Siirfa«e  of  the  Frontal  Bone  of  an  Adult,  showing  a  rounded,  tmooith- 
uiced  depreMion,  the  floor  of  which  wae  formed  by  the  inner  table. 

0.  Tti i 8  had  boon  produced  by  a  pericrnniKl  iiruiuma,and  tbvre  had  1>een  no  nerm^i*  or  suppanitHie. 
A  fiTond  ftiniliAr  excavation,  b,roiiialiitHl  a  small  »oqtte*tnuii,  e,  and  the  »uppormtiun  roaB«l  tbta 
Lnd  led  u*  perforation  of  the  »kull  and  fatal  nienlngiti*. 


nodes  are  often  situated  at  and  involve  tlie  attachment  of  important 
muscles  to  the  bone ;  thus  the  insertion  of  the  niasseter  muscle  to 
the  lower  jaw,  the  origin  of  the  pectoralis  major  from  davicle, 
sternum,  and  ribs,  the  stemo-mastoid  fi*om  the  clavicle,  the  gastro- 
cnemius  from  the  femur,  are  all  rather  favourite  sites  for  such  nodes 
or  gummata.  The  frequent  strain  of  these  muscles  on  the  perioeteum 
has  very  prol)ably  something  to  do  with  this  fact. 

Few,  if  any,  of  the  long  bones  can  be  said  to  be  exempt  from 
syphilitic  lesions.  One  interesting,  but  rare  form  of  disease  of  the 
phalanges  of  lingers  or  toes,  has  been  teimed  gyphiliiie  dacijfliiu. 
In  this  there  is  usually  gummatous  deposit  round  the  phalanx 
(esi)ecially  those  of  the  first  row)  in  connection  with  the  periosteum, 
and  there  may  be  central  or  medullary  disease  as  welL  The  finger 
or  toe  l>ecomes  greatly  swollen,  the  skin  congested  and  ultimaielj 
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giTes  way,  broken  down  gummatous  material  being  discharged 
(perhaps  mixed  with  fragments  of  bone),  until  eventusJly  cicatrisa- 
tion takes  place.  Syphilitic  dactylitis  may  be  due  to  either  the 
acquired  or  the  inherited  disease.  The  accompanying  figure  (Fig.  85) 
is  taken  from  a  case  of  the  latter,  and  shows  the  dwarfing  of  the 
affected  finger,  due  to  absorption  of  much  of  the  phalanx.  It  is  of 
special  interest  from  tubercle 
giving  rise  to  a  closely 
similar  lesion  in  children, 
tubercular  dactylitis  being 
much  more  frequent  than 
syphilitic.  Curiously,  ter- 
tiary syphilis  has  little 
tendency  to  attack  the  verte- 
brse  and  short  bones  of 
tarsus  and  carpus— favourite 

sites   for    tubercular    disease.     Fig.  86.— Hands  of  a  child,  showing  Dwu-any  of 

SyphUitic  dUeaseof  the  spinal         IJ^.SL'DiSju^*"'  *^'  "^'  "' ■"'™" 

cord,    its   dural   sheath  or   its     The  tint  phslaox  had  eHpecially  been  affected,  nnd  ft 
UI^^J  .,.»«»^1«     :«    «.>^11    U,>»»..^  will  b«  noticed  that  tfie  nnger  ia  decidedly  «hort«r 

blood-vessels,   is   well   known  than  the  index  oneb 

and  quite  frequent  compared 

with  the  same  affection  of  the  bones  forming  the  spinal  canal ;  the 

exact  reverse  holds  true  of  tubercle. 

2.  Tertiary  sjrphilitic  diseases  of  the  skin  and  sub- 
cutaneous tissues. — ^This  important  group  includes  the  very 
common  cases  of  (1)  gummatous  and  (2)  serpiginous  ulceration  (the 
so-called  syphilitic  lupus),  and  a  few  cases  of  rupia  and  ecthyma. 
With  the  exception  of  the  last,  to  which  we  need  not  further  allude, 
the  skin  lesions  of  the  tertiary  stage  are  characterised  by  their 
destructive  and  spreading  tendencies,  their  multiplicity  and  asym- 
metry, and  their  amenability  to  treatment  by  iodides,  etc. 

1.  Gummatous  ulcers*— The  stages  leading  to  the  breaking 
down  of  a  subcutaneous  gumma,  and  the  formation  of  an  ulcer  over 
it,  have  been  already  described.  {See  page  406.)  It  must  be  noted  that 
in  some  cases  when  the  patient  comes  under  treatment  the  yellowish- 
white  slough  has  disappeared ;  in  others  there  may  be  marked 
infiltration  of  the  surrounding  tissues,  with  but  little  slough  at  any 
stage.  The  ulcers  may  be  met  with  on  any  part  of  the  body,  but 
most  commonly  on  the  l^;s,  or  on  some  part  of  the  trunk  where 
there  is  much  subcutaneous  tissue,  such  as  the  region  of  the  loins,  or 
over  the  sacrum.  The  buttocks  and  external  genitals  are  other 
not  infrequent  sites. 

The  following  characters  of  these  ulcers  ai-e  of  importance  in  the 
diagnosis : — (1)  History  of  a  swelling  or  lump  preceding  the  forma- 
tion of  the  ulcer ;  (2)  borders  of  ulcer  sharply  cut  ("  punched-out ") 
and  not  much  undermined ;  (3)  edge  rounded  in  outline,  often 
infiltrated,  hard,  and  congested  ;  (4)  base  covered  with  whitish 
slough,  secretion  thick  (unlike  the  discharge  from  a  tubercular  ulcer, 
whidi  is  thin  and  watery) ;  (5)  the  ulcer  yields  (if  not  too  long 
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neglected)  to  local  and  general  anti-syphilitic  treatment^  and  if  onoe 
soundly  healed  shows  little  tendency  to  recur  ;  (6)  the  resulting  aoar 
is  usually  thin  and  supple  (like  tissue-paper),  white  in  the  centre, 
with  often  a  pigmented  margin.  The  amount  of. pigment  which 
remains  will  vary  according  to  the  length  of  time  the  ulcer  perntts, 
and  its  situation.  All  scars,  whether  syphilitic  or  not,  are  most 
pigmented  on  the  lower  extremities,  owing  to  the  venous  congestion 
of  those  parts. 

Tertiary  ulcers  of  the  legs  are  sometimes  exceedingly  difficult  to 


> 


Fig.  86.— Front  of  Knees,  showing  multiple  soars  doe  to  reUpsinff  gnmiBAtoaa  nloers. 

diagnose  from  ordinary  inflammatory  ones,  and  there  is  a  form  of 
scrofulous  ulcer  (known  as  Bazin's  disease)  which  has  most  of  the 
characters  above  given.  In  fact,  there  is  absolutely  no  conclusive 
feature  about  a  syphilitic  ulcer.  The  ^'gummatous  slough"  of 
connective  tissue  may  be  exactly  imitated  in  some  traumatic  ukera, 
or  in  carbuncular  ones.  A  carbuncle  is,  however,  almost  invariably 
very  painful  before  the  skin  gives  way,  whilst  a  gumma  causes  but 
little  pain  as  a  rule,  and  the  former  is  much  more  acute  in  its 
progress. 

The  ordinary  chronic  ulcer  met  with  in  subjects  with  varicose 
veins,  and  liable  to  long  periods  of  standing  at  their  work,  ocean 
chiefly  in  the  lower  third  of  the  leg  ;  syphilitic  ulcers  may  occur  in 
the  upper  third,  or  over  the  calf.  Gummatous  ulcers  are  peculiftriy 
apt  to  occur  about  the  knee-joint  (especially  in  women),  sometimes 
over  other  joints,  such  as  the  elbow.  These  peri-synovial  gummata 
may  cause  lumpy  thickening  of  the  joint-capsule,  and  even  synovial 
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They  are  decidedly  prone  to  relapse.  Fig.  86  shows  the 
due  to  this  cause  in  a  woman  with  tertiary  syphilis, 
_  liad  no  other  gummata,  but  who  had  more  than  one  relapse 
^^fhe  disease  round  her  right  knee-joint,  causyig  considerable 
of  movement  with  some  synovitis. 
CcmpliciUtons  of  syphilitic  ulcers, — If  a  tertiary  syphilitic  ulcer 
on  rapid  destructive  action,  with  foul  sanious  discharge,  and 
looking  edges,  the  term  phagedsena  is  applied  to  it.  Should 
an  ulcer  be  situated  near  a  blood-vessel,  there  is  serious  risk 
hasmorrhage.  Phagedsenic  tertiary  ulcers  are  chiefly  met  with 
Ji  patients  who  are  debilitated  by  the  severity  of  their  syphilis  or  by 
Hlfodicious  treatment,  or  by  alcoholism,  bad  feeding,  etc.  They  may, 
unrever,  occasionally  occur  without  any  such  possible  explanation. 
^  such  as  good  doses  of  quinine,  and  nutritious  diet,  should  be 

ioyed  as  well  as  the  iodides  or  mercury  ;  and  the  vigorous  use  of 
itiaeptic  fomentations  or  baths  will  probably  check  the  destructive 
tendency.  In  some  situations — e.y,  the  buttock  or  vulva — immersion 
tmr  long  periods  in  weak  antiseptic  baths  may  be  required.  lodo- 
fbrm  has  a  considerable  power  in  checking  phagedtena,  and  opium 
given  internally  is  praised  by  some  writers.  Cauterisation  (with  the 
•eid  nitrate  of  mercury)  of  the  base  and  edges  is  reserved  for  those 
which  resist  the  milder  measures  given  above,  and  will  be  very 
dy  required. 
Svperoention  of  epithelioma.  —This  is  only  to  be  feared  in  those 


Fig.    B7.— aerpiKiiiutui   TertUpj    8ji^l»ilide  19ji*bElitic 

Lupin)  ot  ihs  Aral. 
Tb»  »<nlf«  of  tlie  paccli  bu  dc!itfi»a1,  wblliL  tlie  i>diik>  is 


case^  of  tertiary  ulcers  of  the  skin  which 

have  lusted  long — many  monthi^  or  years 

"   -  ^^?^  — ^^d    is   tlecidedly    rare.     In    the    case 

of  the  mucous  membrane  of  the  mouth 

and  tongue,   however,  tertiary  syphilitic 

lesions  show  a  much  greater  tendency  to  pass  into  epithelioma — 

a  most  important  pathological  and  clinical  fact. 

2.  Serpinrinons  tertiary  syphllldes  and  syphilitic  lu- 
pvs. — One  very  characteristic  lesion  takes  the  form  of  a  raised 
infiltration  of  the  skin,  generally  of  a  brownish-red  coloiu',  occurring 
as  isolated  nodules,  which  tend  to  fonn  pustules  or  to  scab  over  their 
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centre.  These  nodules  often  coalesce  later,  and  a  spreading  line  of 
infiltration  is  produced,  which  has  a  crescentic,  annular,  or  hone- 
shoe  shape.  Cicatrisation  may  occur  spontaneously  or  under  treai- 
nient  at  one  part,  whilst  the  disease  spreads  at  its  margins  (henee 
the  term  serpiginous  or  creeping)  (Fig.  87).  Small  choracteriitic 
gummata  may  be  present  at  the  same  time,  but  generally  these  are 
absent,  and  the  resemblance  to  common  lupus  is  very  close.  The 
margin  of  the  nasal  aperture,  the  lips,  and  forehead,  are  particularly 
prone  to  be  affected  with  the  syphilitic  form,  and  sometimes  the 
arrangement  is  exactly  like  that  of  erythematous  lupus,  i.e.  the 
patches  involve  the  nose  and  each  cheek.  But  no  part  of  the  body 
is  exempt,  and  the  back  of  the  trunk,  the  buttocks,  and  the  genital 
regions  are  very  often  affected. 

The  following  chief  points  in  diagnosis  between  common  lupus 
and  its  syphilitic  imitation  may  be  enumerated  : — 


LCPUS  VCLOARZa. 


Age  of  first  (xrcur- 
rcnce. 

Keffion  affected 


Multiplicity 


Form  and  colour,  etc. 


Froffren. 


Scars  left 


Usually  in  childhood  or  under  Adult  life  (in  the 


twenty  years.  (Many  cx- 
(reptions  to  this. ) 
Especially  the  checks  and  nose 
— those  parts  most  exposed 
to  the  air. 


Stphiutic  Ltpcb. 


acquired  syphilis  only). 

May  occur  on  any  pari  of 
the  body,  bat  often 
affects  the  parts  men- 
tioned. 

More  tendency  to  be 
multiple  and  widely 
scattered. 


Generally  oc<-urs  in  one  or  two  I 
XNitches      with,      perhaps, 
satellites  around  them. 

The  lupus  {Mitch  consists  of  a  More  extensive  infiltration. 
number  of  small  nodules,!  often  of  crosoentic  oot- 
pink  and  often  semi-trans-!  line,  and  brownith-ied 
lucent  in  colour  (like  apple-j      or  coppery  in  hoe. 


Other  symptoms,  his- 
tory, etc. 


Very  slowly  destractive;  only 
heals  as  a  rule  after  vigor- 
ous local  treatment,  and 
tends  to  relapse  very  often. 

Perhaps  thick,  tight,  and  con- 
gested; liable  to  ulcerate 
afresh. 

Often  history  of  phthisis  in 
family. 


Extends  much  more  rapidly, 
but  may  heal  ipoo- 
taneoualy  in  parts ;  and 
when  once  cnztid 
not  readily  joLtpse. 

Supple,  thin,  and  white. 


Other  signs  of  aypliQit. 
and  probably  hialary  of 
secondaries  can  be  ob- 
tained. 


It  must  be  admitted  tliat  in  some  cases  the  local  signs  are  qvilB 
insufficient,  and  that  the  effect  of  treatment  must  be  tried  to  wM-pI"^ 
the  diagnosis.  A  few  weeks'  administration  of  oomlnned  meicaij 
and  iodides  with  the  use  of  iodoform  or  oleate  of  mercury  ointa 
locally,  will  usually  cause  syphilitic  lupus  to  heal  entirely ;  but  ] 
and  then  it  is  necessary  to  cauterise  the  patchesi  whiUt  in  m 
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inveterate  cases  all  treatment  fails.  The  serpiginous  character  may 
be  extremely  marked.  Thus,  I  have  known  a  ring  of  syphilitic 
infiltration  steadily  spread  up  from  the  foot  to  the  groin,  leaving 
beliind  it  an  extremely  thin  scar,  or  hardly  altered  skin. 

IVInltiple  subcutaneous  ipnniniata. — Occasionally  we  meet 
with  very  numerous  subcutaneous  gummata,  in  their  early  stage 
firm  and  resembling  fibromata  or  the  ** rheumatic  nodules'';  later 
softening,  and  suggesting  chronic  pyaemic  abscesses.  They  may  also 
be  very  hard  to  distinguish  from  small  lipomata  or  tibro-lipomata, 
except  hy  the  history  of  their  short  duration. 

3.  Tertiary  syphilis  of  the  mucous  membranes.— It  is 

a  remarkable  fact  that  whilst  the  mucous  membrane  and  submucous 
tissue  of  the  mouth,  pharynx,  tongue,  and  rectum  are  very  commonly 
involved,  the  intervening  stomach  and  intestinal  tract  are  haitily  ever 
affected  by  tertiary  syphilis.  The  same  immunity  extends  to  the 
bladder,  and  perhaps  the  urethra  in  both  sexes.  The  larynx  is  often 
the  seat  of  gummatous  or  other  tertiary  disease  ;  the  trachea  and 
bronchi  only  very  rarely. 

1.  The  lips  and  buccal  mucous  membrane. — Here 
we  meet  with  either  gummatous  ulcers  or,  more  commonly,  very 
chronic  white  patches,  often  accompanied  by  superficial  fissures 
or  scars.  The  former,  if  they  involve  the  lower  lip,  may  require 
most  careful  diagnosis  from  epithelioma.  The  latter  are  chiefly 
to  be  mistaken  for  the  white  patches  produced  by  constant 
smoking,  combined,  perhaps,  with  the  abuse  of  spirits.  Here, 
as  in  the  case  of  the  tongue  and  throat,  it  often  happens  that 
tobacco,  alcohol  and  syphilis  have  combined  to  produce  the  result. 
The  white  patches  referred  to  (the  so-called  leukoplakia)  consist 
essentially  in  thickening  of  the  epithelium  (which  is  sometimes 
almost  warty),  with  small-celled  infiltration  and  subsequent  fibrous 
sclerosis  of  the  sub-epithelial  layer.  They  occur  in  the  secondary, 
as  well  as  the  tertiary,  periods,  and  are  extremely  persistent  Side 
by  side  with  the  white  patches  there  may  be  bald  areas,  in  which 
the  epithelium  is  very  thin;  and  hence  the  readiness  with  which 
fissures  or  ulcers  occur.  There  is  a  grave  risk  of  epithelioma  super- 
vening, especially  in  the  condition  of  general  leukoplakia  of  the 
tongue  (wrongly  termed  ichthyosis  linguse),  in  which  the  whole  of 
the  dorsum  looks  as  though  coated  with  layers  of  white  paint.  This 
condition,  whether  due  mainly  to  syphilis  or  not,  nearly  always 
ends  in  cancer. 

2.  Oummata  of  the  toninne,  palate,  and  ptMursnageal 
vrall* — The  ulcers  produced,  and  the  subE?et|U6iit  B^arring,  may 
cause  deep  puckering  of  the  tongue,  loss  o£  the  soft  palate,  adh^fiiona 
of  the  latter  to  the  pharynx,  so  as  almost  entirely  to  simt  off 
the  nose  from  the  throat,  and  much  narrowing  of  the  pharyngeal 
aperture.  Fibrous  stenosis  or  striotare  from  syphilk  m  not  ofteo  mel 
with  lower  than  the  cricoid  cartilage,  tiioiigh  undoubtedly  a  few  < 
of  cesophageal  stricture  are  due  to  this  eau«e.  0  w mmat^  ^f  Uie  ( 
are  chiefly  met  with  on  the  dommi,  whiUt  epithelioma  atid  i 
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ulcers  are  perhaps  moat  common  aloug  the  iiiArgitifi.  For  other  pointi 
in  the  cliAgnoeb  we  must  lefer  to  thw  Articl**  Os  the  ToJUiiK 
(Art.  XLV.  Vol  IL),  Sornetimew  syphilitic  diaeiiiie  of  the  pniaU* 
reaembtes  ordinary  lupus,  but,  i«  a  rule,  the  dt^truction  i%  much 
greater,  and  anything  like  a  gurniiia  doe«  not  occur  in  true  tupua 

Guinmata  at  the  back  of  the  pharynx  may  have  their  origin  in 
the  deep  tissues  immeiliat'ely  in  front  of  the  veii;ebr»;,  and,  aJi  thry 
soften  and  bulge  forwards  the  mui^ous  meinbmne,  may  readily  W 
mistaken  for  poat-pharyngeal  abscess.  It  is  miist  important  to 
diagnose  them  correctly,  as  treatment  with  iodides  will  probably  eibet 
their  complete  absorption,  without  having  recourse  to  the  weal  pel 

3.  Terliary  syiiliills  f»f  tlie  I  a  rynic.  ^-Although  attacked 
less  than  half  as  often  as  tlie  pharynx,  tlie  larynx  is  nut  iufrt^tiently 
the  seat  of  tertiary  syphilitic  disease,  nmnifestecJ  in  the  foUowtng 
chief  forms :  — 

(1)  Patches  of  hyperplanic  infiltration,  occumng  inainiy  in  ths 
epiglottis  and  the  aryteno-epiglottidean  folds,  usually  going  on  to 
ulceration. 

(2)  Gummata  in  the  same  positions,  breaking  down  early,  unleia 
alji^orljed  by  treitttnent,  but  sometimes  attaining  the  sijse  of  a 
egg  before  they  ulcerate. 

(3)  Perichondritis,  whicli  atfectH  the  epiglottis,  the  ar^^ten 
cartilages,  or  even  the  cricoid  ami  thyroid.  It  is  a  mmt  dangerous 
form,  as  it  is  apt  to  cause  neorosis  of  part  or  the  whole  affocted 
cartilage,  which  may  then  cause  death  by  beooming  impacted  in  the 
rima  glottidts. 

(4)  Stenosis  or  stricture  of  the  laryngeal  aperture  luay  folkiw 
either  of  the  preceiJing  lesions,  and  may  neoessitate  Uryugotomy  or 
tracheotomy. 

(5)  Paralysis  of  one  or  more  laryngeal  muscles  oocasionally  remilta 
from  tertiary  syphilitic  disease  of  the  nerves,  or  the  muscloa  them- 
selves.      It  is,  compared  with  the  preceding  affections,  very  rare. 

The  importance  of  the  correct  dia^ttont  of  these  afle<!tions  oamioi 
be  exaggerated,  since  early  treatment  may  not  only  wani  off  the  risk 
of  death  from  acute  cedema  glottidis  (a  danger  which  eonatantly 
tkrf^tens  the  subjects  of  ulcerative  laryngitis ^,  but  may  prevent  the 
voice  from  being  permanently  damaged.  The  chief  points  in  diatin* 
guiehiag  them  from  tubercfUar  and  epiU^ionuUatts  l^ntu^ti^  are  : — 

{a)  The  pronenesa  of  the  epiglottis  and  arytenoid  folds  tQ  W 
involvcnl,  and  for  comparatively  rapid  and  dee))  ulceration  to  occur 
(in  tubercular  laryngitis  the  ulcers  are  generally  su[)erficial  and 
numerous,  and  often  affect  the  vocal  cords,  the  surrounding  mucooa 
liieinhrane  being  pale  and  thickened). 

(6)  The  absence  of  nodules  of  growth  round  the  ulcer,  a*  in 
epithelioma,  which,  moreover,  often  starts  on  the  back  ol  \hm 
arytenoid  cartilage,  and  hence  causes  early  dysphagia  and  pain* 

(e)  The  patient  attacked  with  tertiary  laryngitis  is  often  in  the 
prime  of  life,  and  shows  no  sign  of  diseased  uf  the  lungs,  which  ao 
reiy  frequently  aooompaniea,  and  often  precede^  tubei-cular  laryngitia. 
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It  must  be  noted  that  these  elements  in  the  diagnosis  are  some- 
times deceptive,  and  that  nothing  but  a  careful  examination  of  the 
previous  history,  and  the  results  of  anti-syphilitic  treatment,  may 
decide  the  matter. 

Mention  has  been  made  of  the  fact  that  mucous  or  erythematous 
patches  are  met  with  in  the  larynx  during  the  secondary  stage,  but 
they  are  of  trifling  importance  compared  with  the  dangers  of  tertiary 
ulcers  and  gummata.  Ulcers  and  stenosis  of  the  trachea,  and 
gummata  in  the  lungs  and  bronchial  glands,  have  been  met  with 
occasionally,  but  they  are  extremely  rare,  in  comparison  with  tuber- 
cular disease  of  the  same  organs.  Gummata  of  the  lungs  affect 
rather  the  lower  parts — perhaps  round  the  main  bronchi — than  the 
apices.  Gummatous  disease  of  the  bronchial  and  mediastinal  lym- 
phatic glands  has  more  than  once  caused  death  by  pressure  on, 
and  obliteration  of,  the  supeiior  vena  cava,  etc. 

4.  Tertiary  disease  of  the  rectum. — The  frequency  of  this 
is  much  disputed,  especially  with  regard  to  the  cases  of  fibrous 
stricture,  which,  as  is  well  known,  is  more  common  in  women  than 
in  men ;  and  in  the  former  the  history  of  syphilis  may  be  very 
difficult  to  obtain,  and  the  result  of  giving  iodides  (when  once  a 
tough  stricture  has  been  formed)  practically  niL  Nevertheless, 
we  believe  that  tertiary  syphilis  is  the  most  important  cause  of 
non-malignant  stricture  of  the  rectum,  and  the  lesions  which  may 
ultimately  produce  it  are  well  recognised.  In  the  body  of  a  girl 
dying  in  the  Lock  Hospital  (with  no  rectal  symptoms)  I  have 
seen  a  huge  gumma  almost  tilling  the  pelvis  and  completely  sur- 
rounding the  rectum.  The  result  of  such  a  gumma,  had  the  patient 
lived,  would  certainly  have  been  considerable  narrowing  of  the 
rectum.  More  commonly  the  rectal  wall  (muscular  and  submucous 
coats)  is  intiltrated,  with  more  or  less  ulceration  of  the  mucous  coat. 
When  this  infiltration  commences  outside  the  anus,  and  spreads 
within  it,  the  term  ano-rectal  syphiloma  is  given  to  the  condition, 
which  may  come  on  during  the  late  secondary  or  the  tertiary  stage. 
In  any  case  syphilitic  stricture  of  the  i-ectum  is  practically  always 
low  down,  within  easy  reach  of  the  finger.  It  is  often  complicated 
with  hiemorrhoids,  sometimes  with  ischio-rectal  abscess  and  tistulse. 
In  its  treatment,  besides  the  use  of  "  specifics "  internally,  the 
frequent  application  of  some  mercurial  ointment,  or  of  iodoform 
locally  whilst  ulceration  exists,  is  of  value ;  and  when  fibrous  narrow- 
ing has  occurred,  tlie  daily  passage  of  a  well-oiled  flexible  rectal 
bougie  may  obviate  the  necessity  of  an  operation.  Should  the  latter, 
however,  be  required,  linear  proctotomy  (a  thorough  division  in  the 
posterior  direction — i,e,  towards  the  coccyx)  is  worthy  of  trial. 
Inguinal  or  lumbar  colotomy  is  the  final  resort  of  the  surgeon  in 
very  bad  cases. 

5.  Tertiary  disease  of  the  external  gfenitals.— In  the 
male  sex  the  penis  and  adjoining  parts  may  be  attacked  with  gumma- 
tous ulceration,  which  is  especially  liable  to  start  in  the  glans  penis, 
and  to  destroy  this  and  the  pi*epuce.     In  the  female,  the  labia  and 
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even  the  vagina  may  suffer  severely  ;  and  in  both  sexes,  the  tertiarr 
ulcers  may  take  on  phagedenic  action.  The  mistake  is  readily 
made  of  diagnosing  these  ulcers  as  primary  venereal  sores,  thou^ 
the  presence  of  a  typical  gummatous  slough  may  prevent  thin 
error. 

4.  Tertiary  disease  of  the  nervous  system. — Some  men- 
tion must  here  be  made  of  some  of  the  most  common  lesicMDS. 
although  they  form  so  large  and  important  a  chajiter  in  the 
history  of  tertiary  syphilis,  that  the  reader  nmst  be  referred  to 
works  on  medicine  for  their  full  consideration. 

lioeomotor  ataxia  is  one  of  the  most  frequent  diseases  of  thtf 
nervous  system  due  directly  or  indirectly  to  syphilis ;  in  fiact, 
according  to  Foumier  and  othei*s,  a  history  of  previous  sjrphilis 
can  be  obtained  in  from  50  to  70  per  cent,  of  its  subjects.  Usually 
many  years  elapse  between  the  secondary  stage  and  the  onset  ol 
tabes  dorsalis,  which  may  develop  by  various  symptoms,  such  u 
lightning  pains,  inco-ordination  of  movement  in  walking,  oculo- 
motor })aralysis,  bladder  or  rectal  trouble,  Charcot's  disease  of  the 
joints,  etc.  Atrophy  of  the  optic  nerve  may  precede  the  more  usual 
symptoms  of  tabes  A  steady  progress  from  bad  to  worse  is  the 
nile,  even  though  there  be  a  clear  histoiy  of  syphilis  and  carefol 
mercurial  and  iodide  treatment  be  carried  out ;  but  now  and  then 
very  good  results  follow  a  prompt  resort  to  these  remedies. 

Chronic  spinal  meningitis,  myelitis,  or  gamHiata 
pressing  on  the  cord  are  other  lesions  due  sometimes  to  syphilitic 
disease,  and  more  or  less  complete  paraplegia  below  the  level  affected 
is  usually  the  result.  Recovery,  complete  and  permanent,  has  been 
observed  in  many  cases  under  thorough  anti-syphilitic  treatmeiKt, 
though  in  most  the  prognosis  must  be  very  guarded. 

Witbin  tbe  cranium  we  have  to  notice  the  following : — 

1.  Gummata  pressing  on  some  part  of  the  brain,  starting  from 
its  bony  case,  or  from  the  meninges  (pia  or  dura  mater),  and  caosinf 
symptoms  which  vary  with  the  exact  site  and  the  amount  of  corticil 
substance  pressed  upon  and  infiltrated. 

2.  Chronic  meningitis,  perhaps  affecting  the  sheaths  of  the 
cerebral  nerves,  or  occurring  in  a  patch  upon  the  surface  of  the 
brain,  most  commonly  at  the  base. 

3.  Disease  of  the  cerebral  arteries,  leading  to  their  narrowing  or 
thrombosis,  or  to  aneurysm  (sometimes  multiple). 

4.  Neuritis,  especially  of  the  optic  and  ocular  nerves  (third, 
fourth,  and  sixth),  which  may  be  secondai-y  to  the  lesions  nwii- 
tioned  under  the  headings  1  and  2,  or  may  occur  independently 
of  them.  Of  all  the  cranial  nerves,  those  passing  through  the  wall 
of  the  cavernous  sinus  are  most  often  attacked,  the  seventh  and 
succeeding  nerves  the  least. 

Clinically,  tertiary  syphilis  is  frequently  I'esponsible  for  hemi- 
plegia, for  epilepsy  or  epileptiform  convulsions,  for  paralysis  ol 
special  ner\'es :  whilst  its  share  in  a  form  of  general  paralysis  and 
of  insanity  is  not  thoroughly  established,  but  very  probable. 
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Congenital  syphilis  undoubtedly  leads  to  a  considerable  number 
of  cases  of  idiocy. 

6.  Tertiary  disease  of  various  viscera.— There  is  no  viscus 

which  may  not  be  the  site  of  gummatous  disease,  the  liver  and 
testicle  being,  perhaps,  the  most  often  involved.  Space  will  not 
allow  here  of  a  due  consideration  of  this  very  important  subject ; 
and  as  regards  the  testicle,  thu  reader  must  be  referred  to  the 
section  on  its  diseases.  In  the  liver,  gummata  may  attain  such  a 
size  as  to  be  perceptible  as  rounded  masses  through  the  abdominal 
wall,  and  may  be  mistaken  for  malignant  growths,  etc. 

They  very  rarely  break  down,  unlike  gummata  in  more  super- 
ficial structures,  and  under  treatment  may  be  completely  absorbed, 
leaving  large  puckered  cicatrices  in  the  viscus.  Great  enlargement 
of  both  liver  and  spleen  is  not  infrequently  met  with  in  tertiary 
syphilis,  and  may  be  attended  with  ascites.  Gummata  in  the  heart 
wall  have  occasionally  led  to  a  fatal  issue,  and  they  may  occur  in 
the  lunySy  simulating  tubercular  phthisis.  Tertiary  disease  of 
lymphatic  glands  is  not  very  rare,  and  is  singularly  apt  to  lead 
to  an  erroneous  diagnosis ;  it  is  of  particular  importance  when  affect- 
ing the  mediastinal  region,  where  by  pressure  on  the  large  vessels 
it  may  cause  grave  symptoms. 

The  pancreas,  kidneys,  and  supra-renal  capsules  are  of  all  the 
solid  viscera  the  least  often  affected  by  tertiary  syphilis.  Lardaceous 
or  amyloid  disease  of  liver,  spleen,  kidneys,  etc.,  may  be  indirectly 
due  to  tertiary  syphilis. 

The  treatment  of  tertiary  sjrphilis. — Tlie  most  important 

drug  in  the  ti*eatment  of  the  various  symptoms  due  to  tertiary 
sjrphilis  is  unquestionably  iodide  of  potassium.  It  is  most  effective 
in  cases  of  gummata  or  gummatous  ulceration,  least  so,  perhaps,  in 
those  of  arterial  disease  or  of  long-standing  bone  trouble.  It  must 
be  given  in  increasing  doses,  freely  diluted,  and  it  is  best  tolerated  if 
combined  with  carbonate  of  ammonia  (e,g.  in  the  form  of  aromatic 
spirits  of  ammonia).  The  most  striking  differences  are  met  with  in 
the  tolerance  of  iodides  ;  some  patients  suffer  from  iodism  (marked 
depression,  coryza,  pustular  eruptions  on  the  skin,  etc.),  with  such 
small  amounts  as  ten  grains  in  the  day,  others  can  take  three,  six, 
or  even  twelve  drachms  daily  with  beneBt.  The  iodides  of  sodium 
and  ammonium  may  be  given  with,  or  to  a  large  extent  instead  of, 
the  potassium  salt ;  whilst  less  liable  to  depress  they  are  apparently 
uot  quite  so  effective  as  the  latter. 

For  symptoms  of  the  "  intermediate  *'  stage,  and  for  many  of 
those  of  the  definitely  gummatous  type,  it  is  advisable  to  give 
mercury  as  well  as  the  iodide,  and  this  may  be  done  in  the  form  of 
the  liquor  hydrargyri  perchloridi,  of  mercury  and  chalk  pills,  or  by 
inunction.  The  green  iodide  is  not  to  be  recommended,  as  it  is 
extremely  apt  to  cause  diarrhoea,  gastric  pain,  etc.  It  is  best  to 
persevere  wijJi  the  treatment  for  some  few  weeks  or  even  months 
after  the  symptoms  have  cleared  off*,  and  some  authorities  recommend 
that  a  mercurial  course  should  alternate  with  or  follow  the  iodide  one. 
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The  patient  whilst  under  treatment  should  be  strictly  temperate 
in  his  mode  of  life,  especially  as  regards  alcohol,  and  whilst  under 
iodides  should  clothe  warmly  and  avoid  all  risk  of  catching  cold. 
It  is  generally  advisable  to  take  the  drug  shortly  after  a  meaL 
The  local  treatment  of  lesions  of  the  mouth,  skin,  etc.,  has  been 
already  indicated.  Iodoform,  iodol,  calomel  in  powder  are  all  useful; 
whilst  for  the  skin  ulcers  the  red  oxide  of  mercury  ointment,  the 
oleate,  the  yellow  oxide  or  the  dilute  nitrate  of  mercury  ointmi^t 
may  be  mentioned.  As  regards  the  prognosis,  very  much  depends  on 
the  date  at  which  the  treatment  is  begun  and  the  thoroughness  with 
which  it  is  earned  out  Syphilitic  disease  of  the  brain,  especially 
when  due  to  vascular  lesions,  is  perhaps  the  least  hopeful  ;  but  even 
here  complete  and  permanent  cures  ai*e  not  unknown.  Some  patients 
unfortunately  can  take  neither  iodides  nor  mercury,  but  these  casei 
are  quite  exceptional.  Tonics,  country  or  sea-air,  and  careful  dieting 
have  each  their  place  as  adjuvants  in  the  treatment  of  tertiary 
syphilis. 

INHERITED   SYPHILIS 
Phenomena  of  inherited  sjrphilis.— Syphilis  when  inherited 

from  one  or  other  parent  by  the  offs])ring  must  be  regarded  as  prae- 
tically  the  same  disease  as  when  acquired.  It  observes  the  same 
stages,  many  of  the  symptoms  are  identical  in  the  two  cases,  and 
the  same  parts  of  the  body — e.ff.  the  long  bones,  and  those  of  the 
cranium,  the  iiis,  the  skin — are  very  commonly  affected  in  the  ooorse 
of  inherited  as  in  acquired  syphilis.  Further,  it  would  seem  that 
the  subjects  of  the  inherited  form  have  a  certain  amount  of  im- 
munity from  contracting  syphilis  again.  But  some  lesions  due  to 
the  former — such  as  interstitial  kemtitis — are  almost,  if  not  entirely, 
confined  to  inherited  or  congenital  syphilis  ;  and  on  the  whole,  the 
tertiary  symptoms  of  the  latter  are  decidedly  less  amenable  to  treat- 
ment than  those  of  the  acquired  disease. 

The  inlieritance  may  be  through  the  father  or  the  mother,  or  both. 
If  the  mother  have  suffered  severely  from  syphilis,  there  will  be  a 
stix>ng  tendency  to  abortion  or  premature  birth,  and  this  tendency 
may  last  through  many  years.  As  a  rule,  it  gradually  dies  out  The 
effect  of  mercurial  treatment  is  most  marked  in  these  cases.  Often 
it  happens  that  a  woman  contracts  syphilis  whilst  pr^nant;  if 
mercury  be  promptly  and  continuously  given,  the  child  may  go  to 
full  time,  and  even  present  no  symptoms  of  syphilis  after  birth.  As 
regards  the  father,  it  has  been  already  stated  that,  provided  proper 
mercurial  treatment  be  carried  out  for  eighteen  months  or  so,  it  ii 
fairly  safe  for  a  man  to  marry  after  two  years  have  elapsed  from  the 
appearance  of  the  last  symptom  of  syphilis;  at  the  same  time,  it  is 
wise  to  wait  considerably  longer,  if  }K)S8ible. 

Collet's  la^'.  —  A  very  curious  fact  is  occasionally  observed 
where  the  husband  has  lately  had  syphilis,  and  his  child  clearly  in- 
herits the  disease — namely,  that  the  mother,  although  presenting 
little  or  no  evidence  of  syphilis  herself,  may  yet  suckle  her  infected 
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infant  with  impunity.  Colles,  of  Dublin  (who,  in  1837,  first  called 
attention  to  this  immunity  of  the  mother),  wrote : — **  1  have  never 
seen  or  heard  of  a  single  instance  in  which  a  syphilitic  infant  (although 
its  mouth  be  ulcerated)  suckled  by  its  own  mother  had  product 
ulceitition  of  her  breast ;  whereas,  very  few  instances  have  occurred 
where  a  syphilitic  infant  had  not  infected  a  strange  or  hired  wet- 
nurse  who  had  been  previously  in  good  health." 

The  supposed  exceptions  to  "Colles's  law"  are  so  few  and  so 
dubious  that  an  absolute  rule  of  practice  may  be  laid  down  that 
a  syphilitic  infant  should  be  reared  at  its  mother's  breast,  and 
that  no  danger  to  the  mother  is  to  be  feared.  The  explanation 
probably  lies  in  the  fact  that  through  the  placental  circulation 
tlie  mother  is  really  infected,  it  may  be,  with  a  very  mild  type 
of  syphilis  ;  for  a  considerable  number  of  these  cases  do  show 
ultimately  some  symptoms — such  as  bone-pains  or  nodea  In  those 
who  remain  healthy  throughout  we  can  only  assume  that  an  immunity 
has  been  conferred  without  obvious  infection.  Supposing  that  there 
are  strong  reasons  against  the  mother  suckling  her  syphilitic  infant, 
the  latter  should  then  be  brought  up  by  hand,  and  on  no  account 
should  a  wet-nurse  be  employed.  The  most  disastrous  results  have 
followed  the  neglect  of  this  precaution,  as  syphilitic  children  suffer  so 
often  from  stomatitis  or  mucous  patches  of  the  mouth,  that  contagion 
through  suckling  may  occur  with  the  gi*eatest  ease. 

Syphilitic  disease  of  the  placenta  is  a  well-established  and  frequent 
occurrence,  and  may  lead  to  abortion,  to  death  of  the  foetus  in  utero, 
or  to  premature  birth.  In  this  way  congenital  syphilis  is  responsible 
for  an  enormous  mortality,  as  exemplified  by  the  following  statistics : — 
Out  of  330  pregnancies  (one  or  both  parents  showing  signs  of  recent 
syphilis)  191,  or  58  per  cent.,  resulted  in  abortion,  still-birth,  or  death 
of  the  child  within  six  months.  Examination  of  these  cases  generally 
reveals  extensive  disease  of  the  viscera,  bones,  etc.  Diffuse  infiltra- 
tion of  the  liver,  lungs,  or  spleen  with  small  cells,  and  the  formation 
of  lowly  organised  fibrous  tissue,  which  may  go  on  to  produce  cirrhosis 
of  the  organ,  are  the  chief  lesions  met  with.  In  foetuses  bom  dead  of 
syphilitic  parents,  the  liver  and  spleen  are  often  enlarged  and  almost 
diffluent.  In  the  long  bones  the  epiphyses  may  be  detached  by  inflam- 
mation about  the  epiphysial  discs,  or  there  may  be  marked  signs  of 
periostitis  in  these  bones  or  those  of  the  skull-vault.  A  bullous 
eruption  is  occasionally  present  on  the  skin  ;  but,  as  a  rule,  the  latter 
LB  only  affected  if  the  child  lives,  and  after  an  interval  of  from  one  to 
three  months  from  birth.  It  seems  that  some  infants  escape  any 
symptoms  during  the  first  year,  and  yet  in  after-life  develop  inter- 
stitial keratitis  or  other  imdoubted  evidence  of  inherited  syphilis, 
though  in  most  of  these  cases  probably  the  early  lesions  have  been 
overlooked.  At  any  rate,  it  is  an  important  rule  that  the  syphilitic 
child,  during  the  first  few  months,  nearly  always  shows  signs  of  the 
taint,  the  most  common  being  the  following  : — 

1.  fimptions  on  th^  sklo.~A  roseola}'  or  a  papular  eruption 
(especially  on  the  buttock,  genitals,  and  lower  limbs),  sometimes  an 
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ecthymatoiis  or  bullous  syphilide.     The  syphilitic  eiytlieniatoiL^.  and 
lichenoid  eruption  just  mentioned — the  most  frequent  early  sign  of 

congenital  syphilii 
— eiipecially  aiSectt 
those  parts  which 
are  so  coninionly  the 
site  of  eczenia  intH-- 
trigo  and  of  licbtn- 
eczenia  in  infants; 
hence  much  diffi- 
culty in  diagnosis. 
The  more  copptr- 
coloured  the  spots, 
and  the  more 
marked  the  infih  ra- 
tion of  the  skin,  the 
greater  are  the 
chances  of  the  eru lo- 
tion being  due  to 
syphilis.  Large 
smooth-topped  shiny 
papules  of  a  reddish- 
brown  colour  on  the 
buttocks,  scrotum, 
etc.,  are  very  clu- 
racteristic  of  the 
disease.  Round  the 
anus,  at  the  inguinal 
folds,  round  the 
mouth,  and  else- 
where, if  the  papulei 
are  kept  m<HSt, 
condylomata  anr 
very  apt  to  deTel(^ 
(Fig.  88).  We  may 
see  the  mouth  com- 
pletely encircled  by 
well-delined  condy- 
lomata or  mucons 
patches,  and  the 
healing  of  these,  or 
of  syphilitic  fissoTMi 
may  leave  a  yer- 
manent  witness  to 
syphilis  in  the  form 
of  fine  sciirs,  which  radiate  from  thf  mouth  across  the  lips,  und 
especially  from  the  conimissui-es.  A  word  of  warning  must  he  gi^TD 
against  taking  these  radiating  scai-s  in  Jater  years  as  conclusive.  t*f 
severe  eczema  with  fissures  in  unhealthy  infants  may  occasionallj 


Fig.  88.— Condylomata  «>ii  the  Serotuiii  and  nrouud  the  Anns, 
with  Buperncial  Ulceration  of  the  Buttock.  (From  a  cose 
of  couKenital  HyphiliK.  nhowinir  the  refcions  very  frequently 
affected  dnriuK  th»*  first  few  naoutlm  after  birth.) 
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prod  ace  a  similar  appearance.  Excoriations  or  mucous  patches 
ix>und  the  anterior  nares  and  the  eyes  are  also  very  common  in  con- 
genital syphilis  (Fig.  89).  With  regard  to  the  bullous  eruption  (so- 
called  pemphigus),  it  may  be  taken  as  a  sign  of  severe  constitutional 
depression,  and  although  under  mercurial  treatment  these  children 
not  infrequently  recover,  they  moi-e  conmaonly  die  in  a  marasmic 
condition.  Occasionally  a  child  is  born  with  a  bullous  or  other 
syphilitic  eruption  on  its  skin,  but  this  is  rare,  and  nearly  always 
the  erythema  or  lichen  first  develops  a  few  weeks  after  birth. 
Pemphigus  in  infants  is  not  always  syphilitic.  It  is  said,  however, 
tliat  if  it  affects  the  palms  and  soles  it  is  always  so. 

Amongst  the  rarer  forms  of  skin  eruption  we  may  note  an 
ecthyma  or  large  pustular  sores,  purpura,  and  tubercular  or  gum- 
matous nodules  starting  in  the  subcutaneous  layer,  involving  the 
skin,  and  perhaps  ulcerating. 

Sometimes  with  the  eruption  goes  falling  of  tJte  Jutir,  though  this 
is^  of  course,  less  obvious  than  in  adults,  and  the  whole  skin  may  be 
withered,  sallow  or  earthy-coloured,  and  wrinkled,  so  that  an  "  old- 
man  expression''  may  be  produced.  It  is  remarkable  in  these  cases 
to  see  the  effect  of  judicious  mercurial  treatment,  the  infant  putting 
on  fat  and  the  skin  becoming  of  a  healthy  tint  and  consistence.  At 
the  same  time,  it  is  most  important  to  bear  in  mind  that  a  syphilitic 
infant  may  be  plump  and  heal  thy -looking  during  the  first  few  months 
after  birth,  for  this  fact  partly  accounts  for  the  unfortunate  cases  of 
transference  of  syphilis  by  vaccination. 

2.  AflecUons  of  the  mucous  membranes. — These  have 
a  special  importance  and  interest  in  inherited  syphilis.  Mucous 
IHUcluiB  are  common  on  the  lips,  tongue,  etc.,  but  symmetrical  ulcers 
oil  the  tonsils  are  rarely  seen,  compared  with  the  corresponding  stage 
of  acquired  syphilis.  On  the  other  hand,  a  general  diffused  siomaJtitis 
and  inflammation  of  the  nasal  mucous  membrane  (neither  of  which 
is  at  all  frequent  in  secondary  acquired  syphilis,  apart  from  the 
over-use  of  mercury,  which  produces  quite  a  different  form  of 
stomatitis)  are  often  met  with.  This  stomatitis  is  often  considered 
to  be  "  thrush  "  by  the  mother,  and  it  may  have  a  most  injurious 
effect  upon  the  develaping  teeth.  The  temporary  set  may  fail  to 
develop,  or  decay  and  fall  out  soon  after  they  are  cut,  owing  to  the 
injury  to  their  enamel,  and  those  permanent  teeth  which  ai'e  nearest 
the  surface  during  the  first  few  months — namely,  the  upper  central 
incisors  and  the  first  molars — may  be  so  aft'ected  in  their  growth  as 
to  show,  later,  features  characteristic  of  congenital  syphilis.  These 
will  be  describetl  later  (Fig.  91).  The  rhinitis  or  muco-purulent  in- 
flammation of  the  nasal  mucous  membrane  causes  marked  obstruc- 
tion in  breathing  and  suckling ;  the  infant  "  snuttles  "  at  every  deep 
inspiration,  and  the  gix)wth  of  the  nasal  bones  is  seriously  interfered 
with.  If  long  persisting,  the  inflammation  may  lead  to  necrosis  of 
the  delicate  bones  forming  the  nasal  walls  and  to  oza;na,  though  these 
symptoms  are  usually  met  with  at  a  later  period.  In  any  case, 
whether  actual  necrosis  occurs   or   not,  the   nasal    bridge  fails  to 
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develop,  and  one  of  the  commonest  signs  of  congenital  ftyphilis  in 
later  life  is  a  flattened  or  sunken  nose.  From  a  similar  cause  the 
nasal  septum  fails  to  develop  normally  and  the  palate  is  oonsequentlT 
often  high  and  arched  (though  this  condition  is  by  no  means  con- 
clusive of  syphilis). 

A  peculiar  fonn  of  superficial  glossitis  must  be  alluded  to  here ; 

it    consists   of    bald 
pfttclies     with    well- 
deli  ued  circinate  mar- 
giii^s,     the    area    in- 
volved changing  from 
day  to   day,  so  that 
th<?  term  "  wandering 
rash  "  is  applied  to  it 
This    curious    lesion 
(it    can     hardly    be 
called  a  disease)  watt 
claimed  by  M.  Parrot 
&»  occurring  only  in 
congenital    syphilitic 
infants  and  children, 
but  this  is  certainly 
untrue,   and  it   may 
be       doubted 
whether  it  has 
any  direct  con- 
nection    with 
syphilis. 

3.  Aflec- 
tions  of  tiM 
bones* — ^The 
effect  of  the 
syphilitic  poi- 
son  upon  the 

nutrition  of  the  comparatively  soft  developing  bones  of  young 
children  leads  to  changes  in  the  secondary  stage — i.e.  during  the 
tirst  two  years — which  have  no  parallel  in  the  acquired  disease  of 
adult  life. 

Cranioiabes. — By  this  tenn  is  understood  a  thinning  of  the  flat 
bones  of  the  ci-anial  vault,  ])articularly  the  parietals  and  occipital. 
which  occurs  in  somewhat  circular  patches  which  may  coalesce. 
No  necrosis  ever  occurs,  but  the  place  of  the  bone  may  be  wholly 
taken  by  fibrous  tissue,  and  the  affection  is  obviously  a  defect  of 
nutrition  of  the  bone,  aided  by  pressure  of  the  child's  head  as  it  lies 
in  bed  or  on  the  nurse's  arm,  since  craniotabes  is  almost  confined  to 
the  posterior  regions  of  the  skull-vault.  It  may  be  detected  by  the 
surgeon  pressing  his  fingei*  over  this  part  whilst  holding  the  head 
steady,  a  characteristic  sensation  of  denting  will  be  felt  as  the  ftoft 
patch  is  depressed,  which  is  compared  to  that  of  a  thin  tin  box. 


Fig.  89.— Severe  Eruption  on  tlie  Face  of  an  Infant  with  Congenital 
Syphilis,  having  an  annular  or  gyrate  outline. 

Noie  its  occurrence  nt  the  HOglen  of  tlie  mouth,  where  there  trere  •excral 
nesurcB.  The  iudlviduMl  iNitchcs  Mere  toft,  rai»ed,  reddivh-bruwii  In 
colour,  nnJ  »umc  were  t-overod  with  Hcab. 
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Craniotabes  is  often  met  with  in  infants  the  subject  of  inherited 
syphilis,  but  not  in  theui  alone ;  the  mal-nutiition  associated  with 
rickets  is  quite  as  important  a  factor  in  its  production.  (See  page  367.) 

Periostitis  and  epiphysitis, — It  is  particularly  at  the  growing 
ends  of  the  long  bones  that  inherited  syphilis  is  prone  to  cause 
inflammatory  lesions.  The  disk  of  cartilage  between  the  epiphysis 
and  shaft,  and  still  more  the  delicate  spongy  bone  immediately  above 
this,  become  inflamed,  and  in  a  few  cases  actual  suppuration  may 
ensue.  Conmionly,  the  aflection  is  recognised  only  by  thickening 
and  tenderness  about  the  joint  end  of  the  bone  involved,  though  the 
epiphysis  may  become  loosened.  If,  for  instance,  the  upper  end  of 
the  humerus  be  aflected,  the  arm  will  appear  to  be  powerless,  and 
the  term  pseudo-paralysis  is  applied  to  this  condition;  careful 
examination  will,  perhaps,  prove  that  the  epiphysis  is  partially 
detached,  becoming  fixed  again  under  mercurial  treatment.  If 
several  long  bones  are  thus  aflected,  the  prognosis  is  imdoubtedly 
grave,  though  recovery  is  the  rule.  Complete  arrest  of  growth  is 
very  rare.  Deposit  of  new  bone  around  the  adjacent  part  of  the 
shaft  goes  with  the  epiphysitis,  and  true  bony  nodes  may  form  away 
from  the  joint  enda  In  the  case  of  the  skull,  the  new  deposit  will 
be  formed  at  the  farthest  part  of  the  bone  from  its  central  nucleus ; 
thus  are  produced  eminences  around  the  anterior  fontanelle  on  the 
parietal  and  frontal  bones  (the  so-called  Parrot's  nodes). 

The  chief  bones  aft'ected  are  the  humerus,  tibia,  radius,  and  ulna, 
and  the  flat  bones  of  the  skull.  The  scapulae,  ribs,  and  iliac  bones 
are  rarely  involved,  the  femur  not  uncommonly.  Those  of  the  hand 
and  foot  and  the  vertebrse  seem  curiously  exempt.  It  will  be  noted 
that  considerable  resemblance  exists  between  the  bone  lesions  due  to 
congenital  syphilis  and  those  caused  by  rickets ;  the  latter,  however, 
occur  usually  at  a  later  period  (generally  during  the  second  year  or 
towards  the  end  of  the  first),  and  are  less  truly  inflammatory  in 
their  nature  (suppuration  and  caries  being  never  due  to  rickets 
alone).  The  characteristic  beading  of  the  ribs  and  the  night-sweats 
of  rickets  are  not  seen  in  congenitally  syphilitic  children,  unless  the 
two  diatheses  are  combined. 

4.  AITectioiis  of  the  viscera. — In  a  large  proportion  of 
syphilitic  infants  bom  dead,  or  dying  in  the  first  year  or  so,  the  liver, 
spleen,  and  sometimes  the  lungs,  are  found  to  be  extensively  diseased. 
A  difluse  infiltration  with  small  cells  is  the  usual  lesion  present, 
tliough  occasionally  isolated  gummata  occur.  Both  liver  and 
spleen  can  often  be  felt  to  be  enlarged  in  the  living  subject,  and 
here  again  there  is  a  strong  resemblance  to  rickets.  Amyloid 
degeneration  may  be  found  on  post-mortem  examination.  The 
lymphatic  glands  are  more  rarely  aflected,  but  a  careful  search  may 
demonstrate  their  enlargement. 

5.  Diseases  of  the  eyes,  iierrons  system,  etc. — The  most 
characteristic  inherited  syphilitic  lesion  of  the  eye — interstitial 
keratitis — does  not  develop  in  infancy,  but  usually  in  late  childhood 
or  about  puberty.     The  earliest  age  at  which  it  has  been  met  with  is 
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two  years,  and  it  ifi  very  utiusuhI  under  iivi\  Iritis,  Lowev-oTi  1 
occur  much  earlier,  even  a  fe\^  mouths  nfter  UirtU,  corre«|joiidiiig  t© 
its  onset  during  the  secomliir^  period  uf  acquired  syphilid,  ll  b 
decidedly  rare,  but  its  occamoual  occurrence  should  \h>  liorneiu  mtud, 
as  most  H*>rions  results  to  visioit  nmy  tullow  its  ljw«ing  overlookrd. 

Meningitis  and  disease  of  the  ciMcbral  veasela  have  beiiii  iiirfc  with 
in  syphilitic  infants,  and  prottably  some  caai^a  of  infantile  heiiiip)«gta 
are  due  t^  the  latter  cause. 

Treatment  of  congenital  syphilis  in  infants.— Ai^  alnsuljr 

stated,  it  is  iiiiiMjrtJint,  if  pntrtiiahh^  tiiut  the  j»atieut  ^houlil  \m 
imekled  by  its  mother,  and  if  this  cannot  he  done,  the  ^reHte»t  car© 
should  Ije  taken  with  the  artificial  fet*diiig.  So  Jong  ai>  any 
syinptoDts  ]»resent  theoiselves,  mercury  Rhould  h<*  luJnuniBtered, 
either  by  the  mouth  or  by  inunction.  One-grain  dosiiH  of  mercur} 
and  chalk  thrice  daily  may  be  given  to  an  infant  a  ft*w  moiiUi« 
old  with  less  fear  of  stomatitis  and  diarrhom  than  in  the  cmss^  of  an 
adult.  It  is,  however^  most  imprrtant  to  avoirl  menmrial  ijuiniatitaA, 
since,  if  thin  <:»cours,  tlie  enamel  of  the  permanent  teeth  i«  liable  to 
8utfer  severely,  and  partly  fur  thin  reason  many  authorities  recom- 
mend that  the  mercuriid  courKe  for  the  infant  should  be  much  »hartef 
than  for  the  adult,  and  practicidly  limited  by  the  di»iippt'ttranc*e  of 
all  secondary  synjptums.  If,  however,  the  infant  is  thriving  well 
during  the  mercurial  couree,  in  steadily  gaiinng  weight,  and  pnawutis 
no  sign  of  atomatitis,  it  is  probably  best  to  continue  the  drug  for 
three  to  six  months  aftt^r  all  symptoms  have  c*t?a»ed.  For  ani^luic 
and  wasted  syphilitic  children  it  is  often  necessary  to  admiidat^fr  cod- 
liver  oil  (which,  it  may  lie  remembeix^d,  is  capable  of  being  absorbed 
by  the  skin  to  a  certain  extent^  and  may  l»e  thus  given  in  cafic^ 
where  it  cause^i  sickness  if  taken  by  the  luoutli),  ctr  to  give  iron  and 
the  phosphates.  Congenital  syphili»  is  so  often  a  disease  in  which 
general  mahnutrition  is  the  most  promuient  feature,  tliat  too  much 
importanc*'  cannot  Vie  attached  to  the  feixHug  and  general  liy^ene  of 
the  child.  *Some  of  the  snbject*i  of  syphilitic  mamsnius  improve 
remarkably  if  {:M»unded  raw  meat  l>e  abided  to  or  »td>8titut«^  for 
thWr  niilk  diet 

Mercurial  inunction  is  very  useful,  either  the  ung.  hydntrgyri 
(HP.)  or  the  oleate  of  mercury  Ijeing  inn  ployed.  A  common  uieUiod 
is  to  apply  the  tirst-inention€?d  prepanition  in  ilrachm  dosc^  on  a 
flannel  l>inder  worn  round  the  alxlomen,  the  skin  of  which  ia  U'aahecl 
daily.  The  oleate  (5  |ier  cent,  solution)  is  more  rt»adiiy  abaorUxl^  bul 
is  rather  liable  to  irritate  the  Hkiri.  On  the  whole,  the  iQleEQal 
adminiHtration  of  ^jrcy  jK>wd*T  is  a  iireferHblt^  iuetlM>«i  to  inuncltoia^ 

The  later  symptoms  of  inherited  syphilis.  -Alter  tltr  limt 

few  mouths  from   birth  tlic  liubiUty  to  skui  cruptionn  **.■.----    ^itii 
two  or  three*  exceptions.     The  chief  of  Uie»e  is  a  spnm  tra- 

t&oti    (Uie    6o-called    #i///At7iiv*    lupun\   which    temls  to   uiirrni*    and 
eioatnsef  in  many  cases  cauf^ing  grave  distigurenienL      It  may  ocd&f  * 
in   inhoritetl  syphilitic  snbj<xn^   at  almost   any   age,  and    reiitipl4wi 
closely  the  foitu  already  described  in  dealing  with  acquired  igr])lll]ii» 
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Gummatous  ulcers  may  also  develop  on  any  part  of  tlie  body  and 
are  especially  common  on  the  legs,  in  association  with  osteitis  of  the 
tibia  and  fibula.  Deep  ulcers  are  also  met  with  on  the  mucous 
membranes,  e.g.  the  palate  and  throat,  and  are  apt  to  take  on 
rapidly  destructive  (phagedsenic)  action. 

With  the  exceptions  mentioned,  the  subjects  of  inherited  syphilis 
will  almost  certainly  remain  free  from  skin  trouble  after  the  Ifii-st 
year,  and  remembrance  of  this  fact  may  save  the  practitioner  from 
eri'or  in  treating  cutaneous  eruptions  in  a  child,  such  as  common 
psoriasis,  where  the  patient's  father  admits  to  having  had  syphilis. 

1.  Diseases  of  the  skin. — It  is  best  to  consider  the  syphilitic 
lupus  and  the  gummatous  ulceration  together,  for  they  merge  into 
each  other,  although  some  cases  present  one  or  the  other  distinct  lesion. 
By  far  their  most  common  sites  are  the  face  (and  here  particularly  the 
region  of  the  nose)  and  the  legs,  though  no  part  of  tlie  body  is  exempt 
An  infiltration  into  the  corium,  often  in  the  form  of  a  crescentic 
patch,  of  a  brownish  or  deep  red  colour,  tending  to  spread  at  its 
margins  (serpiginous)  and  to  invade  and  destroy  the  deeper  structures 
— such  are  the  characters  of  the  tubercular  or  lupoid  syphilide. 
Ulceration  generally  occurs  and  may  present  ashy  or  yellowish  sloughs, 
or  be  attended  with  more  or  less  crust-formation.  The  margin  of 
the  nasal  aperture  may  become  narrowed  or  obliterated,  the  septum 
is  often  perforated  or  in  great  part  destroyed,  the  lips  greatly 
thickened,  etc. 

It  must  be  clearly  understood  that  the  terms  *'  tubercular  "  and 
"  lupoid  "  imply  no  i-eal  alliance  with  true  lupus  or  tubercular  disease 
of  the  skin,  and  no  dependence  upon  the  tubercle  bacilli ;  but  they 
deserve  to  be  retained,  since  they  emphasise  the  close  resemblance 
clinically.  Only  too  often  is  the  mistake  made  in  practice,  and 
irretrievable  damage  to  the  patient  allowed  to  occur  for  want  of 
vigorous  anti-syphilitic  treatment. 

For  the  diagnostic  signs  we  must  refer  to  the  section  on  acquired 
syphilis  (page  414),  and  would  emphasise  the  more  rapid  destruction 
of  the  syphilitic  form.  I  have  indeed  seen  a  case  in  which  a  young 
man  had  the  face  so  eaten  away  by  syphilitic  lupus  (due  to  the  in- 
herited disease)  that  the  back  of  the  phaiyngeal  vault  was  exposed, 
as  from  the  ravages  of  rodent  ulcer,  for  which  it  had  been  mistaken. 
Under  large  doses  of  iodide  of  potassium  cicatrisation  rapidly  occurred. 
It  is  all-important  to  recognise  the  disease  early,  and  to  increase  the 
dose  until  healing  is  secured,  whether  iodides  alone  or  combined  with 
mercury  are  employed.  Iodoform,  the  oleate,  or  the  red  oxide  of 
mercury  ointment  should  be  used  locally ;  and  sometimes,  if  rapid 
extension  takes  place  in  spite  of  this  treatment,  it  is  necessary  to 
cauterise  with  the  acid  nitrate  of  mercury. 

2.  Diseases  of  tlie  eye* — The  chief  of  these  is  a  very  chronic 
inflammation  of  the  cornea,  interstitial  keratitis.  As  the  name 
implies,  the  substance  of  the  cornea  rather  than  its  surface  is 
affected,  and  it  becomes  infiltrated  with  cells,  new  blood-vessels 
running  between  the  lamellae.     Sometimes  the  former  predominates, 
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prcxlucing  u  "  >;rotin*l  glass ''  opacity  ;  in  other  ciuefl,  the  vsaotaliuitv 
is  the  chief  feuture^  when  tlie  so-called  "  sahiion  p&tch  *'  in  prodiiotd, 
a  <leep  pink  colour  t\m^  to  the  niiuiite  liloofi- vessels, 

Leiicoma,  or  n  white  haze,  often  persists  for  ion^'  after  thr*  lattei 
Ims  tiiftap  J  leaned  (thou*::h  traces  of  the  vessels  can  generally  b- 
cleteet4Ml  ««  tine  hUck  lines  hy  iHrect  magnified  ophthalnioscopii' 
exiimi nation).  lTleer»^  of  the  eorneal  surface,  though  not  unknown, 
are  an  extremely  rare  cuitiplication  of  ititerstitial  keratitis. 

The  onset  of  the  diseiise  usually  occurs  between  the  agm  of  tix^ 
and  nineteen y  though  it  has  been  met  witlt  as  eArly  ui  two  &tKl  i 
late  as  forty  years.      Both  eyes  ava  commonly  affeet<?d— often   witJiJ 
an    interval  Wtween   the  attacks — and    the  fin  ration   of   the  att 
varies  from  a  few  months  to  two  ycjirs.      At  its  height  thr?  patir 
may  be  for  the  time  nearly  ViHnd  ;  but  almost  complete  i^icovory 
the  rule,  though  faint  opacities,  or  a  certain  amount  of  myopiA  (a 
sight),    are  fi*eijuent  secjuelw,      Dunng   the   attack    there  is  alwa^ 
more   or  less    conjunctival    congestion,   with   a    varying    amount 
photophobia  :    slight  increiuie  of    eyeball- tension  is  not    uncomnio 
Interstitial  keratitis  is  of  gi^eat  importance,  not  only  from  the  seriou 
loss  of  vision    which  it  prodnceH  for  a  long  period,  but  also  for 
valuable  aid   it  gives  to  the  surgeon  in  the  diagnosb  of  inherit 
syphilia.     Although  granular  lids  may   prosluce  vaj^culanty  of   th«' 
surface  of  the  coniea,  and  the  nebula^  left  tiy  multiple  ulcer*  may 
sininlate  the  remains  of  the  sy)ihilitic  utfections,  yet  true  inu*rHtitialj 
keratitis  is  always  due  to  syphilis,  and  practically  always    to 
inherited  disease. 

It  should   he  mentioned  that  occasionally   I'plapses  oocur, 
with  an  interval  of  many  years. 

Iritis  and  cAa/'f/tWtVw.— Inflammation  of  the  iria  haa  already  \ 
noted  to  develop  occasionally  in  infants,  but  it  t^^  more  eommon 
a  complication  of  iiiterntitial  kei-atitis ;  ami  since  the  hitter  mmf^ 
obscure  the  symptoms  and  diagnosis  of  the  iritis,  it  is  a  wise  rulf» 
to  keep  the  pupils  dilated  by  the  occasional  use  of  atropine  during 
the  attack  of  tlie  keratitis.  Choroiditis  or  retiim-choroiditis  usuall] 
occurs  in  tl»e  form  of  di^iseminated  pigmentary  or  atrophic  (whitft) ' 
patches,  situated  in  the  jjeriphery,  i,e,  away  from  the  optic  disc  and 
yellow -spot  region.  Vision  in  these  cas4>H  \h  but  little  or  not  at  all 
defective,  though  occasionally  the  clmnge^s  Minmlnte  those  uf  retinitis 
pigmentoHS^  and  may  cause  nari^iwing  of  the  visirnl  fiebl,  etc. 
Should  the  yellow-npot  region  or  the  central  part  of  tho  naina  \w 
involveil,  the  sight  is  liable  to  Vm^  marki^ly  impuired. 

Optic  nf'uritiii  with  sonietimrs  oonstKnitive  atrffphy  is  a  rathtr 
rare  condition  in  inherited  syphilis,  and  is  probably  due,  aa  a  ruJe, 
to  an  intracmnial  gumnwi  or  njeningeal  intlsmmation. 

3.  I>i«irit%«^«i  <»f  till*  boiif*«.— it  hasl^een  tioted  that  in  infaniUr* 
syphilis  the  long  Ixmen  are  not  infretjuently  intlametl  and  tliickenedj 
towartU  the  joint  ends.     A  similar  condition,  only  more  chronic 
itn  nature,  is  met  with  at  a  Inter  |H'rio<l,  often  coincident  witli  tlw 
attack  of  interstitial   keratitis*     The  lower  ends  of  the  humerus  ami 
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femur  are  favourite  sites,  and  in  Fig.  90  a  spindle-like  enlargement 
above  and  below  the  elbow-joint  is  seen,  due  entirely  to  periostitis 
and  osteitis  of  the  arm  and  fore-arm  bones.  It  is  not  difficult  to 
mistake  this  condition  for  strumous  disease  of  the  joint  itself,  and 
there  is  no  doubt  that  the  articulation  is  occasionally  afifected  with 
chronic  synovitis  in  cases  of  bone  disease  due  to  syphilis ;  but  the 
facts  that  the  bone-enlargement  extends  far  from  the  joint,  is  accom- 
panied by  considerable  aching  pain  (usually  worse  at  night),  and  that 
the  joint-movements  are  but 
4ittle  impaii*ed,  should  lead  to 
a  right  diagnosis  apart  from 
the  existence  of  other  signs  of 
inlierited  syphilis. 

Ifodes  may  form  at  any 
part  of  the  bony  shaft,  and  a 
general  oMteitis  of  almost  the 
whole  length  is  not  un- 
common in  the  tibia,  fibula, 
fore-arm  l)ones,  eif.  Sclerons, 
or  the  formation  of  dense 
rings  of  new  osseous  deposit, 
which  encroaches  on,  and 
perhaps  obliterates,  the  medul- 
lary canal,  as  well  as  greatly 
increasing  the  thickness  of 
the  lK)ne,  is  the  almost  in- 
variable form  of  osteitis  met 
with  in  late  inherited  syphilia 
Caries  and  necrosis  are  liable 
to  supervene,  possibly  as  the 
result  of  some  added  trauma- 
tism, or  from-  starvation  of 
some  part  of  the  bone  by 
obliteration  of  its  blood- 
vessels.      Here     again     the 

process  is  an  excessively  slow  one.  The  denuded  sequestrum  or 
carious  patch  is  hard  and  pitted,  as  though  "  worm-eaten/*  often 
blackened  by  long  exposure.  Interference  with  the  surgeon's  gouge 
or  chisel  is  of  use  here,  in  order  to  hasten  the  process  of  elimination. 
A  very  curious  and  interesting  feature  is  the  abnormal  growth  in 
Ungth  which  occurs  when  this  chronic  syphilitic  osteitis  develops 
and  exists  for  some  years  before,  or  even  after,  puberty.  The  aflfected 
tibia  and  iibula,  for  example,  become  actually  longer  than  the  femur, 
and  remain  so  throughout  life.  The  change  is  generally  symmetrical. 
Further,  the  indamed  bone  has  the  appearance  of  being  bent  or  curved 
(usually  forwards),  and  sometimes  this  curving  is  real  as  well  as 
appai<ent. 

Probably  from  destruction  of  the  epiphysial  disk  of  cartilage,  the 
bone  affected  with  syphilitic  disease   may  become  not  longer,   but 


Fig.  90.— Enlargement  of  lower  half  of  left 
HomeruB,  Radios,  and  Ulna  from  OsteitiH 
and  Perioatitia  dae  to  inherited  Syphilis. 
The  patient  was  a  yoongr  woman  aged  twenty 
yean. 
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actually  slioi*ter,  than  normal.  Fig.  85  shows  well  the  dwarfing  of 
on«  finger  that  has  resulted  from  former  osteitis  in  a  child  with  other 
lesions  of  inherited  syphilis. 

Sj)ontaneous  fracture  must  also  be  mentioned  sm  a  rai-e  complica- 
tion, due  to  a  gumma  in  the  medullary  portion  which  has  thinned  the 
bone,  or  to  weakening  of  the  latter  from  the  surface  by  necrosis,  etc 

Tlie  l)ones  chietiy  involved  (as  a  i-ule,  symmetrically)  are  (1)  th** 
tibia  (by  far  the  most  frequent  and  one  of  the  most  easily  examined) ; 
(2)  the  femur,  humerus,  nidius,  and  ulna  ;  (3)  the  clavicle,  sternum ; 
and  (4)  the  bones  of  the  skull.  Besides  isolated  nodes  on  the  vault, 
which  are  liable  to  soften  and  to  be  followed  by  limited  necrosis,  and 
the  destructive  inHammation  of  the  nasal  bones — i.e.  including  the 
vomer,  turbinateds,  and  ethmoid — we  have  to  notice  a  general  scleit)- 
sing  osteitis  of  the  vault,  which  is  occasionally  due  to  inherited 
syphilis,  and  which,  taken  with  symmetrical  thickening  of  various 
long  )x)nes,  may  simulate  very  closely  the  mysterious  disease  kno^n 
as  osteitis  deformans.  As  in  acquired  syphilis,  it  is  the  frontal 
chiefly,  to  a  less  extent  the  parietals,  that  suffer  most  of  the  cranial 
vault  bones. 

The  osteitis  is,  as  a  rule,  not  only  veiy  chronic,  but  the  cause  of 
much  pain,  to  be  rt^ieved  greatly  by  early  resort  to  iodides  and 
mercury.  Sometimes  the  former  ai-e  the  more  useful ;  at  others  the 
combination  answers  best,  and  it  may  be  advisable  to  insist  upon  rest 
in  bed  and  an  equable  temperature,  should  the  case  prove  obstinate. 
Mercurial  inunction  (preferably  with  the  oleate)  is  often  useful,  and 
may  be  regularly  employed  over  the  affected  part.  If  iodides  are 
relied  on,  the  dose  may  need  to  be  steadily  increased  up  to  very 
considerable  amounts  (say.  three  to  six  drachms  in  the  day).  They 
should  always  be  given  with  some  spirits  of  ammonia,  and  freely  diluteti. 

4.  Other  symptomi^  of  late  Inherited  syphilis. — One  of 
the  most  interesting  and  most  obscure  is  the  deafness  which  not  infre- 
quently comes  on  about  the  same  time  as  interstitial  keratitis.  There 
is  reason  to  believe  that  it  is  due  to  some  lesion  of  tlie  labyrinth  or 
internal  ear,  and  it  certainly  has  nothing  to  do  with  any  obvious 
change  in  the  throat  or  middle  ear.  It  is  usually  symmetrical, 
progi'essive,  and  veiy  resistant  to  treatment,  though  some  casfs 
gradually  improve  under  anti-syphilitic  treatment.  Fortunately,  it  is 
comparatively  rare. 

5.  Diseases  ofthe  Joints,  inlands,  and  nervous  systcnk— 
A  peculiar  form  of  syruwitis  with  considerable  efiusion,  almost  en- 
tirely confined  to  the  knee-joint,  and,  as  a  rule,  practically  painless, 
and  subsiding  after  a  few  weeks  or  months,  is  sometimes  met  with 
in  inherited  syphilis.  The  affection  is  not  of  much  importance,  w 
complete  recovery  is  almost  invariable.  S3movitis  may  also  develof* 
as  a  result  of  nodes  on  the  joint  ends  of  the  long  bones  ;  and  occa- 
sionally a  chronic  arthritis,  closely  resembling  strumous  disease,  and 
another  form  in  which  the  cartilages  become  eroded,  may  occur  in 
this  stage. 

The  lyinphatic  glands  of  the  neck  and  elsewhere  may  undergo 
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Tig.  91.— Teeth  from  a  Case  of  in- 
herited  Syphilis,  showing  the 
couvergence  of  the  upper  oentml 
iucisore  and  a  deep  semilunar 
uotch  in  each  of  them  at  their 
catting  edge. 


Only  of  late  yean*  have 


chronic  enlargement.  Gummata  may  develop  in  the  testicle,  liver, 
spleen,  or  other  viscera,  including  the  brain. 

It  is  impossible  here  to  review  the  various  cerebral  disorders 
that  may  be  due  to  inherited  syphilis.  It  must  suffice  to  state  that 
they  form  a  large  and  important  group  ;  that  clinically  we  meet 
with  epileptiform  convulsions,  hemiplegia,  paralysis  of  cranial  nerves 
(e8[>ecially  the  oculo-motor  ones),  dementia  and  insanity,  which 
appear  to  owe  their  origin  to  this 
disease.  Pathologically,  we  know  that 
it  may  lead  to  narro^nng  or  throm- 
bosis of  cerebral  vessels,  to  chronic 
menin^tis,  to  gummata  of  the  cortex, 
etc.  Possibly  also  locomotor  ataxia 
may  occasionally  be  due  to  inhented 
syphilis,  though  the  influence  of  the 
acquired  taint  is  of  far  greater  im- 
portance in  this  respect. 

The    diagnosis    of   inherited 

syphilis. — We  have  seen  how  multi- 
form are  the  lesions  which  may  be 
produced,  and  how  closely  some  of 
them  resemble  those  caused  by  rickets, 
and  still  more  those  due  to  tuberculosis 

many  of  the  symptoms  been  rescued  from  the  domain  of  both,  an<l 
ascribed  to  their  true  origin.  To  make  a  correct  diagnosis  requires, 
in  many  cases,  the  most  thorough  examination  of  the  patient's  history 

and  concomitant  symptoms.  The 
greatest  help  is  frequently  obtained 
from  the  condition  of  the  incisor 
teeth;  for  a  considerable  propor- 
tion of  the  subjects  of  inherited 
syphilis  have  their  upper  central 
incisors  notched  and  narrowed,  as 
shown  in  Fig.  91.  The  cones  of 
these  teeth  are  directed  somewhat 
towards  the  middle  line,  and  their 
cutting  edge  is  marked  by  a  semi- 
lunar notch.  Similar  changes,  on 
a  smaller  scale,  are  sometimes 
observed  in  the  upper  lateral  in- 
cisors or  those  of  the  lower  jaw. 
They  are  absolutely  conclusive  as 
proofs  of  congenital  syphilis,  but  it  must  be  clearly  understood  that 
only  the  permanent  set  show  these  changes,  and  that,  unfoi*tunately, 
only  in  a  moderate  percentage  of  cases. 

The  horizontal  wearing  away  of  enamel,  which  is  often  due  to 
mercurial  stomatitis  in  infancy,  is  shown  in  Fig.  92,  and  must 
not  be  confounded  with  that  previously  described  ;  naturally  the 
same  patient  may  present   both   syphilitic  and  mercurial  changes 


Fig.  02.— Teeth  from  a  Case  in  which 
ser«re  Mercorial  Stomatitis  had  been 
present  daring  Infancy.  The  enamel 
IS  worn  off  horixontally,  and  the 
catting  edgM  are  irregular. 
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ill  tU*5  siuue  mx  of  t^etlu  The  incijior  teetji  iu  the  Hulijects  of  inhertlad 
HVphilU  may  fall  out  or  require  to  \ye  extrttctcnl  early  in  lifa.  Thm 
tii^t  molars  are  frtjqueutly  clejirived  of  their  eiminc^l  wid  wear  down 
quickly,  as  ji  result  i»otli  of  syphilitic  and  mercurial  ntomatitii^ 

Next  to  tfie  te<jth,  the  fyes  deserve  niottt  thorough  ex)Uiiinatioii. 
which  rimy  nweal  the  remains  of  iiitemtitial  kei^titia^  or  of  iritit,  or 
ehoi-i^iditi**. 

The  tihitr  nhotitd  always  be  itiHpected  in  a  doubtful  CMe,  and 
nodes  may  be  founil  uu  the  ukuH  and  other  bonea. 

The  drprfjised  hridfje  of  (Afi  noitr^  nearn  about  the  jmlat©  or  fkticis^ 
and  persisti'nt  rnlarifetni^jU  of  thf  fii^rr  are  h\\  HUKpteious  symptoiui.. 
Tlie  Corehead  h  not  infr^xiut?ntly  deprejised  transversely  just  aIiov* 
the  eyebrows  with  a  bony  projection  running  aeross  above  the  gfX>ov«v 
but  thia  chanjje  should  f>e  very  niarked  for  iinj.H>rtJUKT©  to  be  attached 
to  it,  and  the  sajiie  remark  applies  to  the  high  narrow  arch  of  thM 
palate. 

As  regards  the  hv*t^ry^  that  of  snufHeR  ami  cutaneous  eniption, 

and  of  condyloniatji  in  infancy  may  httlp  in  tht^  dia;;no!ii$^  and  the 

mother's  reeonl  as  to  child-bmiring  is  of  great  importiinee.      FiJiaUVt 

it  should  be  r«"Uiembt.*re<l  that  sy|>hiHR  is  no  respecter  of  [>erHon«,  aiid 

that  the  congenital  taint  is  sometimes  o\ier looked  from   a  mtAtjikeu 

belief  on  the  Hur;;eon's  pjirt  that  the  ])aretitA  have  alwayi«  t»e*?n  too 

virtoaas  to  incur  the  risk  of   ttiuismittiag  the  diaeatk^.      It  u  often 

neoessary  or  advifiable   to  makr^   the  diagnosiB  without  anktiig  any 

I  direct  queMionn,  and  it  may  t»e  refieatevi  that  interstitial  keratitis, 

IHOtcliod  and  narrowed  upper  cen  tml  inciBors,  the  peculiar  form  of 

l^eafQen,  the  iiainlesK  synovitiM  of  the  knees,  and  sotue  of  the  bone 

IdiioiiB  already  described,  are  the  most  trustworthy  i?lemetits  in  the 

diagnosis,  and   that    most   of   them   can  be  producod  by  no  other 

diaease  than  inherit^^d  HVphilis. 

Treatment  of  late  inherited  syphilis. — Ajs  r^aitU  tlie  treat* 

nient,  we  need  only  say  tliat  it  in  the  same  as  that  for  tertiary  ac«  ]     ' 
syphilis,  the  dose  of  mercur)'  or  iodide  being  %'aried  aocordjing  i 
patient's  age,  etc.     It  is  often  advisable  to  give  tonics  at  the  nauir 

'  time,  and  the  syrup  of  iodide  of  iron  is  very  largt»ly  used  for  thib 
purpose. 

Prognosis  of  inherited  syphilis,—  Can  the  subject  of  inherit*Hl 
syphilis  contra<:rt  the  disease  on  bin  own  account  ?  A  few  clear  ca«es 
ci  this  have  been  met  with,  but  remarkably  few.  Aa  regards  t]«e 
qoestion  of  roarriago^  there  is  not  the  s1ighte«it  e\  ideuce  of  syphilt)« 
bfftng  ever  tnuiarnitted   '*  to   the  tiiini  generation,''     Too  gloomy  a 

I  view  of  the  effects  of  inhente<l  syphilis  should  not  be  gathered  fruin 

'the  account  ju^t  ji^iven.     It  is  undoubtedly  responsible)  far  an  exior^ 
mous  infantile  mortality,  but,  on  the  other  hand,  many  of  tta  aubjncta 

[ipxtw  up  to  lie  Htrutig  and  healthy  in  every  wa)'.     In  late  childhood, 
'about  pulj(!rty,  thert^  \a  the  special  liability  to  eye  and  bane  di»« 
,  etc.,  but  (tfter  this  period  is  ^ue  thi^>uglu  tio  otiiar  symptont^ 
tnaj  oocur.     In  Truuiy  instances,  the  only  evidmioe  lies  in  a  ungh' 
symptom,  such  a«  the  pecyjiar  teeth  or  the  oectirraice  of  kermiitia^ 
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By  JONATHAN  HUTCHINSON,  Jk.,  F.R.C.S., 
AssUtatU  Surgeon  to  the  London  Hospital ;  Surgeon  to  the  Lock  Hospital. 


The  gOnOCOCCUS. — Gonorrhrea  may  be  defined  as  a  specific 
inilammation  of  the  urethi-al  and  certain  other  mucous  membranes, 
dependent  upon  the  inoculation  of  a  micrococcus  which  has  tlie 
following  characters: — It  is  an  organism  which  occurs  in  pairs, 
the  adjacent  sides  of  which  may  be  concavei;  is  about  the  size 
of  the  ordinary  micrococcus  of  suppuration  (or  slightly  larger)  ; 
it  is  cultivated  with  great  difficulty,  or  not  at  all,  on  the  ordinary 
nutrient  media,  but  grows  on  human  blood  serum  at  a  tempera- 
ture of  37°  Centigrade;  stains  well  with  the  various  aniline  dyes, 
but  is  readily  decolorised  by  Gram's  iodine  method,  and  is  found 
within  the  pus  and  epithelial  cells  of  the  discharge  as  well  as 
outside  them.  These  features,  and  especially  the  last  two,  help  to 
distinguish  the  gonococcus  from  the  more  common  micrococci  of 
suppuration.     {See  page  29.) 

The  accompanying  figure  (Fig.  93)  shows  the  gonococcus,  the 
streptococci  present  in  epithelial  debris  from  the  normal  urethra  and 
found  in  all  cases  of  inflammation  of  the  urethra,  and  also  cer- 
tain micro-organisms  which  simulate  very  closely  in  appearances 
and  reaction  the  gonococcus,  but  which  (according  to  Lustgarten 
and  others)  are  fairly  common  in  the  healthy  urethral  epithelium. 
It  is  evident  from  this  that  caution  is  necessary  in  expressing  a 
positive  opinion  on  the  nature  of  urethral  discharge  from  the 
characters  of  the  organisms  found  therein. 

In  the  male  subject  its  habitat  is  the  urethra,  and  especially  the 
bulbous  part  and  the  fossa  navicularis ;  in  the  female  it  rarely  affects 
the  urinary  canal,  but  breeds  in  the  vagina  and  cervix  uteri,  some- 
times travelling  up  to  the  Fallopian  tubes,  and  proving  a  fertile  cause 
of  salpingitis  and  its  complications. 

One  attack  of  gonorrhoea,  unlike  syphilis,  confers  no  sort  of 
immunity  against  a  second  one. 

The  course  of  gonorrhoea. — We  may  divide  the   course  of 

gonorrhoea  into — (1)  A  stage  of  incubation,  usually  from  three  to 

live  days,  but  occasionally  as  long  as  ten  to  fourteen ;  (2)  a  stage 

of  acute  inflammation,  lasting  from  a  week  to  a  fortnight,  or  more 

c  c 
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if  untreated  ;  and  (3)  a  stage  of  gradual  subsidence,  not  infi'equentty 
])aii8inrr  into  what  is  known  as  gleet,  where  a  thin  whitish  discharge 
may  persist  almost  indefinitely.  It  must  not  be  supposed  that,  if 
untreated,  gonoiThoea  shows  a  strong  tendency  to  come  to  an  end 
in  some  three  weeks  or  so.  I  have  known  many  cascis  in  which  a 
Urst  attack  of  gonorrhoea  in  a  previously  healthy  and  perfectly  tern- 
pei-at<!  man  has  lasted  as  a  i)rofuse  purulent  discharge  for  six  months 
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Fiif.  93.— A,  Epitbeliul  and  Pus  Cells  with  Ooiiococoi,  from  :i  Case  of  acute  GouorrboBa. 
B,  ▲  Uiye  Epitheliul  Cell  with  several  naira  of  Micrococci,  closely  resembling  tbe  Oonocood, 

but  obtaineu  from  u  healtny  Urothru. 
c,  Streptococci  and  Diplococci,  from  a  Case  of  acute  GoDorrhcea. 

All  these  figures  maguified  1,000  diam.    (After  Lnstgarteu.  \ 

or  more.  And  looking  to  the  many  complications  which  may  ensue, 
and  especially  to  the  danger  of  a  resulting  strictun^  if  the  gonoooccQs 
gets  a  firm  hold  of  the  urethral  wall,  it  should  be  regarded  as  an 
enemy  to  be  attacked  with  vigour  from  the  earliest  date  at  which  the 
patient  comes  under  care. 

1.  The  incubation  stUK<'. — Three  to  five  days  generally 
intervene  Ijetween  exjjosure  to  contagion  and  the  earliest  symptom 
noticed  by  the  patient — a  slight  adhesion  or  stickiness  of  the  lips  of 
the  meatus,  accompanied  by  a  tickling  or  burning  sensation.* 

•  This  dunitiou  of  the  incubation  periotl  is  reuuirkal)ly  regular  in  the  caae  -"'f 
ophthalmia  of  tlio  newly -bom,  in  whom  the  conjunctiva  in  iiifectctl  by  the  miitenial 
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Those  cases  which  present  an  unusually  long  incubation  stage — a 
fortnight  for  instance — are  not  infrequently  examples  of  a  mild 
urethritis,  in  the  production  of  which  the  gonococcus  is  probably  not 
always  to  blame. 

2.  Tlie  sta^e  of  acute  Inflaminatioii. — The  slight  sticky 
discharge  which  glues  the  margins  of  the  meatus  together  rapidly 
becomes  thick  yellow  pus,  the  glans  and  prepuce  swell,  micturition 
is  more  or  less  painful,  heat  and  pain  ai^  felt  along  the  urethra  as 
the  inflammation  travels  backwards,  and  an  exceedingly  common 
symptom  is  pain  referred  to  the  groins  or  perineum.  Microscopically 
the  discharge  is  found  to  consist  chiefly  of  pus  cells,  with  a  considerable 
admixture  of  epithelial  cells,  which  show  by  their  swollen  nuclei, 
etc.,  evidence  of  their  proliferation.*  Inflammatory  abrasions  of  the 
glans  penis  are  often  met  with,  and  are  certainly  not  uncommon 
within  the  meatus.  The  surrounding  corpus  spongiosum  participates 
in  the  congestion  of  the  urethral  mucous  membrane,  and  becomes 
swollen  and  very  tender.  In  a  small  percentage  of  cases  reten- 
tion of  urine  due  to  the  urethral  swelling,  or  to  spasm  of  the  muscle 
in  its  wall,  may  be  present.  Should  this  retention  not  yield 
to  a  sedative  or  a  warm  bath,  and  relief  by  instruments  be  required, 
the  surgeon  should  use  a  good-sized  very  flexible  catheter,  after  in- 
jecting the  urethra  with  a  2  per  cent,  cocaine  solution.  Painful 
erections  at  night  are  not  infrequent,  and  are  to  be  relieved  by 
bathing  the  part  with  cold  water ;  when  the  penis  is  bent  down- 
wards during  the  erection  by  the  plastic  exudation  into  the  corpus 
spongiosum,  the  term  chordee  is  applied.  To  avoid  these  complications 
the  patient  should  be  put  on  a  spare  diet,  and  should  sleep  lightly 
clothed  while  bromides  of  potassium  and  ammonium  (fifteen  grains 
of  each),  given  in  a  draught  an  hour  before  retiring  to  bed,  are 
very  useful  in  preventing  erections  at  night. 

3.  Tlie  HtBk^e  of  decline  of  the  Inflummation. — In  a  fair 
proportion  of  cases,  at  the  end  of  two  to  three  weeks  from  contagion, 
the  discharge  tends  to  become  tliinner  and  more  white,  the  painful 
symptoms  already  noticed  gradually  disappearing ;  but  it  is  just  at 
this  stage  that  another  complication — inflammation  of  the  vas 
deferens  and  epididymis — is  especially  prone  to  develop.  The  gono- 
cocci  have  in  these  cases  reached  the  prostatic  openings  of  the 
deferential  ducts,  and  so  travelled  up  their  canal,  usually  lodging  in 
the  lower  part  of  the  epididymis — the  globus  minor.  A  further 
account  of  epididymitis  and  the  other  complications  of  gonorrhoea 
will  be  found  later. 

As  the  discharge  becomes  more  scanty  and  thinner,  the  symptoms 

discharges  on  the  day  of  birth.    Almost  invariably  the  lids  are  glued  together  by 
purulent  matter  on  the  third  or  fourth  day  after  delivery. 

♦The  gonococd  can  be  demonstrated  in  the  pus  and  epithelial  cells  in  the 
following  manner  : — A  thin  film  of  the  discharge  is  carefully  mried  on  a  cover-glass, 
then  stained  with  a  freshly -prepared  watery  solution  of  methyl  violet  or  blue,  and 
after  afj^ain  drying,  it  is  mounted  in  xylol  balsam.  A  magnifying  power  of  700  to 
1,000  diameters  with  Abbe's  condenser  is  needed  for  the  satisfactory  deraonsti^tion 
of  the  gonococd. 
C  C  2 
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of  pain  and  irritation  disappear,  and  too  often  the  patient,  on  this 
account,  neglects  treatment,  thus  allowing  his  gonorrhoea  to  pass  into 
a  gleet,  the  duration  of  which  is  almost  indefinite.  The  numerous 
glands  opening  into  the  urethra,  especially  in  the  fossa  navicularis 
and  the  bulbous  portion,  are  very  prone  to  harbour  the  germs,  and 
their  secretion  contributes  to  foi-m  the  flakes  and  shreds  which  settle 
from  the  urine  on  standing  and  wliich  are  a  most  characteristic 
feature  of  gleet.  Naturally,  these  ai-e  most  evident  when  a  con- 
siderable interval  of  time  has  elapsed  since  the  urethra  was  washed 
out  by  the  passage  of  urine — i.e.  on  rising  in  the  morning.  If  s 
bougie  be  inti*oduced,  the  presence  of  gleet  will  probably  be  detected 
by  the  mucus  or  sticky  pus  which  clings  to  it  on  withdrawal.  Apart 
from  the  chronic  inflammation  of  the  urethral  glands,  we  have  to 
notice  the  formation  of  a  "  granular  patch  "  in  the  penile  or  bulbous 
urethra,  a  frequent  complication,  or  rather  a  cause  of  gleet,  which 
can  be  guessed  at  by  localised  tenderness  on  the  passage  of  a  bougie., 
but  can  only  be  ascertained  for  certain  by  a  thorough  examination 
with  the  endoscope.  By  means  of  the  latter  instrument,  the  mucous 
membrane  at  one  spot  may  be  seen  to  be  abnormally  congested, 
granular  on  its  surface,  and  bleeding  readily,  whilst  the  thin 
discharge  may  be  observed  to  be  secreted  from  the  patch  itself.  The 
endoscope  tube  is  illuminated  with  a  small  electric  lamp ;  its  intro- 
duction may  be  rendered  absolutely  painless  by  a  preliminaiy 
injection  of  cocaine  solution  (2  to  5  per  cent.),  which  is  mopped  out 
by  pledgets  of  cotton  wool  on  holders.  It  is  well  to  use  the  largest 
endoscope  tube  that  will  readily  pass,  and  considerable  practice  is 
required  not  to  mistake  the  normal  congestion  of  the  membranous 
portion  for  a  granular  or  inflamed  patch.  Some  authorities  condemn 
the  use  of  the  endoscope  as  favouring  needless  and  meddlescnne 
topical  applications,  and  there  is  a  grave  danger  in  this  direction. 
Nevertheless,  in  certain  cases  of  gleet  the  judicious  use  of  this 
instrument  renders  great  service,  and  may  be  the  only  satisfactoiy 
method  of  eflecting  a  cure.  Should,  for  instance,  a  well-marked 
granular  patch  be  detected,  nitrate  of  silver  solution  (5,  10,  or  20 
grains  to  the  ounce),  applied  to  the  patch  alone  at  intervals  of  a 
week  or  fortnight,  aided  by  an  astringent  injection,  may  care  a 
gleet  which  has  lasted  six  months  or  a  year,  within  a  month  or  two. 
More  brilliant  results  than  this  cannot  truthfully  be  claimed,  and  it 
may  at  once  be  admitted  that  some  cases  of  gleet  are  still  the 
despair  of  the  surgeon  and  patient.  The  latter  is  not  infrequently 
prone  to  allow  the  i)ersistence  of  a  slight  mucous  secretion  from  hu 
urethra  to  prey  upon  his  mind,  or  to  get  into  a  morbid  habit  of 
frequently  inspecting  the  lips  of  the  meatus  urinarius,  or  of  fancying 
"  an  ulcer  "  is  present,  when  the  only  thing  required  is  resolutely  to 
ignore  the  condition  of  his  urethral  organs.  In  saying  this,  there  u 
not  the  slightest  intention  of  deprecating  careful  treatment  of  eveiy 
case  of  true  gleet,  for  the  danger  of  this  leading  to  a  strictnre  is 
notorious.  The  gonococci  seem  to  establish  a  home  in  the  epithelial 
cells  and  sometimes  in  the  sub-epithelial  tissues;  a  plastic  exudation 
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follows  their  long-continued  presence,  and  the  fibrous  organisation  of 
this  exudation  will  inevitably  lead  to  narrowmg  of  the  urethral 
calibre. 

A  gleet  is  very  liable  to  exacerbations  under  the  following 
conditions  : — Alcoholic  excess,  sexual  intercourse,  or  even  nocturnal 
emissions,  and  the  injudicious  use  of  injections.  Great  differences 
exist  in  these  respects,  especially  as  regards  the  use  of  alcohol,  for 
whilst  some  patients  are  obliged  rigidly  to  abstain,  others  find  that  a 
moderate  use  of  stimulants  has  not  the  slightest  effect  upon  the 
amount  of  discharge.  It  is  important  to  forbid  sexual  intercourse  so 
long  as  there  is  a  definite  discharge,  for  a  double  reason ;  but  when 
the  only  reminder  is  the  occasional  occurrence  of  scanty  flakes  in 
the  urine,  it  becomes  a  most  difficult  problem  to  decide.  Whilst  it  is 
probably  best  (for  fear  of  contagion)  that  such  a  case  should  abstain, 
it  is  certain  that  many  men  in  this  condition  many  and  that  their 
wives  do  not  always  suffer  on  this  account. 

The  treatment  of  gonorrhoea. —This  consists  mainly  in  giving 
internally  certain  drugs  (sandal  wood  oil,  copaiba,  cubebs,  etc. ),  which 
are  excreted  by  the  kidneys,  and  have  a  decided  power  in  checking 
the  urethral  discharge;  and  in  the  local  use  of  antiseptic  and  astringent 
injections.  Various  opinions  are  held  as  to  the  relative  value  of  these 
two  measures,  and  whilst  it  is  generally  advisable  to  employ  both, 
the  careful  and  thorough  use  of  suitable  injections  is  probably  the 
most  important  In  treating  gonorrhoeal  ophthalmia  we  rely  entirely 
on  local  measures,  and  when  the  same  poison  attacks  the  urethral 
raucous  membrane,  they  are  equally  called  for.  If  the  case  is  seen 
within  a  day  or  two  of  the  onset,  the  following  abortive  treatment 
may  be  employed  *  : — The  urethra  is  rendered  insensitive  by  cocaine 
after  the  patient  has  first  passed  his  water.  The  endoscope  is  then 
introduced,  and  the  posterior  limit  of  the  inflammation  made  out  so 
far  as  is  possible.  A  solution  of  ten  or  twenty  grains  of  nitrate  of 
silver  is  then  swabbed  over  the  whole  of  the  affected  area.  The 
patient  should  rest  for  twenty-four  hours,  and  then  use  a  weak  boracic 
acid  and  sulphate  of  sdnc  injection  for  a  few  days,  unless  the  return  of 
the  discharge  should  require  a  second  application  of  the  nitrate,  or  the 
use  of  a  stronger  injection. 

It  is  equally  efficient,  and  certainly  less  risky,  for  the  patient  to 
begin  at  once  by  injecting  a  solution  of  sulphocarbolate  of  zinc  (two  to 
five  grains  to  the  ounce)  three  or  four  times  a  day,  or  oftener,  and  by 
taking  fifteen  or  twenty  minims  of  sandal  wood  oil  thrice  daily.  The 
bowels  must  be  kept  well  open  by  aperients,  all  stimulants  must  be 
abstained  from,  diluents  (barley  water,  soda-water,  etc.)  freely  drunk, 
and  the  patient  should  keep  as  quiet  as  his  circumstances  will  allow  (it 
is  rarely  possible  or  necessary  that  he  should  remain  in  bed  for  several 
days).    The  injections  should  always  be  made  after  the  patient  has  to 

*  This  method  we  owe  to  the  late  Mr.  Coten.  Whilst  undoubtedly  effective  in 
some  early  cases,  it  is  one  requiring  considerable  trouble  and  expenditure  of  time  on 
the  port  of  the  surgeon,  and  is  very  painful,  unless  cocaine  has  been  thoroughly 
used. 
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some  extent  cleansed  the  urethra  by  micturition.  The  nozzle  of  ihe 
syringe  (glass  or  rubber)  should  be  inserted  well  within  the  meatus, 
from  one  to  four  drachms  slowly  injected,  so  as  to  distend  the  urethra, 
and  held  in  for  a  few  minutes.  In  many  cases  treated  by  this  plaii 
all  ti^ace  of  discharge  disappeai-s  within  a  week  or  ten  days ;  but  the 
treatment  should  be  continued  for  at  least  a  fortnight  after  this  Iuls 
occurred,  diminishing  the  strength  of  the  injection.  The  fjatient  must 
be  warned  against  dancing,  bicycle-riding,  or  other  severe  exercise 
for  a  few  weeks,  and  sexual  intercourse  and  alcohol  must  also  be 
forbidden. 

Other  useful  injections  ai*e : — (1)  chloride  of  zinc  (one  to  two 
grains  to  the  ounce) ;  (2)  sulphate  of  zinc  (two  to  live  grains) ;  (3) 
nitrate  of  silver  (half  to  one  grain)  (this  stains  the  linen,  is  more 
painful  than  most  other  injections,  and  on  this  account  is  not  to  be 
recommended  as  a  routine  measure)  ;  (4)  sulphate  of  alum  (five  gnum 
to  the  ounce) ;  (5)  bichloride  of  mercury  (1  in  5,000,  increasing  in 
strength).  Sometimes  exti'act  of  belladonna  is  added  to  the  zinc 
solutions  (ten  gi'ains  with  half  a  drachm  of  mucilage),  but  the 
sulphocarbolate  at  least  causes  so  little  discomfort  that  this  is  rarely 
necessary.  In  a  few  cjises  the  swelling  of  the  mucous  membrane 
about  the  meatus  is  so  great  that  the  mechanical  act  of  injecting 
cannot  be  borne,  and  then  the  old  plan  of  waiting  until  the  inflam- 
matory stage  has  subsided,  whilst  giving  bicarbonate  of  potash  and 
tincture  of  hyoscyamus  with  buchu,  may  well  be  employed. 

In  the  stage  of  gleet  it  is  often  necessary  to  vary  the  injection 
from  time  to  time.  Amongst  those  not  already  mentioned,  which 
may  prove  useful,  are — the  four  sulphates  (one  grain  each  of  sulphate 
of  alum,  zinc*  copper,  and  iron  to  the  ounce),  solutions  of  tannic  acid, 
acetate  of  zinc,  or  resorcin. 

The  oil  of  yellow  sandal  wood  is  preferred  to  copaiba  and  cubebs 
for  internal  administration,  because  (1)  it  rai*ely  disagrees  with  the 
stomach,  if  taken  within  two  hours  of  food  ;  (2)  it  is  free  from  the 
risk  of  causing  a  general  erythematous  eruption.  The  dose  of  tlie  oil 
is  fifteen  or  twenty  minims,  given  in  gelatine  capsulcis,  or  in  a 
mixture  with  mucilage,  syrup,  and  cinnamon  water.  It  is  apt  to  be 
adultei-ated,  so  tliat  care  should  be  taken  to  procure  the  oil  from  a 
a  trustworthy  source.  For  a  description  of  the  copaiba  rash  ser 
Article  XXVIII. 

Complications  of  gonorrhoea.— The  following,  amongst  the 
complications  of  gonorrhcea,  have  already  been  alluded  to: — (1) 
Retention  of  urine  during  the  acute  stage  (it  may  also  occur 
from  alcoholic  excess  at  a  later  jjeriod) ;  (2)  ehordee;  (3) 
epididymitis;  and  (4)  stricture. 

The  last  two  are  treated  elsewhere  in  this  work.  (See  Vol.  IL, 
Art.  LI.,  on  Injuries  and  Diseases  of  the  Urixary  Organs,  and 
Art.  LII.,  on  Injuries  and  Diseases  of  the  Testis,  Scrotum, 
AND  Penis.)  It  may  here  be  noted  that  only  a  small  proportion  of 
cases  of  gonorrhoea  ever  develop  a  stricture,  and  that  a  man  may  haw 
many  attacks  and  yet  escape  this  formidable  complication.     Never- 
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thcless,  a  persistent  gleet,  pai*ticularly  if  with  it  the  patient  notices  a 
little  trouble  in  micturition  or  lumbar  aching,  should  always  make 
the  surgeon  suspect  the  development  of  a  stricture.  In  such  a  case  a 
full-sized  bougie  (metal  or  flexible)  should  be  passed  with  the  utmost 
gentleness  and  care,  for  nothing  is  easier  than  for  the  surgeon,  when 
be  encounters  i*esistance  due  to  muscular  spasm,  to  mistake  this  for 
an  organic  stricture.  A  preliminary  injection  of  cocaine  is  here  often 
of  use.  Should  a  commencing  stricture  be  found,  the  l)ougie  should 
be  passed  at  regular  intervals  of  a  few  days  for  a  considerable  time, 
a  measure  to  be  afterwards  continued  by  the  patient  Some  recom- 
mend the  frequent  passage  of  a  large  bougie  in  every  case  of  gleet — 
a  plan  open  to  abuse  and  often  harmful  alike  to  the  patient's 
purse  and  urethra. 

A  considerable  number  of  complications  of  gonorrhoea  remain  to 
be  noticed. 

4.  Balanitis,  etc. — The  delicate  skin  lining  the  inner  surface  of 
the  prepuce  and  covering  the  glans  penis  is  apt  to  become  inflamed  ; 
and  if  the  preputial  orifice  is  narrow,  phimosis  is  very  likely  to  occur, 
owing  to  cedematous  swelling  of  the  prepuce.  The  oedema  may  further 
involve  the  skin  of  the  penis  up  to  its  root,  and  sometimes  it  is  of  the 
nature  of  a  lymphangitis.  In  such  cases  rest  in  bed,  if  possible,  the 
continuous  application  of  evaporating  lead  and  spirit  lotion,  or  of  ice 
compresses,  with  the  very  frequent  injection  under  the  foreskin  of 
cleansing  or  weak  astringent  lotions,  are  to  be  employed.  There  is 
considerable  risk  of  producing  paraphimosis,  if  the  inflamed  foreskin 
be  drawn  back  over  the  glans,  the  latter  then  becoming  engorged  with 
blood,  owing  to  the  constricting  ring  of  prepuce.  Actual  gangrene  of 
the  glans  is  very  rare  from  paraphimosis^  since  ulceration  of  the  con- 
stricting part  will  generally  relieve  the  strangulation ;  but  to  relieve 
the  pain  it  is  nearly  always  advisable  to  divide  the  constriction  (in 
the  middle  line  of  the  dorsum),  and  if  the  patient  will  consent  to 
a  circumcision  as  well,  this  measure  will  often  hasten  complete 
recovery. 

Phimosis  with  free  purulent  discharge  may  be  due  to  gonorrhoea 
alone,  but  the  presence  of  a  concealed  chancre  should  always  be 
suspected,  and  the  induration  due  to  it  can  often  be  detected  through 
the  inflamed  prepuce.  Decided  glandular  enlargement  in  the  groin 
makes  it  very  probable  that  a  sore  is  present,  and  not  simple 
gonorrhea  or  balanitis. 

Small  abrasions  or  superficial  ulcei-s  of  the  glans  are  often  met 
with  in  gonorrhoea,  and  heal  readily  under  treatment  by  cleanliness 
and  the  use  of  a  drying  i)owder  («.</.  of  zinc  oxide  and  calomel  or 
boracic  acid  and  iodoform).  Relapsing  herpes  is  another  occasional 
result  of  gonorrhoea  and  balanitis,  requiring  similar  measures  and 
sometimes  circumcision. 

5.  'Warts, — In  both  sexes  the  growth  of  soft  warts,  sometimes 
to  an  extraordinary  extent,  is  liable  to  i-esult  from  the  long-continued 
irritation  of  punilent  discharge  from  the  genitals,  though  there  is 
no  reason  to  think  that  they  depend  directly  upon  the  gonococcus. 
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The  glans  penis  is  their  usual  site  in  males,  the  lal)ia  in  females — it 
is  rare  for  them  to  invade  the  urethra.  If  they  do  not  subside  under 
Uie  use  of  astringent  powders  {e,y,  tannic  or  salicylic  acid  diluted 
with  twice  the  bulk  of  zinc  oxide,  etc.)  and  strict  cleanliness,  glacial 
acetic  acid  should  be  applied  to  each  wart  daily  until  they  shrivel. 
In  cases  of  exuberant  warts  it  saves  time  to  anaesthetise  the  patient, 
to  excise  the  warts  with  scissors,  and,  if  necessary,  to  apply  the 
cautery  to  their  bases,  which  bleed  very  freely.  Warta  in  the 
urethra  require  the  use  of  a  sharp  curette. 

6.  Bubo. — It  is  only  in  a  very  small  proportion  of  cases  of 
gonorrhoea  that  there  is  marked  enlargement  of  the  inguinal  glands, 
but  occasionally  we  see  a  glandular  abscess  due  apparently  to  this 
cause  alone  (i.e.  not  complicated  with  soft  chancre).  Not  infre- 
quently the  glands  are  tender  and  slightly  swollen  during  the  first 
few  days  of  the  attack. 

7.  Peii-arethral  abscess. — In  connection  with  one  of  the 
glands  opening  into  the  fossa  navicularis  or  the  bulbous  portion, 
with  Cow])er's  gland  in  the  male  and  Bartholin's  gland  in  the  female, 
etc.,  a  small  painful  swelling  may  form  during  an  attack  of  gonor- 
liioea.  Tlie  fai-ther  back  it  is  situated  the  more  severe  are  the 
symptoms  attending  this  ]>ori-urethral  inflammation,  which  forms  a 
lump  generally  on  the  under  surface  of  the  male  organ.  If  left 
alone,  it  may  subside  or  may  suppurate  and  open'  into  the  urethra ; 
if  it  causes  much  pain  and  tension,  etc.,  it  is  advisable  to  d^n 
the  abscess  by  a  small  incision  into  its  most  prominent  point.  Unless 
situated  behind  a  stricture,  it  rarely  leads  to  extravasation  of  urine. 

8.  Oonorrhceal  ophthalmia. — If  gonorrhoeal  pus  be  con- 
veyed by  the  patient's  finger,  handkerchief,  etc.,  to  the  conjunctiva,  a 
most  dangerous  form  of  ophthalmia  is  liable  to  occur.  An  itching  and 
burning  sensation  will  be  followed  in  a  day  or  two  by  conjunctival 
congestion  and  swelling  of  the  lids,  and  by  the  third  or  fourtli  day 
the  secretion  will  be  freely  purulent.  The  pal}>ebral  conjunctiva 
l)ecomes  soft  and  velvety  and  bleeds  readily,  that  covering  the  globe 
may  be  raised  into  thick  oedematous  folds  (chemosis),  and  when  the 
lids  are  separated,  a  stream  of  yellow  pus  exudes  or  spurts  out 
Corneal  ulcers  (which  tend  to  perforate  into  the  anterior  chamber), 
or  even  sloughing  of  tlie  whole  cornea  may  occur,  and  the  danger  of 
complete  loss  of  vision  is  very  great  Spasm  of  the  lids  is  almost 
constant,  and  may  so  hinder  treatment  that  division  of  the  outer 
canthus  with  scissors  may  be  necessary. 

The  symptoms  and  the  danger  to  vision  arc  practically  the  same 
in  cases  in  which  adults  have  inoculated  their  eyes  from  the  urethral 
pus,  as  in  those  cases  of  infants  infected  from  the  vagina  during 
delivery,  though,  perhaps,  the  gravity  increases  slightly  with  the 
age  of  the  patient. 

Treatment  must  be  prompt  and  energetic.  If  one  eye  alone  be 
infected,  the  other  should  be  protected  by  a  BuUer's  shield  (a  watch- 
glass  secured  between  two  circles  of  strapping)  worn  night  and  day, 
or  by  an  antiseptic  pad  and  bandage  frequently  changed.     The  lids 


COMPLICATIONS.  441 

of  the  affected  eye  should  be  separated  and  the  whole  conjunctival 
surface  very  frequently  washed  out  with  weak  bichloride  of  mercury 
solution  (1  in  20,000)  or  iced  boracic  lotion.  This  is  best  done  by 
means  of  an  irrigator.  Nitrate  of  silver  solution  (10  grains  to  the 
ouQce)  must  be  applied  to  the  conjunctiva  once  or  twice  daily  whilst 
the  discharge  is  purulent  and  free,  though  its  use  is  attended  with 
risk  if  the  dischai^  is  scanty  and  the  chemosis  great.  It  should 
never  bo  used  in  the  solid  form,  since  a  slough  would  be  certain  to 
be  produced.  Iced  compresses  give  relief,  and  should  be  applied  in 
the  intervals  between  irrigation.  During  the  acute  stage  the  lids 
must  be  constantly  prevented  from  adhering,  and  the  mecisures  re- 
commended will  require  the  continual  services  of  a  nurse  both  day 
and  night. 

9.  Oonorrhoeal  rhcmnatism.  —  Owing  probably  to  the 
absorption  from  the  urethral  wall  of  the  virus  of  gonorrhoea,  in  a  small 
proportion  of  cases  a  very  obstinate  form  of  arthritis  is  set  up. 
The  knee,  elbow,  the  joints  of  the  foot  and  hand,  are  frequent  sites, 
though  it  would  be  difficult  to  mention  any  single  articulation  which 
may  not  be  involved.  Further,  the  synovial  tendon -sheaths  of  wrist 
or  foot,  the  bursse,  the  fibrous  sheaths  of  nerves  (especially  the  great 
sciatic),  the  plantar  and  other  fasciae,  the  sclerotic  coat,  and  the  iris, 
may  be  affected  with  chronic  in6ammation  secondary  to  gonorrhrea 
in  both  sexes.  The  most  usual  form  is  a  hydrops  of  one  or  two 
jointfiT  and  synovial  sheaths,  painful  and  very  slow  to  clear  off, 
starting  as  a  rule  three  or  four  weeks  after  contagion.  Very  rarely 
suppuration  follows  in  the  joints  with  all  the  attendant  dangers  of 
pysemia ;  more  commonly  the  disease  ends  by  stiffening  the  joints, 
and  complete  ankylosis  is  not  unknown. 

From  acute  rheumatism  the  hydrops  due  to  gonorrhoea  is  known 
by  the  small  number  of  joints  affected,  the  absence  of  marked  fever 
and  sweating,  and  the  chronicity  of  the  disease. 

Cardiac  complications  are  very  rare,  but  not  unknown ;  salicy- 
lates are  practically  useless  in  the  treatment  of  gonorrhoea!  rheuma- 
tism. This  mainly  consists  in  curing  all  ti*aces  of  urethral  discharge, 
in  support  and  rest  of  the  affected  joints  during  the  early  stage,  and 
massage  with  hot  douches  and  the  use  of  Maitin's  bandages  in  the 
later  stage.     Blistering  may  relieve  the  pain  at  first. 

Internally,  sandal  wood  oil,  full  doses  of  quinine  or  iodide  of 
potassium,  sulphocarbolate  of  soda  (ten-  to  fifteen-grain  doses)  are 
each  recommended  by  different  authors,  though  unfortunately  there 
is  no  remedy  yet  known  which  can  be  relied  upon. 

10.  Cystitis. — Occasionally  the  gonorrhoea!  inflammation  spreads 
back  to  the  neck  of  the  bladder,  and  both  acute  and  chronic  cystitis 
may  thus  be  produced.  For  the  symptoms  and  treatment  we  must 
refer  to  Art.  LI.,  Injuries  and  Diseases  op  the  Urinary  Organs, 
Vol.  II.  It  should  be  noted  that  inflammation  of  the  prostatic 
urethra  may  give  rise  to  aching  perineal  pain,  frequent  and  diflScult 
micturition,  or  slight  hsematuria,  and  this  posterior  urethritis  has 
been  often  wrongly  termed  cystitis.     Acute  inflammation  of  the 
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prostate  gland  and  even  abscess  in  its  substance  have  been  known  to 
complicate  gonorrh(ra«  but  are  very  rare. 

Gonorrhoea  in  the  female. — Some  allusion  has  already  been 
made  to  this,  and  space  will  only  allow  of  a  very  brief  further 
notice.  The  vulva  and  the  vaginal  wall  are  first  affected,  the 
canal  of  the  cervix  uteri  is  often  involved,  and  spreading  up  from 
this  the  lining  membrane  of  the  uterus,  the  Fallopian  tubes,  and  the 
ovaries  are  liable  to  become  inflamed.  The  urethra  participates  in 
only  about  20  per  cent,  of  the  cases,  and  stricture  is  an  almost  un- 
known result  in  women.  Long-persisting  leucorrhoea,  sterility,  and 
pelvic  peritonitis  (occasionally  suppurative)  are  amongst  the  compli- 
cations to  be  feared. 

The  treatment  of  gonorrhoea  in  women  is  almost  entirely  local, 
and  consists  in  warm  hip  baths,  fi*equent  vaginal  douches,  and  irri- 
gation through  an  indiarubber  tube,  introduced  well  into  the  vagina. 
The  various  astringents  and  antiseptics  already  mentioned  are  uaefnl, 
and  when  the  disease  has  become  chronic,  glycerine  of  tannic  add 
and  ]>owdered  alum  or  tannin  (applied  on  pledgets  of  ootton-wool 
introduced  to  the  top  of  the  vagina  through  a  speculum)  sboilld 
be  tried. 
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By  bland  SUTTON,  F.R.C.S., 
Atsittant  Surgeon  to  the  Middlesex  Hospital, 


The  significance  of  the  term  tumours  has  in  recent  years  been 
very  greatly  curtailed,  partly  on  account  of  increased  knowledge  in 
regard  to  their  histolog}'  and  the  relation  of  micro-organisms  to  some 
forms  of  morbid  growths  (**  tumour  diseases"  of  J.  Miiller),  and 
partly  on  account  of  a  more  accurate  knowledge  of  embryology.  The 
morbid  conditions  usually  classed  among  tumours  will  be,  in  this 
Article,  further  curtailed  by  the  exclusion  of  those  diseases  termed  by 
Virchow  "  infective  granulomata,"  which  include  tubercle,  glanders, 
actinomycosis,  and  the  gummatous  lesions  of  syphilis.  This  list 
will  continue  to  expand  as  our  knowledge  of  micro-organisms  in- 
creases. In  spite  of  this  restricted  meaning  the  term  tumour  still 
remains  indefinable. 

Classification. — Tumours  may  be  readily  arranged  in  four 
groups : — 

I.  Connective  Tissue  Tumours. 
II.  Epithelial  Tumours. 

III.  Dermoids. 

IV.  Cysts. 

Each  group  contains  a  number  of  genera,  and  each  genus  comprises 
one  or  more  species.  A  list  of  the  genera  will  precede  the  description 
of  each  gioup. 

Innocency  and  malignancy. — Before  proceeding  to  the  sys- 
tematic description  of  tumours  it  is  necessary  to  take  into  considera- 
tion certain  peculiarities  relating  to  them.  For  instance,  surgeons 
recognise  in  the  connective  tissue  and  in  the  epithelial  tumours  two 
very  important  clinical  features — innocency  and  malignancy, 

]flRllg[iiRiit  tumours  exhibit  the  following  characters: — (1) 
infiltration,  (2)  infection  of  lymph  glands,  (3)  recun-ence  after 
removal,  (4)  dissemination,  (5)  inevitable  destruction  of  life. 

Innocent  tumours,  on  the  other  hand,  are  (I)  usually  en- 
capsuled,  and  when  diffuse  do  not  infiltrate.  (2)  They  do  not  infect 
the  glands.  (3)  They  do  not  recur  after  removal  ;  or  (4)  dissemi- 
nate, but  tend  continually  to  increase  in  size  independently  of  the 
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growtli  of  the  individual ;  and  (5)  only 
imi)eril  life  from  mechanical  causes,  and 
especially  when  they  grow  in  the  vicinity 
of  vital  organs.  The  connective  tissue 
group  contains  one  genus  of  malignant 
tumour — the  sarcomata;  and  the  epi- 
thelial group  contains  two  genera- - 
epitheliomata  and  carcinomata.  The  re- 
maining groups — dermoids  and  cysts — 
contain  only  innocent  tumours. 

As  the  terms  innocency  and  nuiluf- 
nancy  are  in  fi*equent  use,  it  will  W 
necessary  to  illustrate  them  bj  some 
concrete  examples.  It  is  necessary  to 
mention  at  the  outset  that  innocent 
tumours  sometimes  destroy  life  as  cer- 
tainly and  as  quickly  as  malignant 
tumours.  The  essential  difference  be- 
tween them  may  be  expressed  thus: 
Th4>  baneful  results  of  simple  tumoun 
entirely  depend  on  their  environtnent  ; 
but  viali{fnant  tumours  destroy  life, 
ivhnteveTi'  tlieir  situation. 

Of  all  the  simple  tumours  few  can 
claim  to  be  more  innocent  than  the 
tibrous  tumoura  of  nerve-sheaths  termed 
neuromata.  When  they  grow  on  the 
peripheral  nerves,  even  the  largest 
trunks y  they  may  be  said  never  to 
cause  death,  although  they  are  very 
often  the  source  of  intolerable  pain  and 
anguish.  When  a  neuroma  springs 
from  the  roots  of  the  upper  spinal 
nerA'es,  it  will  cause  no  trouble,  so  long 
as  it  can  be  accommodated  between  the 
walls  of  the  spinal  canal  and  the  cord  ; 
but  as  soon  as  it  begins  to  encroach 
upon  and  compress  the  soft  cord  against 
the  i*esisting  bony  walls  of  the  spinal 
canal  symptoms  of  paraplegia  supervene, 
and  eventually  death.  This  is  well 
demonstrated  in  the  specimen  (Fig.  94), 
Uikeu  from  a  man  45  years  of  age. 
Tlie  anterior  crural  nerve  is  occupied 
by  a  neuroma  the  size  of  an  orange.  Its 
existence  was  accidentally  discovered 
after  death.  Many  of  the  roots  of  the 
lumbar  nerve  contain  small  neuromata 
Some  ai*e  so   closely  congregated  as  to 
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resemble  the  annulated  root  of  ipecacuanha,  but  the' fatal  result  was 
brought  about  by  a  tumour  the  size  of  a  nut  springing  from  the  root 
of  the  fifth  cervical  nerve,  which  had  squeezed  and  destroyed  the 
cord  in  this  important  region. 

The  preceding  example  illustrates  the  effect  of  environment  in 
regard  to  the  destructive  results  of  a  simple  tumour,  but  it  must 
also  be  borne  in  mind  that  environment  influences  very  largely  the 


Fig.  as.— Side  View  of  the  Male  Pelvis  in  an  advanced  Case  of  Rectal  Cancer ;  to  show   its 
inflltrating  tendency. 

iMineful  influence  of  malignant  tumours,  and  although  it  is  as  yet 
impossible  to  state  why  a  periosteal  sarcoma  of  the  femur  should 
he  one  of  the  most  deadly  tumours  known,  yet  very  good  reasons 
can  be  adduced  to  explain  the  rapidly  fatal  course  pursued  by  cancer 
of  the  uterus  and  epithelioma  of  the  tongue. 

The  infiltrating  tendency  of  many  malignant  tumours  explains, 
in  some  cases,  the  rapidity  with  which  they  destroy  life.  Take  as 
iin  example  the  specimen  shown  in  Fig.  95.  It  was  removed  from 
a  man  33  years  of  age,  who  died  from  cancer  of  the  rectum ;  no 
disease  was  suspected  to  exist  in  the  patient   six   months   before 
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his  death.  In  this  case  the  disease  had  not  confined  itnelf  to  the 
rectum,  but  had  crept  down  the  bowel  and  infiltrated  the  skin 
around  the  anus ;  it  had  also  made  its  way  through  the  muscu- 
lar coat  of  the  bowel,  and  had  involved  the  sacrum  and  cocc3rx, 
causing  necrosis  of  the  tii-st  coccygeal  vertebra.  The  exuberant 
growth  in  the  rectum  had  so  oljstructed  the  lumen  of  the  bowel, 
that   colotomy   was    urgently   needed   six   weeks    l)efore    the   man 


FiK.  9H.— Cbondroma  of  the  Mesethmoid  (Perpendicalar  Plate)  invading  the  CraaM 
and  Distorting  the  Bones.    (Museum,  St.  George's  HospitaL) 


died.  In  addition,  the  disease  had  infiltrated  the  prostate,  80  that 
button-like  knobs  of  the  tumour  obstructed  the  urethra  and  caused 
retenticm  of  urine,  necessitating  the  regular  use  of  a  catheter. 

There  were  no  secondary  depasits  ;  death  in  this  case  was  largely 
due  to  the  interference  with  vital  organs,  in  consequence  of  the 
infiltrating  properties  of  the  tumour.  The  immediate  cause  of 
death  was  uriemia,  and  each  i-enal  pelvis  .was  dilated  and  filled  with 
purulent  material.  The  rapid  course  of  events  in  this  case  was 
due  not  (mly  to  the  essential  malignancy  of  tlie  tumour,  but  also  to 
the  implication  of  the  bladder  anci  ui'etei's,  and  the  consequent  renal 
trouble.     The  progress  was  assisted  by  progressive  anaemia,  caused 
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by  small  losses  of  blood  frequently  repeated,  and  also  l)y  the  per- 
sistent drainage  of  albuminous  fluid  from  the  tumour. 

It  might  appear  fi-om  the  facts  of  this  ca^e  that  the  destructive 
effects  of  malignant  tumours  may  in  a  large  measure  depend  on 
environment,  but  opportunities  will  be  taken  in  the  course  of  this 
Article  to  show  that  malignancy  depends  entirely  on  the  character 
of  the  tumour;  its  destructive  effects  may  be  enhanced  by  its 
situation,  but  not  alwajrs,  for  a  lympho-sarcoma  of  the  mediastinum 
or  testis  may  be  more  rapidly  fatal  than  a  sarcoma  of  the  cerebrum. 

The  baneful  effects  of  structure  as  compared  with  even  dan- 
gerous environment  is  illustrated  by  the  skull  (Fig.  96),  shown  in 
anterior  view,  minus  its  vault  and  mandible.  A  large  tumour 
composed  of  hyaline  cartilage  fills  the  nasal  fossse  and  occupies  each 
orbit  so  as  to  dislocate  the  eyeballs  outwards ;  it  overfills  e^ch 
antrum  and  expands  the  nasal  bones;  processes  of  the  tumour  invade 
the  spheno-maxillary  fossae,  and  a  large  mound  of  cai-tilage  projects 
into  the  anterior  fossa  of  the  cranium,  and,  in  all  probability,  during 
life,  came  in  contact  with  the  cranial  vault.  The  very  remarkable  ex- 
panding and  disruptive  effects  of  the  tumour  upon  the  facial  bones  are 
well  displayed  in  the  drawing ;  the  maxillse  are  so  pushed  outwards 
as  to  cause  the  incisor  teeth  to  cross  each  other.  The  patient  was 
under  the  care  of  Caesar  Hawkins  in  1848,  the  tumour  had  l^een  noticed 
two  years  previously.  In  1849  she  left  the  hospital,  and  though 
blind,  "her  health  was  little  disturbed,  she  was  calm  and  composed." 
A  portrait  of  her  appearance  in  1850  is  preserved  in  the  Museum 
of  St.  Greorge's  Hospital.  She  survived  her  discharge  from  the 
liaspital  three  years.  "  Up  to  the  period  of  her  death  she  had  no  loss 
of  intellect,  and  it  is  believed  no  paralj^is."  An  examination  of  the 
specimen  indicates  that  the  tumour  sprang  from  the  mesethmoid 
(perpendicular  plate).  It  is  perfectly  encapsuled,  and  required  six 
years  to  encompass  the  death  of  the  woman,  notwithstanding  its 
dangerous  environment,  a  period  twelve  times  longer  than  was  re- 
quisite in  the  case  of  rectal  cancer  (Fig.  95).  The  fatal  effect  in  the 
case  of  the  chondroma  was  due  to  the  pressure  of  the  tumour  on  the 
brain,  for  had  the  growth  attacked  a  phalanx  or  a  metacarpal  bone 
it  would  not  have  shortened  the  patient's  life. 

Although  the  majority  of  malignant  tumours  are  non-encapsuled 
and  infiltrate  adjacent  tissues,  a  few  are  furnished  with  very  distinct 
capsules ;  this  is  the  case  with  some  sarcomata,  especially  the  variety 
known  as  myosarcomata  occasionally  met  with  in  the  kidneys  of 
infants.  Many  of  these  have  a  perfect  capsule  ;  they  are  neverthe- 
less very  malignant  and  cause  death  usually  within  a  year  from  the 
time  they  assume  such  a  size  as  to  become  clinically  recognisable. 
Innocent  tumours  nearly  always  possess  a  distinct  capsule,  which 
completely  isolates  them  from  surrounding  sti-uctures,  and  the  few 
species  which  are  difiiise  differ  very  materially  from  non-encapsuled 
malignant  tumours  in  being  non-infiltrating. 

The  distinction  between  a  diffuse  and  an  injiltrating  tumour  is 
important  and  demands  attention.     Fatty  tumours  are  extremely 
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common,  perfectly  innocent,  and  in  nearly  all  cases  encapMuled;  there 
is,  however,  one  species  of  lipoma  (fatty  tumour)  which  has  no 
capsule,  and  is  called  in  consequence  "diffiise  lipoma"  (Fig.  9<*» 
page  450).  Though  this  tumour  is  difiuse  and,  in  the  example 
selected,  the  fat  extends  without  any  defined  limits  beneath  the 
skin  of  the  neck  and  on  each  aspect  of  the  platysma  muscle,  it 
does  not  burrow  beneath  the  deep  cervical  fascia  and  implicate 
the  muscles  and  vessels  of  the  neck  like  a  cancer,  epithelioma, 
or  sarcoma.  Other  examples  of  diffuse  but  non-infiltrating  tumours 
will  l^e  mentioned  in  the  genera  fibromata,  gliomata,  and  neuromata. 

The  infiltrating  propensities  of  malignant  tumours  explain,  in 
part,  the  phenomenon  of  recurrence,  for  in  the  process  of  ^emo^'al 
the  surgeon,  unable  to  define  its  limits,  leaves  portions  of  the  tumour 
undestroyed,  and  as  the  life  of  these  fragments  is  in  no  way 
influenced  by  the  removal  of  the  main  mass,  they  continue  to  grow 
and  even  attain  greater  proportions  than  the  original  tumour. 

A  very  common  feature  among  malignant  tumours  is  lymph 
gland  infection.  This  is  most  marked  among  epitheliomata  and 
carcinomata  (cancers).  It  is  fairly  constant  in  the  melano-sarcomata, 
wliich  arise  in  the  skin.  When  simple  tumours  involve  the  skin 
and  ulcerate,  the  adjacent  lymph  glands  may  enlarge;  this  is 
apt  to  complicate  the  diagnosis.  There  is,  however,  this  great  dilTer- 
ence :  after  the  removal  of  a  malignant  tumour,  the  infected  gUnds 
continue  to  grow  ;  whereas,  after  the  removal  of  a  simple  tumour, 
any  enlarged  glands  associated  with  it  quickly  i*esume  their  natural 
size. 

The  most  remarkable  feature  of  malignant  tumours  is  their 
tendency  to  reproduce  themselves  in  distant  organs — a  phenomenon 
known  as  dissemination.  The  products  of  this  process,  termed 
"  secondary  deposits,"  are  his'tologically  reproductions  of  the  primary 
tumour.  Dissemination  occurs  widely  in  carcinomata.  It  is  very 
frequent  in  sarcomata,  but  is  unusual  in  epitheliomata.  Peculiarities 
in  the  distribution  of  secondary  nodules  will  be  discussed  in  connec- 
tion with  the  sarcomata  and  carcinomata. 

Tumours  of  all  kinds  are  prone  to  degenerate.  Many  are  liable 
to  fatty,  mucoid  and  hyaline  changes ;  others  become  infiltrated 
with  calcareous  material.  These  are  often  referred  to  as  secondary 
changes.  Tumours  which  grow  rapidly  are  liable  to  ulcerate,  bleed, 
and  necrose. 

Psendo-malii^iiancy.— Wlien  carcinoma  arises  in  the  mucous 
membrane  of  the  gall-bladder,  intestine,  or  body  of  the  uterus,  small 
bud-like  processes  of  the  tumour  are  liable  to  make  their  way  throu^ 
the  walls  of  the  affected  viscei*a,  and  project  into  the  peritoneal 
cavity.  Under  such  conditions  the  growing  cells  are  apt  to  be  de- 
tached and  scattered  over  the  l)elly.  Many  of  these  cells  become 
engrafted  upon  the  serous  membrane  and  grow,  fonning  secondaiy 
knots.  In  some  cases,  especially  with  gall-bladder  tumours,  the»e 
little  nodule^s  are  present  in  great  n umbel's. 

A    similar   condition    is    (Kcasionally  met   witli    when   papillo- 


LIPOMATA. 


449 


iiiatous  cysts  of  the  ovary  and  ovarian  dermoids  rupture,  or 
leak,  into  the  peritoneal  cavity.  The  cells  grow  upon  the  peri- 
toneum and  form  warts  in  one  case,  and  small  dermoids  in  the 
other.  Dissemination  of  epithelial  growths  in  this  manner  may 
\ye  spoken  of  as  epitlielial  infection.  In  the  case  of  carcinomata 
and  sarcomata  epithelial  infection  of  the  peritpneum  soon  induces 
death.  Infection 

from  an  ovaiian  pa- 
pilloma gives  rise  to 
liydro  -  peritoneum ; 
but  when  the  prim- 
ary   tumour    is    re- 
moved,    the     warts  r       ■  i       mi    ;       ^j 
quickly  atrophy.    In                           f  ^Ji         l     ^^  i  ^^atm     I 
tlie  same  way  papil-                            I  ^^m.       i         I  /      li      I  ^ 
loma    of    the   renal 
pelvis  may  infect  the 
liladder;  and  epithe- 
lium of  the  skin  or 
cornea,    when     acci- 
dentally buried  in  the 
subcutaneous    tissue 
r>r  cornea,  will  some- 
times  ^ow    into    a 
small    tumour     (im- 
plantation cyst).    In             ^                        m^sm  iiiif 
<jrder  to  distinguish               X^^^^       ^^^apK^                    M 
the  infection   of  the                    ^>^      ,-i-5>-                   ■•^'S^V 
peritoneum    by     pa-                         ^*«-^.^'  -                 ,  .:    ■    / 

pillomata  and  der- 
moids from  that  due 
to  cancer  or  sar- 
coma, it  will  \ye  use- 
ful to  sjjeak  of  it  as 
pseudo-malignancy. 


Figr.  97. — Lipoma  of  the  Palm. 


GROUP  I.     CONNECTIVE  TISSUE  TUMOURS. 

Tliis  group  contains  the  following  genera : — 1,  Lipomata ;  2, 
ohondromata  ;  3,  osteomata  ;  4,  odontomata  ;  5,  fibromata  ;  6,  myxo- 
mata  ;  7,  gliomata ;  8,  neuromata  ;  9,  angeiomata ;  10,  lymphangeio- 
mata ;  1 1,  myomata ;  1 2,  sarcomata.  Adrenal  tumours  and  deciduoma 
are  provisionally  grouped  with  the  sarcomata. 

1.  Lipomata  (Faity  Tumours). 

A  lipoma  is  a  tumour  composed  of  fat.  Lipomata  are  the  com- 
monest and  most  widely  distributed  of  all  tumours  that  occur  in 
the  human  body.  The  species  of  this  genus,  determined  mainly 
by   the   situations   in   which    they  occur,  are: — (1)  Subcutaneous, 
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(H)   sul>sorous,    (3)  subsynovial,    (4)  submucouB,   (5)   intermuscular, 
(6)  intmmusi»ul»ir,  (7)  periosteal,  (8)  meningeal. 

1.  Sabcataneoas  lipomata.  —  These  occur  as  irregularly 
lobulateii  eiioii[xsule<i  tumours  in  the  subcutaneous  fat.  Unless  they 
have  lieen  irritated  or  iuHamed  these  tumours  are  movable  within 
their  capsules,  but  cannot  l>e  completely  isolated  from  the  overlying 
skin,  which  is  usually  puckered.  In  most  cases  one  lipoma  is  present, 
but   two,  ten,  or  more  may  exist  cimcurrently.     In   size  they  vary 

widely ;  some  give 
trouble  when  they 
do  not  exceed  the 
dimensions  of  a  ri(»e 
cherry,  and  other* 
weighing  ten  or 
twelve  pounds  an* 
borne  by  apathetic- 
individuals  without 
complaint.  Althou<|^i 
this  species  is  mainly 
confined  to  the  trunk 
and  trunk  end  of  the 
limbs,  they  may  aris^e 
in  the  subcutaneous 
fat  in  any  situation 
— face,  neck,  finger*, 
palms  (Pig.  97),  sole^, 
or  scrottmi.  When 
multiple  they  aiv 
often  symmetrical  so 
far  as  situation  i^ 
concerned.  Rarely 
a  lipoma  becomes 
pedunculated,  an<i 
there  is  a  variety 
known  as  difiu!«e 
lipoma,  in  which  tlie 

subcutaneous  fat  in   the  neck,  the  axillie,  groins  and  pubic  region. 

becomes  excessive  and  forms  unencapsuled  masses,  as  in  Fig.  98. 

2.  Subserous  lipomata. —  The  peritoneum,  like  the  skin, 
rests  upon  a  l>ed  of  fat  In  this  subserous  fatty  deposit  lipomata 
are  prone  to  occur,  and,  like  those  of  the  subcutaneous  species, 
they  may  l)e  sessile,  pedunculated,  or  difiuse.  When  arising  in 
the  perirenal  fat  or  in  the  nu^sentery,  lipomata  may  attain  pro- 
digious proportions — fifty  or  sixty  pounds.  Exceptionally  larjp? 
fatty  tumours  have  l)een  encountered  between  the  layers  of  the 
broad  ligament  of  the  uteiTis,  simulating  ovarian  cysts.  Sub-peri- 
toneal fatty  tumoui-s  sometimes  drag  upon  the  peritoneum  in  the 
neighbourhood  of  tlie  inguinal  and  femoral  rings,  and  produce  finger- 
like  diverticula  of  this  membrane,  which,  when  suiTOunded  by  fat. 


Fig.  98.— Diffuse  Lipoma.    (After  Morrant  Baker.) 
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are  often  mistaken  for  ruptures ;  they  are  known  as  **  fatty  hemise." 
Occasionally  a  fatty  hernia  forms  a  swelling  as  large  as  a  bantam's 
egg  in  the  scrotum  or  labium,  and  when  exposed  is  not  unlike 
omentum.  Subserous  lipomata  associated  with  small  peritoneal 
pouches  are  not  uncommon  in  the  linea  alba  in  the  vicinity  of  the 
umbilicus.     (See  Art.  XLVIIL,  on  Hernia,  Vol.  II.) 

Pedunculated  subserous  lipomata  are  usually  associated  with  the 
colon ;  they  are  for  the  most  part  veiy  large  arborescent  epiploic 
appendages. 

3.  Subsynoviftl  lipomata. — Many  synovial  membranes  have 
fat  in  the  deeper  layers.  This  fat  may  increase  in  quantity  and 
cause  the  serous  membrane  to  bulge  into  the  joint  until  the  mass 
becomes  distinctly  pedunculated — a  subsynovial  lipoma.  Tliis  occurs 
mast  frequently  in  association  with  the  alar  ligaments  of  the  knee- 
joint.     The   unusual  variety   to   which  J.   Miiller  gave  the  name 

**  lipoma  arborescens  "  consists  of  a  number  of  small  pedunculated 
fatty  fringes  projecting  into  the  synovial  cavity.  This  condition  is 
often  associated  with  chronic  joint  disease.  The  processes  have  the 
HSLine  relation  to  the  synovial  membrane  that  epiploic  appendages 
bear  to  the  peritoneum. 

4.  SabmucOUS  lipomata. — This  species  rarely  attains  a  large 
size.  Submucous  fatty  tumours  have  been  met  with  in  the  stomacb, 
jejunum,  and  rectum;  beneath  the  mucous  membrane  of  the  lips, 
the  larynx,  and  the  conjunctiva.  Many  of  the  cases  in  the  larynx 
are  pedunculated  ;  in  the  intestine  they  may  possess  stalks,  and 
have  caused  intussusception. 

5.  Intermuscular  lipomata. — The  connective  tissue  between 
muscles  is  often  provided  with  fat,  and  is  the  source  of  lipomata, 
not  only  in  the  trunk  but  also  in  the  limbs.  The  sucking-cushions 
in  emaciated  children  sometimes  l>ecome  enlarged  and  simulate  lipo- 
mata ;  they  also  occasionally  enlarge  in  adults  when  the  parotid 
duct  is  obstructed  by  a  salivary  calculus.  Intermuscular  lipomata 
in  the  liml>s  are  occasionally  connected  with  the  sheaths  of  nerv^es — 
neuro-lipomata. 

6.  Intramuscular  lipomata. — Many  examples  of  fatty  tumours 
occurring  within  muscles  have  l)een  recorded.  They  are  of 
interest  from  the  trouble  they  cause  in  diagnosis.  They  have  been 
observed  in  the  deltoid,  biceps  (of  the  arm),  complexus  and  rectus 
(of  the  alxlomen) ;  in  the  waUs  of  the  cardiac  ventricles,  and  in  the 
centre  of  pedunculated  myomata  of  the  uterus. 

7.  Periosteal  lipomata. — This  species  arises  from  the  perios- 
teum of  bone.  They  are  usually  congenital,  and  nearly  always 
contain  tracts  of  striated  muscle  fibre.  Periosteal  lipomata  are  com- 
monest on  the  scapula  and  innominate  lx)nes ;  they  have  been 
observed  on  the  clavicle,  humerus,  radius,  ulna,  femur,  tibia,  fibula, 
cervical  vertebrae,  and  frontal  bone.  Periosteal,  as  well  as  the  sub- 
cutaneous species,  are  sometimes  so  vascular  that  they  resemble 
nsevi  ;  occasionally  they  are  termed  najvo-lipomata. 

8.  Meningeal    lipomata. — Fatty    tumoui-s    occur    within    as 
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well  as  on  the  external  surface  of  the  spinal  dura  mater.  Lipomata 
within  the  dura  mater  often  contain  tracts  of  striated  muscle  ribre. 
Fatty  tumours  are  not  uncommon  in  the  middle  line  of  the  back, 
especially  in  the  lumlxKsacral  regions  overlying  the  sacs  of  spiiue 
bitidje  (Fig.  99).  Intradural  lipomata  may  be  associated  with  the 
masked  vaiiety  of  spina  bifida  (spina  bifida  occulta). 

OUnical    features.— In 

most  instances  fatty  tumours 
admit  of  almast  certain  diag- 
nosis, especially  the  subcu- 
taneous species :  their  lobula- 
tion, indefinite  boundarieis 
and  intimate  union  with  the 
skin  cause  them  to  be  re^ily 
recognised.  In  the  groin 
they  are  apt  to  be  confounded 
with  hemifie,  or  even  with 
abscesses.  When  seated  on 
the  face  or  scalp  (rare  situa- 
tions) they  are  easily  con- 
founded with  sebaceous  cystM. 
When  a  lipoma  grows  from 
the  periosteum  of  a  long  bone 
it  will  simulate  a  sarcoma: 
embedded  in  a  mtiscle  it  will 
lead  to  most  divergent 
opinions.  In  the  middle  line 
of  the  back  it  is  very  liable 
to  be  confounded  with  spina 
bifida,  or  a  dermoid  cyst,  and 
will  then  require  much  cir- 
cumspection in  treatment.  A 
lipoma  within  the  abdomen 
is  almost  invariably  a  clinical 
puzzle. 

Treatment.  —  Sui>cuta- 

neous  lipomata  are  easily 
enucleated:  if  pedunculated, 
their  detachment  is  very 
simple.  The  diffuse  vai-iety  is  rarely  submitted  to  operation.  When 
fatty  tumours  are  situated  where  they  are  liable  to  iriitation  from 
petticoat-bands,  braces,  and  other  articles  of  clothing,  they  should 
l)e  excised.  The  removal  of  a  subcutaneous  lipoma  is  one  of  the 
simplest  proceedings  in  surgery,  but  the  extirj^ation  of  a  large  sub- 
peritoneal fatty  tumour  is  invariably  a  difficult  matter,  and  often 
attended  with  grave  risks. 

2.    ClIONDROMATA    (CARTILAGE   TuMOURs). 

Chondromata   (enchondromata)  are  tumours  composed  of  hyaline 


Fig.  99.— Meniugeul  Lipoma  simulatinK  Spina 
Bifida.     (Temoin.) 
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cartilage.      This  genus  contains  three  species  :    (1)  Chondromata ; 
(2)  ecchondroses  ;  (3)  loose  cartilages  in  joints. 

1.  Chondromata. — Cartilage  tumours  in  their  most  typical 
condition  occur  in  connection  with  long  bones,  especially  of  the 
hands ;  and,  as  a  rule,  grow  in  the  immediate  vicinity  of  the 
epiphysial  lines,  lience  they  are  most  frequent  in  childi^en  and  young 


Fig.  100.— Multiple  Chondromata.    The  lad  was  stunted  from  rickets. 


adults ;  they  are  often  multiple  (Fig.  100),  but  a  solitary  chondroma 
is  not  a  rarity.  Individuals  with  multiple  chondromata  often  pi^esent 
evidences  of  rickets,  and  it  is  a  curious  circumstance  that  the  tissue 
of  a  chondroma  resembles,  histologically,  the  bluish  translucent 
cartilage  so  characteristic  of  a  rickety  epiphysial  line.  These 
tumours  ai*e  always  encapsuled,  and  form  deep  hollows  in  the 
bones  with  which  they  are  connected :  they  are  painless,  grow 
slowly,  and  ai-e  firm  to  the  touch.  Mucoid  degeneration  is  com- 
mon in  them,  and  the  softened  parts  may  furnish  slight  fluctua- 
tion :  this  serves  to  distinguish  them  from  osteomata  with   which 
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they   are   apt    to    l>e   confounded   in  duiguotiw.     CliondroiUAtA  vt 
prone  to  ossify, 

TuniourH  of  the  tcstin  tu^d  [uirotid  which  oontaui  cnrtiln^  wm 
not  chondroniaUi,  but  chondrifying  naixjomata. 

2.  Ecchondroses—Thi^se  may  V»«^  dedmxl  m  aniall  locd  out- 
growths of  t'jirtil.i^c  :  they  iirv  \t3vy  oonimon  aloni;  the  ed|{w  o( 
tlie  lii-ticular  cai'tilage  of  (h**  km***  joint  ;  e<Thondi'OH4t>H  are  not 
iiiiT*  in  rehition  with  the  trian^^ljir  cartilage  of  the  no»«e,  and 
are  of  occasional  occurrence  in  connection  with  the  lai^ngeal 
cartilages. 

3*  Loose  cartilag'es. — Bodies  of  various  kind.H  are  found  hwntf 
in  the  cavities  of  jointn,  but   those  to  \te  considered  under  tbr  head 

of  oh  on  f  i  rornatiK 
in  addition  to  de- 
tached ecchoa* 
droMen,  are  piiHsea 
of  hyaline  cartj- 
lajL^e  found  liaM^> 
ing  from  the  !«yu- 
oviai  membrane 
by  nan*ow  Htalkts 
or  occupying  de- 
prc?«Hion?4  in  the- 
ixjne,  from  wliich 
they  are  oeoa- 
sionally  disilodgrd. 
Tiie  origin  of  th«*ar 
loo«ie  cartila^T'^ 
will  Iw  dealt  with 
in  the  article  d#s 
vol*'d  to  DtBK.Uil^ 
OF  Joi>rr9.  (Art. 
XXXIIL) 
Treatment  — TJie  operative  ti-eatment  of  ohondrouiata  htis  hern 
jjreatly  Himplitretl  nince  nurgeoiiM  have  appreciated  the  fact  that 
these  tumourH  are  encajHuled.  Hence  when  it  ia^  neiNvssoiry  to  ta* 
icrfere  with  a  chondroma,  even  in  cawen  where  ftcveral  of  ihmm 
f  uinours  ai*e  pi-eKent,  it  has  l»econie  customary'  to  incite  the  cmpsule 
and  enucleat*^  the  tumour;  thin  simjjle  method  U  very  Alicc^iiful. 
Exceptionally,  cases  come  under  oiinervation  demanding  more 
seriouK  meaMUiVH  ;  for  inHtanee,  in  Huch  a  c^tne  aji  i.^  rv^iresitileii  bi 
Fig*  yJt  the  hand  n»ay  l>»»come  mo  burflenwune  that  |>atirnt«  have 
askcH^l  to  have  the  limb  Miiiput:it<M|,  and  thetr  wi^h  bai*  ^lerri 
coroplied  with, 

3*    OsTKOM  \  1  A    It  »vMJU  s     i  I  MoL  HH^. 

An  OMt^onia  may   l)e  dL'tiiMd  uh  iui  owifying  chondroma,     Ttir 
i;ena»i    contaiiiB    two    i(peeif«i:    (1)    ConipacI    or    irofy 
(2)  caucelloua  osteoma* 


Fi»f.  101.— i)«t<»rtTOaof  Frtinul Stilus. 
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Osteomata,  like  chondromata,  are  commonly  met  with  in  the 
neighbourhood  of  epiphysial  lines,  and  in  the  case  of  skull  bones 
at  parts  where  large  tracts  of  hyaline  cartilage  exist  in  the  fcetal 
skull.  Every  growing  osteoma  has  a  cap  of  hyaline  cartilage 
which  stands  in  the  same  relation  to  the  growth  of  the  tumour 
that  an  epiphysial  line  l)ears  to  a  bone.     {See  Art.  XXX.) 

1.  Oompact  OSteomata. — These  are  sti-ucturally  identical 
with  the  compact  tissue  forming  the  shaft  of  a  long  bone ;  often 
it  is  as  dense  &s  the  petrosal.  Although 
they  may  occur  on  any  bone  they  are 
more  frequent  in  the  frontal  sinus 
(Fig.  101),  the  external  and  internal 
auditory  meatuses,  and  on  the  mastoid 
process  than  elsewhere.  They  are  occa- 
sionally met  with  on  the  angle  of  the 
mandible ;  many  supposed  osteomata  of 
the  maxillse  are  odontomes.  Compact 
osteomata  are  usually  sessile. 

2.  Cancellous      osteomata.  — 

These  resemble  in  structure  the  can- 
cellous tissue  of  l)one,  and  are  soft  in 
comparison  with  the  compact  species. 
When  growing  fi*om  the  distal  end  of 
the  radius  or  tibia,  they  are  often 
deeply  channelled  for  the  passage  of 
Hexor  and  extensor  tendons.  Can- 
cellous osteomata  may  be  sessile  or 
pedunculated  :  frequently  the  summit 
is  surmounted  by  a  bursa. 

Exostoses. — It  is  necessary  to 
mention  that  all  iiTegular  bony  out- 
jyp^wths  ai-e  often  vaguely  classed  as 
exostoses.  The  conditions  which  should 
\ye  classed  under  this  name,  and  sharply 
excluded    from    osteomata,    are  :  —  1 , 

ossification    of  tendons   at    their  attachments  (Fig.    102) ;   2,    the 
subungual  exostosis  ;  3,  calcified  inflammatory  exudations. 

Many  macerated  preparations  of  bones  preserved  as  examples  of 
multiple  exostoses  are  fix>m  individuals  affected  with  chondromata, 
some  of  which  had  partially  ossified.  Further,  some  of  the  skeletons 
supposed  to  be  examples  of  multiple  exostoses  are  really  instances  of 
the  rare  disease — myositis  ossificans.  (Art.  XXXIV.,  on  Injuries 
AND  Diseases  of  Muscles,  Tendons,  Fascle,  and  Burs.e,  Vol.  II.) 

Treatment. — Osteomata,  in  situations  where  they  do  not  involve 
important  structures,  rarely  demand  treatment.  When  they  press 
upon  important  nerves,  obstruct  the  external  auditor}'  meatus,  and 
are  clearly  the  source  of  inconvenience,  deformity,  or  distress,  they 
should  be  removed.  When  growing  near  large  joints,  great  care 
must  be  exercised   in  removing  them.      Osteomata  of    the  ivory 


Fig.  102.— EzostosiB  of  the  Femnr, 
produced  bv  oesiflcation  of  the 
tecdon  of  tbA  oddactor  magnaa. 
(Maseuin,  Royal  College  of 
Surgeons. ) 
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species,  when  sessile,  sometimes  require  very  persevering  efforts  <m 
the  part  of  the  surgeon,  aided  by  the  best  surgical  cutlery.  WLeu 
an  osteoma  grows  from  the  roof  of  the  orbit,  it  should  be  remem 
bered  that  it  often  projects  deeply  into  the  cranial  cavity. 

4.  Odontomata  (Tooth  Tumours). 
Odontomes  are  tumoure  composed  of  dental  tissues  in  varying 
proportions  and  diflbrent  degrees  of  development,  arising  from  teeth- 
germs,  or  teeth  still  in  the  process  of  growth. 

The  species  of  this  genus,  determined  according  to  the  part  of  the 
tooth-germ  concerned  in  their  formation,  are : — (1)  Epithelial  odon- 
tome  (from  the  enamel  organ)  ;  (2)  follicular  odontome ;  (3)  fibrous 

odontoma  ;    (4)    ce- 
J  mentome  ;  (5)  c<.»iu- 

pound  follicular 
odontome  (from  the 
tooth  follicle);  (6; 
radicular  odontome 
(from  the  ]>apilla); 
(7)  composite  odon- 
tome (from  the 
whole  germ). 

1.  Epithelial 
odontomes.  — 

These  occur  an  en- 
capsuled  tumours 
in  the  mandible, 
and  less  frequently 
in  the  maxilhe.  In 
section  they  are 
seen  to  be  made  up  of  congeries  of  cysts  of  various  shapes  and 
sizes.  Tlie  loculi  rarely  exceed  2  cm.  in  diameter.  The  walls  of 
individual  loculi  are  sometimes  ossified.  The  cavities  contain 
mucoid  fluid  of  a  brownish  colour  (Fig.  103). 

Histologically,  an  epithelial  odontome  consists  of  branching  and 
anastomosing  columns  of  epithelium,  poi-tions  of  which  form  alvec^. 
The  cells  occupying  the  alveoli  vary.  Thus  the  outer  layer  may  be 
columnar,  whilst  the  central  cells  degenerate,  and  give  rise  to  tissue 
resembling  the  stratum  intermedium  of  an  enamel  organ  (Fig.  104). 
2.  Follicular  odontomes. — This  species  includes  those  tumours 
commonly  called  •*dentigerous  cysts,"  a  term  wliich  is  so  often  con- 
founded with  tooth-containing  dermoids  that  it  is  advisable  to  dis- 
card it. 

Follicular  odontomes  are  usually,  but  by  no  means  invariabh% 
associated  with  the  permanent  teeth,  especially  the  molars,  and 
sometimes  attain  very  large  proportions  and  produce  great  deformity. 
Occasionally  they  are  multiple,  especially  when  ccmnected  with  the 
maxillary  teeth.  The  tumour  consists  of  a  wall  of  varying  thickness. 
Thus  it  may  be  thin  and  crepitant,  or  measure  2  cm,  in  thickness. 


Fig.  10({.— Epithelial  Odoutome.    (After  Pepper.) 

o,  Divided  lionc ;  b,  teotli  ;  r.rynts  coin  niiiing  a  glairy  fluid  ;</,  lobulfs 
of  ilic  growtU. 
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Fig. 


KM.— MicnMCopical  Characters  of  un  Epithelial 
Odontome. 


This  cyst  wall  represents  the  follicle  of  an  unerupted  tooth.  The 
cavity  df  the  cyst  is  occupied  by  viscid  fluid  and  the  crown  of  an 
unerupted  tooth.  Ex- 
ceptionally the  tooth  is 
loose  in  the  cyst.  It 
may  be  inverted;  usually 
the  root  is  truncated 
— incompletely  deve- 
loped, due  to  non-erup- 
tion (Fig.  105)— and 
rarely  the  tooth  is  ab- 
sent. The  cyst  wall 
contains  calcareous  mat- 
ter, and  occasionally 
bone. 

3.  Fibroxm  odon- 

tomes. —  Every  tooth 
before  its  eruption  is 
enclosed   in    a    capsule 

of  fibrous  tissue — the  tooth  sac.  This  capsule  occasionally  becomes 
thickened,  and  so  thoroughly  encysts  the  tooth  that  it  is  never 
erupted,  and  is  sometimes  completely  suppressed.  Microscopically 
these  odontomes  are  made  up  of  wavy  lamina;  of  fibrous  tissue, 
intermixed  with  calcareous  matter.  This  species  has  in  the  past 
Ijeen  confounded  with  myeloid  sarcoma. 

4.  Oementomes. — When  the  tooth  sac  l>ecomes  enlarged,  as  in 
the  preceding  species,  and  the  fibix)us  tissue  ossifies,  the  tooth 
becomes  embedded  in  a  mass  of  hard  tissue  identical  with  cementum. 
An  odontome  of  this  character  is  called  a  cementoma.  At  present 
they  are  unknown  in  man,  but  are  met  with  in  horses,  and  in  these 

animals  grow  to  a  very  large  size. 
Specimens  are  known  weighing  fifty, 
sixty,  and  seventy  ounces. 

5.  Compound  follicular  odon- 
tomes.— When  the  thickened  capsules 
of  one  or  more  unerupted  teeth  become 
confluent  and  ossify  sporadically,  a 
tumour  is  produced  containing  <>ne 
or  more  denticles  and  fragments  of 
cementum.  Such  tumours  are  known 
as  compound  follicular  odontomes. 
Several  examples  have  been  carefully 
recorded.  Some  of  these  tumours  have 
contained  twenty  and  others  forty  denticles.  In  a  few  of  the  re- 
corded cases  some  of  the  denticles  erupted  and  stood  above  the 
gum.  On  their  removal,  other  ill-formed  teeth  appear,  and  then  a 
thorough  search  revealed  the  existence  of  a  collection  of  denticles 
within  a  capsule.  Ck)mpound  follicular  odontomes  occur  in  the 
maxilla  as  well  as  in  the  mandible. 


Fig  106.— Follicalar  Odontome. 
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0.  Radicular  Odontomes. — This  specien  arises  after  the  crown 
of  the  tooth  has  been  completed,  and  while  the  roots  are  in  psocess  of 
formation.       As    the   crown   of    the   tooth    when   once    formed  is 

unalterable,  it  naturally  follows 
that  should  the  roots  develop  an 
odontome,  enamel  cannot  enter 
into  its  composition  ;  the  tumoar 
would  consist  of  dentine  and 
cementum  in  varying  proportions. 
Radicular  odontomes  are  occar 
sionally  met  with  in  man  (Fig.  106) ; 
they  occur  equally  in  maxilla  and 
mandible.  In  itxients  they  aiv 
very  common  and  occur  in  mul- 
tiples ;  four  may  l)e  present  in  the  jaws  of  the  same  animal. 

7.  Composite  odontomes. — These  tumours  bear  very  little 
resemblance  in  shape  to  teeth  (Fig.  107),  but  consist  of  a  disordered 
conglomeration  of  dentine,  enamel,  and  cementum,  and  may  be  con- 
sidered {iH  arising  from  abnormal  growth  of  all  the  elements  of  a 
tooth-germ.  They  are  composite  in  another  sense,  for  the  majority 
of  specimens  consist  of  two  or  more  teeth-germs  indiscriminately 
blended.  They  occur  in  both  jaws  with  equal  frequency,  but  attain 
far  larger  proj^ortions  in  the  maxilla  than  in  the  mandible.  Tlie 
clinical  characters  of  odontomes  are  described  in  the  article  devoted 
to  Diseases  of  the  Jaws  (Ai-t.  XXXI.). 


Fig.  106.— Radicular  Odontome   firom  the 
Maxilla.    Natiirul  size. 

(After  John  Tomee.) 


5.  Fibromata  (Fibrous  Tumours). 

Fil)romat4v  are  tumours  composed  of  fibrous  tissue.  This  genus 
contiiins  three  species: — (1)  Simple  fibromata;  (2)  molluscum 
fibrosum  ;  (3)  neuro-fibromata. 

1.  Simple  fibromata. — Typical  fibromata  consist  of  waxy 
bundles  of  dense 
fibrous  tissue;  the 
))undles  are  com- 
posed of  long, 
slender,  fusiform 
cells  closely  pack- 
ed together,  and 
frequently  ar- 
ranged in  whorls, 
the  large  blood- 
vessels     of       the 


Fig.  107.— Composite  Odontome  from  the  Upier  Jaw. 
(After  Jordan  Lloyd.) 


tumour      travei-se 

the  centre  of  the  vortices.  Fibromata  occur  in  the  ovary,  intes- 
tine, and  larynx,  on  the  gum  (epulis),  in  the  uterus,  and  in  the 
deeper  layers  of  the  skin.  In  the  last-named  situation  they  are 
known  as  "  painful  suI)cutaneous  tul)ercles." 

2.  Molluscum  fibrosum.— This  extraordinary  condition  of  the 
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skill  has  been  described  under  a  variety  of  names  as  fibro-cellular 
tumour,  padiydermatocde  (Mott),  and  dermatolysis.  It  consists  of  an 
overgrowth  of  skin  and  subcutaneous  tissue,  which  may  affect  a 
small  ai-ea  like  the  scalp,  or  involve  a  large  extent  of  skin  on  the 
trunk  and  limbs,  causing  it  to  hang  in  pendulous  folds  (Fig.  108). 
Sometimes  it  as- 
sumes the  form 
of  discrete  nodules 
scattered  over  the 
skin,  the  nodules 
varying  in  size, 
the  extremes  being 
represented  by  a 
pea  and  a  walnut. 
Noclules  and  pen- 
dulous folds  are 
occasionally  asso- 
ciated in  the 
same  individual, 
and  several  cases 
have  been  reported 
in  which  melius- 
cum  nodules  have 
lieen  associated 
with  a  multitude 
of  neuromata  on 
the  principal 
nei'\'e- trunks. 

The  histology 
of  the  nodules  and 
the  pendulous 
flaps  is  similar, 
and  appears  to  be 
represented  by  an 
overgrowth  of  the 
fibrous  tissue  of 
the  skin  and  the 
subcutaneous  tis- 
sues generally. 
Concerning  the 
cause  of  this  over- 
growth nothing  is  known  ;  it  affects  men  and  women  equally,  and  is 
not  confined  to  any  race  or  clime. 

In  many  cases  in  which  the  disease  has  been  con6ned  to  a  limited 
area  the  pendulous  masses  have  been  successfully  excised,  and  the 
subsequent  records  of  the  patients  have  demonstrateci  that  the 
disease  shows  no  disposition  to  recur  or  to  manifest  itself  in  any 
other  region  of  the  body.  It  will  l)e  necessary  to  refer  again  to 
molluscum  fibrosum  in  dealing  with  neuromata. 


Figr.  108.— Molluscum  Fibrosuis. 
This  tumour  w(u  Bucceasfully  removed  by  Mott. 
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6.  Myxomata. 


MyxomatA  are  tumours  composed  of  a  tissue  identical  with  that 
which  surrounds  the  vessels  of  the  umbilical  cord. 

The  genus  contains  three  species  ; — (1)  Nasal  and  aural  poljpi; 
(2)  cutaneous  myxomata  ;  (3)  neuro-myxomata. 

Myxomatous  tissue  is  in  many  instances  the  result  of  degenera- 
tive changes  in  fibrous,  cartilaginous,  and  sarcomatous  tissues.  Its 
microscopical  characters  may  be  best  studied  in  a  nasal  polypus.  A 
nasal  myxoma  has  a  capsule  of  mucous  membrane  covered  with 
columnar  ciliated,  cubical,  or  stratified  epithelium  ;  sometimes  the 
tliree  varieties  may  be  demonstrated  on  one  tumour.  Immediately 
beneath  the  mucous  membrane  there  is  a  firm  layer  of  fibrous  tismie, 
which  gradually  becomes  continuous  with  a  gelatinous  mass  composed 
of  cells  furnished  with  long  delicate  branching  processes — spider 
cells.  {See  Art.  XLII.,  on  Diseases  of  the  Nose  axd  Nasal 
Cavities,  VoL  II.) 

Cutaneous  myxomata  may  be  either  pedunculated  or  sessile.  A 
large  sessile  myxoma  when  cut  into  resembles  a  mass  of  pale 
trembling  jelly,  from  which  a  viscid  fluid  of  a  pale  straw  colour 
drains  away. 

Neuro-myxomata  will  be  described  with  neuromata. 

7.  Gliomata. 

Gliomata  are  tumours  composed  of  the  delicate  connective  tissue 
known  as  neuroglia.     The  genus  consists  of  a  single  species — ^glioma. 

Gliomata  only  occur  in  the  central  nervous  system.  Tissue  very 
similar  to  neuroglia  forms  the  sustentacular  framework  of  the  retina, 
and  is  the  seat  of  sarcomata,  which  are  often  termed  retinal  gliomata. 

In  the  brain  a  glioma  occura  as  h  tumour  imperfectly  demarcated 
from  the  surrounding  tissue.  It  may  appear  as  a  translucent  swell- 
ing of  the  consistence  of  vitreous  humour,  or  it  may  be  as  firm  as 
the  tissue  of  the  pons.  As  a  rule,  a  glioma  is  of  the  same  firmoetK 
as  the  cerebral  cortex.  {See  Art.  XXXVII.,  on  Diskasbs  of  the 
Head,  Vol.  II.) 

Structui-ally,  gliomata  consist  of  cells  furnished  with  delicate 
ramifying  processes  ;  the  cells,  which  may  contain  one  or  more  nuclei, 
are  mixed  with  fibrous  tissue.  The  proportion  of  cells  to  the  fibrous 
tissue  varies  greatly  ;  sometimes  one  set  of  elements  preponderates, 
sometimes  the  otlier.  These  tumours  are  often  very  vascular,  the 
vessels  heing  irregularly  dilated  and  occasionally  sacculated.  The 
number  of  blood-vessels  in  some  specimens  is  so  great  that  the 
tumours  are  descril)ed  as  angeiomata  or  angeio-sarcomata. 

As  a  rule,  gliomata  are  solitary  and  do  not  give  rise  to  secondary 
deposits.  In  certain  situations  they  rather  resemble  difiTuse  over- 
growths than  tumours.  Vircliow  pointed  out  that  when  a  glioma  is 
situated  near  the  surface  of  the  cortex  it  will  appear  like  a  colossal 
convolution.  Should  it  grow  in  the  tissue  of  an  optic  thalamus,  it 
would  cause  the  thalamus  to  bulge  into  the  third  ventricle  as  though 
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overgrown,  and  a  glioma  of  the  occipital  lol>e  will  project  into  the 
descending  comu  like  an  additional  thalamus.  The  best  illustration 
of  the  indeilniteness  so  characteristic  of  a  glioma  comes  out  in  a 
striking  manner  in  the  variety  known  as  "  gliomatous  enlargement 
of  the  pons,"  which  is  occasionally  met  with  in  children  between  six 
and  twelve  years  of  age. 

Gliomata  are  very  rare  tumours  in  the  spinal  cord.  Judging 
from  the  scanty  records,  a  glioma  is  twenty  times  more  frequent  in 
the  brain  than  in  the  spinal  cord. 

8.  Neuromata. 

Neuromata  are  tumours  growing  from,  and  in  structure  resembling 
tlie  sheath  of,  a  nerve.  The  genus  contains  thi-ee  species : — 
(1)  Neuro-libroma ;  (2)  plexiform  neuroma;  (3)  traumatic  neuroma. 

1.  Neuro-fibromata.  —  Structurally,  neuro-fibromata  consist 
of  connective  tissue  continuous  with  that  of  the  nerves  from  which 
they  grow.  They  are  furnished  with  a  distinct  capsule,  which  is 
continuous  with  the  neurilemma,  and  from  which  the  tumour  is 
easily  enucleated. 

Neuro-libromata  are  very  liable  to  myxomatous  degeneration, 
and  in  large  specimens  this  change  may  lead  to  the  formation  of 
cavities  in  the  tumouts.  (See  Fig.  94.)  This  accounts  for  the 
various  names  applied  to  neuromata,  such  as  myxoma,  myxo-fibroma, 
cystic  myxoma,  myxo-sarcoma,  and  neuro-myxoma. 

2.  Plexiform  neuromata.  —  This  species  is,  in  comparison 
with  the  preceding,  somewhat  rare.  Instead  of  forming  distinct 
tumours  as  in  the  case  of  simple  neuromata,  it  seems  as  if  the 
branches  of  a  nerve  distributed  to  a  particular  area  became  thickened 
and  elongated.  Such  nerves  in  section  have  ah  appearance  like  that 
presented  by  the  imibilical  cord,  due  to  the  presence  of  a  large 
quantity  of  myxomatous  tissue  in  the  sheath  of  the  nerve.  Plexi- 
form neuromata  are,  as  a  rule,  congenital,  and  are  apt  to  arise  in 
pigmented  moles.  Sometimes  the  thickened  nerves  are  embedded 
in  tissue  similar  to  that  which  forms  the  folds  in  molluscum  Hbrosum. 

3.  Traumatic  neuromata.  —  This  species  comprises  the 
*'  bulbs  "  which  form  on  the  proximal  ends  of  divided  nerves,  and  on 
nerve  ends  in  amputation-stumps. 

A  fuller  consideration  of  neuromata  will  be  found  in  the  article 
dealing  with  diseases  of  nerves  (page  698) ;  but  it  is  necessary 
to  point  out  the  difficulty  which  surrounds  the  classification  of 
neuromata.  The  term  has  been  in  use  since  the  early  years  of  this 
century  to  indicate  any  tumour  of  a  nerve.  The  advance  of  histo- 
logical knowledge  has  demonstrated  that  some  nerve-tumours  are 
fibrous,  others  are  myxomatous,  while  a  few  are  sarcomatous  in 
stinicture.  Some  even  consist  of  fat.  Thus  it  would  be  better  to 
speak  of  fibroma,  myxoma,  sarcoma,  and  lipoma  of  nerves  as  we 
spteak  of  sarcoma  or  chondroma  of  a  bone. 

It  is  of  interest  to  draw  attention  to  the  fact  that  the  gelatinous 
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tisHue  in  the  sheaths  of  the  enlarged  trunks  of  a  plexiform  neuroma 
bears  tlie  same  relation  to  the  nerve  that  a  glioma  bears  to  the  brain, 
and  this  species  might  not  inaptly  be  called  **  glioma  of  a  nerve." 

The  peculiar  relationship  between  multiple  neuromata  and  the 
two  varieties  of  molluscum  tibrosum — the  nodular  and  the  pendulous 
— has  been  referred  to  in  the  section  on  fibi-omata  (page  458). 
Tliis  much  is  clear,  the  neuromata  constitute  a  mixed  and,  in  a  sense, 
a  bastard  genus ;  nevertheless,  it  is  necessary  to  retain  the  class  for 
a  time  at  least. 

9.   Angeiomata.     10.   Lymph  AN  GEioMATA. 

Angeiomata  are  tumours  composed  of  an  abnormal  formation  of 
blood-vessels.  This  genus  contains  three  species  : — (1)  Simple  nseviLs ; 
(2)  cavernous  nrevus ;  (3)  plexiform  angeioma. 

The  angeiomata  are  considered  in  the  article  devoted  to  the 
Diseases  of  Blood-vessels  (Art.  XXIV.  page  517),  and  lympbin- 
geiomata  in  Art.  XXVI.,  on  Diseases  and  Injuries  op  Lympuatics 
(pages  663  and  679). 

11.  Myomata. 

Myomata  are  tumours  composed  of  unstriped  muscle-fibre.  Tli«- 
genus  contains  one  species — myoma.  They  occur  in  the  uterus  :  occa- 
sionally they  are  found  in  connection  with  the  cesophagus,  stomach, 
small  intestine,  bladder,  and  prostate ;  more  rarely  they  grow  in 
connection  with  the  dartos  tissue  of  the  scrotum  and  the  subcutaneous 
tissue  of  the  scalp.  Myomata  sometimes  arise  in  the  broad  ligament 
of  the  uterus,  the  ovary,  and  the  ovarian  ligament,  and  very  rarely 
from  the  Fallopian  tube. 

Myomata  occur  as  encapsuled  tumours  composed  of  long  fusiform 
cells,  with  a  rod-like  nucleus.  The  bundles  of  muscle-fibres  are 
often  interwoven  in  such  a  manner  that  the  cut  surface  presents  a 
characteristic  whorled  appearance. 

It  is  sometimes  very  difficult  to  distinguish  between  a  myoma, 
a  fibroma,  and  a  spindle-celled  saixjoma;  for  instance,  uterine 
myomata  were  fonnerly  called  "uterine  fibroids,"  and  spindle- 
celled  sarcomata  "  recurrent  fibroids  " ;  but  increased  accuracy  in 
histological  methods  has  in  a  very  large  measure  served  to  dissipate 
this  confusion.  It  is  important  in  doubtful  cases  to  remember 
that  myomata  only  arise  fix)m  pre-existing  unstriped  muscle-fibre. 
Spindle-celled  sarcomata  are  rare  in  situations  favourable  t<» 
myomata. 

Tumours  composed  of  unstriped  muscle  very  frequently  occur  in 
the  uterus,  and  are  the  commonest  tumours  to  which  women  are 
liable.  The  uterus  consists  almost  entirely  of  unstriped  muscle, 
and  the  larger  part  of  the  organ  is  covered  externally  by  peri- 
toneum :  whei-e  this  membrane  is  in  relation  with  the  uterus,  its 
subserous  layer  (which  in  many  parts  of  the  abdomen  consisti}  of 
fat-containing  connective  tissue)  is  here  replaced  by  a  layer  of  un- 
striped muscle-fibre,  which  is  directly  continuous  with  the  muscle- 
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tissue  of  the  broad  ligaments.  The  cavity  of  the  uterus  is  lined  with 
mucous  membrane,  the  deep  layer  of  which  is  so  rich  in  muscle-fibre 
that  it  is  impossible  to  determine  the  limit  between  the  mucous  mem- 
brane and  the  true  wall  of  the  uterus.  Thus  there  are  three  situations 
in  the  uterus  in  which  myomata  may  arise  :  (1)  in  the  time  uterine 
tissue — intramural  myomata;  (2)  in  the  submucous  tissue — sub- 
mucous  myomaia  :  (3)  in  the  subserous  layer — subserous  myomata 


Fig.  109.— A  Terj  Vasculur  Myoma.    (After  Yirchow.) 


Muscle  tumours  may  arise  in,  and  remain  confined  to,  any  one  of 
these  layers  ;  or  they  may  arise  in  all  three  in  the  same  individual. 
Submucous  and  subserous  myomata  rarely  attain  a  large  size,  they 
(}uickly  Ijecome  pedunculated  and  project  into  the  peritoneal  cavity 
in  the  case  of  the  subserous  variety,  and  into  the  uterine  ca\'ity 
when  originating  in  the  submucous  tiasue.  It  must  also  be  borne 
in  mind  that  intramural  myomata  not  infrequently  project  into  the 
uterine  or  peritoneal  cavities,  acquire  stalks,  and  simulat'e  thost^ 
which  arise  in  the  submucous  and  subserous  layei*s.  When  intra- 
mural myomata  become  pedunculated  and  project,  either  on  the 
serous  or  mucous  aspect  of  the  uterus,  they  attain  larger  proportions 
than  those  which  arise  in  the  subserous  or  submucous  strata. 
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It  not  infrequently  happens  that  when  a  myoma  is  confined  to 
one  wall  of  the  uterus,  and  appears  as  a  single  tumour  externally, 
it  will  be  found,  on  section,  to  consist  of  two  or  more  tumoun 
growing  in  association,  but  each  possessing  its  own  capsule.  This 
holds  good  of  many  specimens  described  as  "general  myomatous 
enlargement  of  the  uterus,"  in  which  the  organ  is  so  uniformly  en- 
larged as  to  I'esemble  a  gigantic  pear.     Myomata  arise  in  any  part 

of  the  uterus,  but  they 
are  most  frequent  in 
the  body  and  fundus. 
They  are  rare  in  the 
cervix,  but  in  this  situa- 
tion very  large  examples 
are  sometimes  met  with. 
The  cervix  is  frequently 
involved  in  myomata 
arising  in  the  anterior 
or  posterior  wall  of  the 
uterus. 

Myomata  vary 
greatly  in  their  rate  of 
growth ;  those  which 
grow  slowly  are,  as  a 
rule,  very  hard,  and 
contain  a  large  propor- 
tion of  fibrous  tissue: 
hard  tumours  rarely 
exceed  the  size  of  a 
fist,  and  if  they  become 
pedunculated,  do  not 
commonly  grow  big. 
The  softer  specimens  con- 
tain but  little  fibrous 
tissue,  the  cells  are 
large,  they  grow  rapidly, 
are  very  vascular,  and  often  furnish  a  loud  systolic  murmur  (Fig.  109). 
^lyoniata,  when  they  project  into  the  uterine  cavity,  cause 
marked  hypertrophy  of  the  walls  of  the  uterus ;  when  very  large, 
and  especially  when  projecting  from  the  fundus,  they  distort  the 
uterine  cavity.  In  many  cases  the  tumour  gradually  dilates  the 
cervical  canal  and  is  extruded  from  the  uterus  into  the  vagina,  and 
may  even  protrude  from  the  vulva.  Occasionally  the  pedicle  \» 
broken  and  the  tumour  discharged.  This  is  known  as  spontaneous 
fletachnient  of  a  uterine  myoma.  When  a  myoma  occupies  the 
cax-ity  of  the  uterus,  whether  it  arise  in  the  mucous  membiane  or 
wall  of  the  organ,  it  is  in  part  invested  by  mucous  membrane :  so 
lon<(  as  the  tumour  remain  in  the  uterine  cavity  this  mucous  mem- 
brane retains  its  columnar  epithelium  ;  when  the  tumour  protrudes 
into    the  vagina  the    cells    covering   the   exposed   portion   become 


Fig.  110.  -Cavities,  the  result  of  Mucoid  Defr«>neration  of 
a  Uterine  M>oma.      (Mnseuio,  Middlesex  Hospital.) 
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stratified,  except  in  the  glandular  recesses,  where  they  retain  the 
columnar  ciliated  form.  It  is  important  to  bear  in  mind  that  a 
myoma  projecting  into  the  uterine  cavity  will  sometimes  invert 
the  fundus  of  the  uterus.  Intranmral  myomata,  especially  when 
they  remain  sessile,  often  attain  gi*eat  size,  and,  rising  out  of  the 
pelvis,  may  even  reach  as  high  as  the  diaphragm  and  weigh  sixty, 
seventy,  or  more  pounds. 

Uterine  myomata  are  liable  to  secondary  changes;  they  may 
undergo  mucoid  degeneration,  and  large  tracts  may  become  con- 
verted into  a  viscid  fluid  surrounded  by  a  capsule,  and  thus  resemble 
a  cyst  (Fig.  110).  Thus  altered,  they  are  often  spoken  of  as  cystic 
myomata.  Fatty  metamorphosis  is  a  rarer  change ;  in  some  rare 
instances  a  collection  of   fat  has  been  found  in  the  middle  of  a 


Fif .  111.— Calcified  Uterine  Mjoma,  in  section.    (Moseam,  Middlesex  HospitaL) 


pedunculated  myoma.  Calcification  is  a  common  change,  the 
calcareous  matter  is  not  deposited  irregularly,  but  follows  the  peculiar 
w^horls  of  the  muscle  tissue  (Fig.  111). 

It  occasionally  happens  that  a  myoma,  which  has  existed  many 
years  and  given  rise  to  little  inconvenience,  suddenly  enlarges, 
grows  rapidly,  assumes  formidable  proportions,  and  gives  rise  to 
constitutional  disturbance.  These  changes  are  analogous  to  those 
which  occur  when  a  submucous  myoma  extrudes  from  the  cervix  and 
becomes  gangrenous,  that  is,  they  are  due  to  septic  infection. 

The  occurrence  of  these  changes  leads  to  the  infiltration  of  the 
tumour  with  leucocytes  and  round  cells ;  thus  sections  prepared  from 
it  resemble  those  from  a  round-celled  sarcoma,  and  there  can  be 
little  doubt  that  in  many  specimens  described  as  "  sarcomatous  de- 
generation of  uterine  myomata,'*  the  changes  in  and  the  rapid 
growth  of  the  tumours  were  the  result  of  septic  infection. 

The  clinical  characters  of  uterine  myomata  are  discussed  in  the 
section  devoted  to  the  Diseases  of  the  Female  Genital  Organs 
(Art.  LIII.V0L  II.). 

E  £ 
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Fig,  112.— Mioro0oopical  Chanel  era  of  a  Lymplio- 
nrooma,  from  the  mediastinum. 


12.  Sarcomata. 

Sarcomata  are  tumours  composed  of  tissues  resembling  immatarp 
connective  tissue,  in  which  cells  preponderate  over  the  interoellukr 

substance.  This  genus  contaiiM 
six  species,  which  are  deter- 
mined according  to  the  shape 
and  disposition  of  the  celU: 
(1)  Round-celled  sarcoma  ;  (2) 
lympho-sarcoma ;  (3)  spindle- 
celled  sarcoma ;  (4)  myeloid 
sarcoma ;  (5)  alveolar  sarcoma ; 
(6)  melano-sarcoma. 

1 .    Bound  -  celled    sar 

coma. — This  species  consiEtUi 
of  round  cells  ^^dth  ver}-  little 
intercellular  substance.  Each 
cell  has  a  large  round  vesicular 
nucleus,  and  a  small  proportion 
of  protoplasm.  Blood-vessel^ 
are  abundant,  and  often  appear 

as  mere  channels  between  the  cells ;  lymphatics  are  absent.     These 

tumours  grow  very  rapidly,  intiltrate  surrounding  tissues,   become 

disseminated,  and  recur  after  removal. 

There  is  a  variety  known  as  the  "  large  round-celled  sarooma  ;  ' 

the  cells  are  of  unequal  size,  many  contain  two  or  more  nuclei ;  a 

few  are  multinuclear  and  resemble  myeloid  cells. 

The  round-celled  sarcoma  is  the  most  generalised  tumour  which 

affects  mankind ;  it  may  occur  in  any  organ,  in  bone,  brain,  muscle, 

spinal  cord,  ovary,  or  testis,  and  even  in  the  delicate  sustentacular 

framework   of    the 

retina.     It  attacks 

the    body     at     all 

periods  of  life,  from 

the    foetus    or    the 

child  just  bom  up  to 

the   extreme  limits 

of    age.        Among  fA 

vertebrate  animals 

it  is  ubiquitous. 

2.    Lympho- 

Bftrconia  consists 
of  cells  identical 
with  those  of  round-celled  sarcomata,  but  the  cells  are  contained  in  a 
delicate  mesh,  and  resemble  the  tissue  of  lymphatic  glands  (Pig.  112): 
hence  the  origin  of  the  term.  These  tumours  must  not  be  confounded 
with  simple  (irritative)  enlargement  of  lymphatic  glands,  nor  with 
the  general  overgrowth  of  lyraphadenoid  tissue  associated  with 
leukaemia  or  lymphadenoma  (Hodgkins'  disease).     (See  page  674.) 


Fig.  113.— Small  Spindle-oelled  Sutsoma  from  a 
Metaoarpel  Bone. 
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3.  Sjpindle-Celled  sarcoma. — The  cells  of  the  8i)ecies  classed 
under  this  head  vary  considerably  in  size,  but  they  agree  in  the 
circumstance  that  they  are  oat-shaped  (Fig.  113)  or  fusiform.  The 
cells  have  a  tendency  to  run  in  bundles,  which  take  different 
directions,  so  that  in  sections  of  the  tumour  seen  under  the  micro- 
scope some  cells  will  be  cut  in  the  direction  of  their  length  and 
others  at  right  angles.  This  must  be  borne  in  mind,  or  an  incorrect 
opinion  will  be  formed 
as  to  the  nature  of  the 
tumour. 

The  following  facts 
will  afford  some  idea 
as  to  the  degree  of 
variation  in  size  of 
the  cells  of  spindle- 
celled  sarcomata.  In 
some  of  the  tumours 
the  cells  are  so  thin, 
slender,  and  contain 
80  little  protoplasm 
that  they  seem  to 
consist  only  of  a 
nucleus  and  cell  pro- 
cesses. It  is  difficult 
to  distinguish  such 
cells  from  those  of 
moderately-firm  fibrous 
tissue. 

In  other  specimens 
the  cells  are  large, 
beautifully  fusiform, 
and  rich  in  proto- 
plasm. They  give 
rise  to  considerable 
difficulty  to  the  morbid  anatomist,  and  he  often  feels  incompetent 
to'^decide  between  such  cells  and  those  of  young  unstriped  muscle- 
libre.  The  complexity  of  such  tumours  is  further  increased  by  the 
fact  that  occasionally  these  long  spindle-cells  are  transversely  striated 
like  voluntaiy  muscle-fibre.  This  variety  is  sometimes  called  myo- 
sarconui  (Fig.  114). 

Another  peculiarity  of  spindle-celled  sarcomata  is  the  frequent 
presence  of  tracts  of  immature  hyaline  cartilage ;  in  some  instances 
this  tissue  constitutes  so  large  a  proportion  of  these  tumours  that 
they  are  described  as  chondromata ;  the  cartilage  is  sometimes 
calcified  and  even  ossified.  When  cartilage  is  very  abundant  in  a 
sarcoma  it  is  termed  a  chondro-aarconia.  In  slow-growing  examples 
<if  this  species  the  spindle^^lls  become  cimverted  into  fibrous  tissue  ; 
such  are  often  called  fibro^arcomata.  Spindle-celled  sarcomata 
often  contain  round  cells  and  even  large  raultinuclear  cells. 

E   E  2 


Fig.  114— Cells  from  a  Spiudle-celled  Sarcoma  of  the 
Neck  of  tbe  Uterus.  Some  of  the  'cells  have  a 
oro8»>striation.    (After  Per  nice.) 
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4.  Myeloid  sarcoma. — This  species  is  compoeed  of  tissue 
histologically  resembling  the  red  marrow  of  bone.  When  fresh,  the 
cut  surface  of  the  tumour  is  of  a  deep  red  or  maroon  colour,  and 
looks  not  unlike  a  piece  of  liver.  The  tissue  consists  of  large 
numl)ers  of  multinuclear  cells  embedded  in  a  matrix  of  spindle  ur 
round  cells  (Fig.  115).  Many  central  tumours  of  bone  contain 
large  multinuclear  cells,  but  it  is  only  when  these  large  cells  are 
present  in  such  quantity  as  to  make  up  a  large  part  of  the  tumour 
that  they  should  be  classed  as  myeloid  sarcomata.  Myeloid  sarco- 
mata only  occur  as  central  tumours  of  bones.     (See  Ai-t.  XXX.) 


FU.  115.— Microscopical  Characters  of  a  Mydoid  Sarooma,  from  the  aorouial  end  of  the 

clavicle. 


5.  Alveolar  sarcoma. — This  is  a  peculiar  species,  inasmuch 
as  the  cells,  contrary  to  the  rule  of  sarcomata  generally,  assume  an 
alveolar  disposition,  similar  to  tlmt  observed  in  sections  of  a  carci- 
noma. Although  they  mimic  the  cancers  in  this  respect,  there  is, 
however,  one  great  point  of  difference — they  do  not  imitate  the 
structure  of  secreting  glands.  In  carefully-prepared  sections  such 
tumours  n»,rely  cause  difficulty,  because  the  cells  are  usually  of  large 
size,  and  even  when  they  resemble  epithelium  it  is  possible  to 
distinguish  a  delicate  reticulum  l)etween  the  individual  cells,  a  con- 
dition never  found  in  cancer. 

Alveolar  sarcomata  have  occasionally  been  described  as  growing 
in  connection  with  bone,  but  their  common  situation  is  the  skin, 
especially  in  relation  with  those  congenital  defects  known  as  hairy 
and  pigmented  moles. 
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6.  Melano-sarcoma. — Structurally  thin  species  may  be  com- 
posed of  round  or  spindle  cells.  Occasionally  they  are  arranged  in 
alveoli.  The  distinguishing  feature  is  the  presence,  in  the  cells  and 
intercellular  substance,  of  a  variable  quantity  of  black  pigment. 

It  was  fonnerly  the  custom  to  describe  all  varieties  of  melanoma 
as  cancers.  Now  that  the  histological  distinctions  between  sarcoma 
and  carcinoma  ai-e  more  accurately  defined,  it  is  clear  that  the 
majority  of  pigmented  tumours  must  rank  as  sarcomata. 

In  these  tumours  the  amount  of  pigment  varies  greatly ;  in  some 
there  is  only  sufficient  to  pixxiuce  a  brown  discoloration,  others  are 
jet  black.  Occasionally  it  happens  that  the  primary  tumour  contains 
very  little  pigment,  yet  the  secondary  deposits  are  inky  black.  The 
pigment  particles  are  lodged  in  and  among  the  characteristic  cells 
of  the  tumour,  and  also  in  its  fibrous  matrix  and  in  the  walls  of  the 
vessels. 

IVIelano-sarconia  of  the  skin. — Two  varieties  occur  in  the 
skin.  The  most  frequent  arises  in  pigmented  moles ;  the  rarer  in  or 
near  the  nail-matrix  of  a  linger  or  toe. 

Melano-sarcomata  occurring  in  moles  diflfer  from  other  melano- 
mata  in  that  the  cells  are  collected  in  alveoli ;  the  tissue  forming  the 
base  of  a  mole,  as  a  rule,  presents  an  alveolar  disposition,  and  this 
structural  peculiarity  comes  out  very  strongly  when  a  mole  is  the 
seat  of  a  melanoma.     (See  page  718.) 

A  pigmented  mole  may  remain  quiescent  throughout  a  very  long 
life  and  never  cause  the  least  inconvenience ;  in  other  instances, 
fortunately  rare,  as  life  advances  the  mole  ulcerates,  perhaps  bleeds 
freely,  and  may  even  become  partially  healed.  Coincident,  however, 
with  the  onset  of  ulceration  the  adjacent  lymph-glands  enlarge,  l)ecome 
charged  with  pigment  and  sarcomatous  tissue,  spaces  tilled  with  black 
fluid  form  in  them,  and  finally  the  overlying  skin  ulcerates.  The 
infection  may  not  proceed  farther  than  this ;  recurrent  hemorrhage 
from  the  fungating  glands  or  a  furious  bleeding,  should  a  large  vein 
or  artery  become  broached  by  ulceration,  carries  off  the  patient.  In 
many  cases  the  morbid  material  is  disseminated,  and  secondary 
knots  form  in  the  liver,  lung,  kidney,  or  brain,  and  death  arises  from 
interference  with  the  function  of  these  organs. 

In  other  cases,  instead  of  ulcerating,  the  mole  becomes  prominent 
and  the  lymph-glands  in  anatomical  relationship  with  the  part 
enlarge,  and  deposits  at  the  same  time  occur  in  viscera,  bones  and 
flkin. 

It  does  not  necessarily  follow  that  in  all  cases  of  melanoma 
occurring  in  moles  secondary  deposits  are  fonned  in  the  visceral 
In  some  rare  cases  the  tumour  seems  to  become  mainly  a  source  of 
pigment,  large  quantities  of  which  enter  the  circulation,  to  be 
discharged  with  the  urine  in  which  it  is  recognised  as  melanin. 
Exceptionally  the  skin  will  assume  a  dusky  tint. 

Dig:ltal  melanoma* — Melanosis  in  connection  with  the  fingers 
and  toes  assumes  two  forms :  it  may  occur  as  a  deep  pigmen- 
tation of   the  skin,  usually   in   the   immediate   neighbourhood   of 
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the  nail,  and  often  involving  the  matrix,  or  even  the  nail  itaelf ; 
or  as  a  small  pigmented  nodule  arising  in  the  nail-matrix  or  in  the 
adjacent  skin.  These  nodules  quickly  ulcerate,  and  disseminatioo 
follows.  In  some  of  these  nodules  the  pigment  is  very  scanty— 
indeed  in  some  cases  it  is  only  discovered  with  the  microscope ; 
yet  secondary  nodules  of  an  intense  black  colour  will  arise  in  the 
various  organs  and  tissues. 

The  hallux  is  the  digit  most  prone  to  be  attacked  by  melanoma, 
and  several  examples  have  been  fully  recorded,  most  of  the  patients 
l)eing  women. 

Intra^-ocnlar  melanoma*  —  Pigmented  tumours  arising 
within  the  eyeball  l^elong  to  two  genera,  sarcoma  and  carcinoma. 
Of  these,  the  melano-sarcoma  is  veiy  much  more  frequent  than  the 
melano-carcinoma. 

Melano-sarcoma  may  arise  fix>m  any  part  of  the  uveal  tract — 
that  is,  either  from  tlie  posterior  part  of  the  iris,  the  ciliary  body, 
or  the  choroid,  posterior  to  the  ciliary  body.  A  melano-sarcoma 
of  the  ins  is  excessively  rare,  and  such  a  tumour  is  ten  times  more 
common  in  the  choroid  than  in  the  ciliary  body.  Intra-ocular 
melano-sarcomata  have  been  observed  as  early  as  the  fifteenth 
year,  but  the  liability  increases  with  age.  By  far  the  greater 
number  occur  l)etween  the  fiftieth  and  sixtieth  years  :  they  have 
been  met  with  as  late  as  eighty-four. 

Intra-ocular  melano-sarcomata  are  very  apt  to  recur  after  re- 
moval, and  to  become  disseminated.  Tlie  most  frequent  situation 
in  which  to  find  secondary  deposits  is  the  liver;  but  any  organ 
may  contain  them,  even  the  bones.  It  is  surprising,  considering 
that  the  eyeball  is  ho  near  to,  and  in  such  close  relation  with 
the  brain,  by  so  large  a  nerve-trunk  as  the  optic  nerve,  that 
it  should  be  so  rarely  implicated.  It  is  a  fact  that  when  the  brain 
is  the  seat  of  deposit,  it  is  excessively  rarely  the  result  of  extension 
along  the  nerve.  The  amount  of  dissemination  varies  greatly  ;  in 
some  cases  secondary  knots  occur  in  almost  every  organ ;  in  others 
they  will  be  limited  to  the  liver.  The  lymph  glands  adjacent  to 
the  orbit  are  rarely  infected.  It  is  curious  that  in  most  cases  death 
results  more  often  from  the  secondary  growths  involving  important 
(organs  than  from  the  local  effects  of  the  primary  tumour,  in  spite  of 
its  proximity  to  the  brain. 

Sarcomata  of  secreting  glands. — The  round  and  spindle- 
celled  species  of  sarcomata  are  prone  to  arise  in  the  parotid 
and  submaxillary  glands,  the  kidney,  testis,  ovary,  and  occasionally 
in  the  mamma.  They  have  attracted  great  attention  on  account 
of  the  variety  of  tissues  they  sometimes  contain.  Tlius  spindle- 
celled  sarcomata  of  the  parotid  gland  almost  invariably  contain 
cartilage,  myxomatous  and  connective  tissues,  entangling  groups  of 
ill-formed  glandular  acinL  Similar  tumours  occur  in  the  submax- 
illary gland.  Of  spindle-celled  sarcomata  growing  in  the  testis,  half 
contain  tracts  of  hyaline  cartilage.  In  the  kidneys  of  infants 
sarcomata  contain  ill-formed  glandular  tubules,  and  tissue  which  in 
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sections  is  indistinguishable  from  striated  muscle.  In  the  mammary 
gland  these  tumours  contain,  in  addition  to  sarcomatous  elements, 
hyaline  cartilage  and  clusters  of  glandular  acini.  In  the  ovary 
clusters  of  ovarian  follicles  are  found  here  and  there  embedded  in 
the  tiunour.  Many  writers  refer  to  these  tumours  as  adeno-sarco- 
mata,  a  term  which  needs  to  be  strongly  discouraged.  It  has  already 
l)een  pointed  out  that 
striated  muscle-tissue 
occurs  in  spindle- 
celled  sarcomata  of 
other  organs  than 
glands,  and  it  may 
be  here  mentioned 
that  in  the  kidney, 
where  myosarcomata 
are  most  frequently 
met  with,  when  the 
striated  cells  are 
abundant,  gland  tu- 
bules are  scanty,  and 
often  absent,  and  the 
converse  of  this  is 
equally  true.  It  has 
been  urged  that  com- 
plicated sarcomata 
of  glands  should  rank 
as  a  separate  genus, 
but  the  convenience 
and  justice  of  keeping 
them  among  sarco- 
mata Ls  indicated  by 
the  fact  that  when  a 
myosarcoma  is  re- 
moved and  recurs, 
the  recurrent  tumour 
contains  only  round 
and  spindle  -  celled 
elements. 

The  general  characters  of  8arcomata.7-It  will  now  be  ne- 
cessary to  refer  to  the  characters  of  sarcomata  in  general. 

Tlie  blood  supply, — ^The  vascularity  of  sarcomata  varies  greatly. 
In  all  the  circulation  is  mainly  capillary.  In  the  small  round-celled 
species  the  vessels  may  be  so  numerous  as  to  cause  distinct  pulsation 
and  a  loud  murmur  or  "  hum."  The  slow-growing  spindle-celled 
species  are  poor  in  vessels.  In  tumours,  which  grow  rapidly,  the 
walls  of  the  blood-vessels  are  very  thin,  and  i-upture  from  the  force 
of  the  circulation,  converting  the  centre  of  a  sarcoma  into  a  blood 
cavity.  Tumours  thus  transformed  were  formerly  described  as 
"  maUgnant  blood  cysts." 


Fig.  116.— Lympho-sarooma  of  the  Mediastinum  infiltrat- 
ing the  Lung. 
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Infiltrating  properties.  —  In  some  instances  sarcomata  are 
furnished — at  least,  in  their  early  stages — with  a  capsule,  hut 
the  majority  are  unencapsuled,  and  extensively  infiltrate  the  plants 
of  connective  tissue  adjacent  to  the  tumour.  This  infiltratin;,' 
tendency  comes  out  well  when  a  sarcoma  starts  within  the  sheath  nf 
a  muscle,  for  it  will  dissociate  the  fasciculi  and  extend  throughout 

the  muscle,  transfonnin;; 
it  into  a  hard  indurate! 
mass.  Retinal  sarcomata, 
after  escaping  from  the 
eyeball,  infiltrate  the  ocu- 
lar muscles,  and  periost«^l 
sarcomata  infiltrate  the 
adjacent  muscleH.  un<l 
render  it  impossible  to 
determine  the  real  limit> 
of  the  tumours,  espei^'ialiy 
when  seated  in  the  limlis. 
Lympho-sarcomata,  aris- 
ing in  the  mediastinum, 
illustrate  the  disastniu> 
effects  of  infiltration  (Fi,u. 
116). 

Dissemination.  — Siir- 
comata  are  liable  ti>  re- 
produce themselves  in 
distant  parts.  The  uuist 
usual  organ  in  which  to 
find  secondary  depixit^ 
is  the  lung  (Fig.  117), 
unless  the  pnumn- 
tumour  is  situated  in  the 
territory  of  the  puital 
circulation,  then  they  will 
be  found  in  the  liver.  In 
very  malignant  8arei»- 
mata,  especially  the  round- 
celled  species,  secondary 
deposits  may  form  in 
every  organ  of  the  \xjdj. 
They  are  always  identi- 
cal in  structure  with  the  primary  tumour. 

The  relation  to  veins. — It  has  long  been  recognised  that  when 
sarcomata  disseminate,  the  situations  of  secondary  nodules  indicate 
that  the  distribution  has  been  effected  by  means  of  veins.  The 
venules  issuing  from  a  sarcoma  will  often  be  found  plugged  by  small 
outrunners  from  the  tumour,  and  occasionally,  when  a  large  sarconu 
of  the  pelvic  lx>nes  implicates  the  iliac  veins,  portions  of  the  tumour 
will  travel  along  the  lumen  of  the  vein,  and  even  extend  into  die 


Fig.  117.— Section  of  Long,  with  Nodules  of  Sarooma 
secondary  to  ipindle-celled  Tamour  of  the  Testis. 
(Museum,  Royal  College  of  Surgeons.) 
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inferior  vena  cava  (Fig.  118).  This  in  not  uncommon  in  connection 
rndtli  Harooma  of  the  kidney.  Sometimes  large  pieces  detached  from 
these  intravenous  processes  produce  embolism  of  the  pulmonary 
artery,  and  have  been  so  large  as  to  obstruct  the  right  auriculo- 
ventricular  orifice. 

Secondary  changes. — Sarcomata  are  very  prone  to  de^nerative 
changes ;  for  instance,  haemorrhage  is  very  apt  to  take  place  in  those 
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latrmveuoofl  prooeM  of 
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Enlarged  lymph  glands. 
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Fig.  118.— Periosteal  Sarooma  of  the  Diam  inTaling  the  Inferior  Vena  Cara. 
(MiuMam,  St.  Bartholomew'a  Hospital.) 


which  grow  quickly,  producing  spurious  cysts.  The  tissues  of  the 
tumour  are  prone  to  liquefy,  and  myxomatous  changes  are  very 
common.  Calcification  occurs  in  those  which  grow  slowly,  especially 
when  connected  with  bone.  When  sarcomata  grow  rapidly  and 
involve  the  skin,  ulceration  is  very  ready  to  occur  and  leads  to 
profuse  and  oft-repeated  haemorrhages,  which  not  only  exhaust  the 
patient,  but  in  many  cases  induce  death. 

Occasionally  considerable  portions  of  a  sarcoma  will  necrose ; 
this  is  more  apt  to  occur  in  very  large  tumours.     In  such  cases  a 
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large  spurious  cyst  forms  in  the  sarcoma,  and  on  cutting  into  it  tlie 
duid  escapes  with  large,  irregular  pieces  of  the  tumour,  which  are 
generally  of  a  greyish-white  colour.  When  necrosis  occurs  exten- 
sively in  a  large  sarcoma  it  will  sometimes  check  its  course  in  i 
very  marked  manner. 

The  distribution  of  sarcomata, — As  connective  tissue  oocurB  in 
e\'ery  organ  of  the  body,  so  sarcomata  are  ubiquitous.  But  they 
^row  in  some  situations  much  more  frequently  than  in  others.  Some 
species  aiise  in  any  organ,  others  are  restricted  to  certain  definite 
structui^es.     Sarcomata  frequently  arise  in  subcutaneous  tissue  and 


Fig.  119.— Adrenal  Tamonr,  with  the  Kidnej  in  titu, 
(Muteum,  Boyul  College  of  Surgeons.) 


fascia^  intermuscular  septa,  periosteum,  marrow  of  bone,  testis, 
ovary,  and  salivary  glands ;  occasionally  they  occur  in  the  brain, 
rarely  in  the  8j)inal  cord  and  nerves.  They  are  very  rarfe  as  primary 
tumours  of  muscles,  liver,  lung,  spleen,  alimentary  canal  or  uteroH. 
Sarcomata  grow  from  the  retina  of  children  and  uveal  tract  of 
adults,  and  in  connection  with  congenital  defects  of  the  skin.  The 
clinical  characters  of  sarcomata  are  considered  in  the  Articles  devoted 
to  s}>ecial  organs. 

Adrenal  tumours. — Tumours  exhibiting  the  histological 
characters  of  the  zona  fasciculata  arise  in  the  adrenals  and  in 
access<jry  adrenals. 

An  adrenal  may  become  transfonned  into  a  large  tumour  in 
the  same  way  that  the  thyroid  gland  becomes  a  goitre,  and  sunae- 
tinies  the  mass  produced  by  this  change  may  ec^ual  a  melon  in  me 
(Pig.  119).     In  childi-en  both  adrenals  may  be  aflfected. 

Accessory   adrenals   are   occasionally    found   embedded  in  the 
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cortex  of  the  kidney.  On  Buperficial  examination  they  resemble 
small  fatty  tumours,  and  have  often  been  described  as  renal 
lipomata.  When  thin  sections  of  these  bodies  are  prepared  for 
the  microscope  and  deprived  of  fat,  they  exhibit  the  peculiar 
structure  of  the  zona  fasciculata  of  the  adrenal. 

These  accessory  adrenals  are  probably  the  source  of  certain 
renal  tumours  usually  described  as  sarcomata,  but  resembling  the 
adrenal  in  structure.  The  subject  is  of  practical  importance,  inas- 
much as  renal  tumours  of  this  character  are  far  less  malignant  than 
are  other  species  of  renal  sarcomata. 

Deddnoma. — ^This  name  is  applied  to  an  excessively  malignant 
tumour  characterised  histologically  by  cells  identical  with  the  large 
decidual  cells  of  the  placenta.  This  tumour  probably  arises  in  frag- 
ments of  placental  tissue  left  in  the  uterus,  as  they  have  only  been 
observed  in  women  after  recent  delivery  or  abortion.  The  tumour 
grows  rapidly,  and  is  usually  lobulated ;  on  section  the  lobules 
resemble  in  colour  and  consistence  the  pulp  of  a  pomegmnate. 
Secondary  deposits  occur  in  the  viscera  and  bones. 

GROUP   II.    EPITHELIAL    TUMOURS. 

In  the  group  of  tumours  now  to  be  considered,  epithelium  is 
not  only  present,  but  is  the  essential  and  distinguishing  feature. 
Epithelium  is  so  disposed  in  the  bodies  of  complex  animals  as  to 
serve  many  functions.  In  some  situations  it  acts  as  a  protective — 
e.y,  the  epidermis,  where  it  becomes  modided  into  hair,  nail,  horn, 
or  into  the  hardest  of  all  animal  tissues — enamel.  In  other  parts,  pix>- 
cesses  of  epithelial  cells  dip  into  the  underlying  connective  tissue 
to  form  secreting  glands ;  some  are  very  simple — e,g.  the  tubular 
glands  of  the  intestine ;  othera  ai-e  very  complex — e,g,  the  liver, 
mamma,  and  kidney.  Whether  a  gland  is  simple  or  complex,  the 
principle  of  construction  is  identical — namely,  narrow  channels 
lined  with  epithelium,  resting  upon  a  connective-tissue  base,  in 
which  blood-vessels,  Ijrmphatics  and  nerves  lumify. 

Each  epithelial  recess  of  a  gland  is  known  as  the  acinus,  and 
each  acinus  is  in  communication  with  a  free  surface,  either  directly 
by  its  own  duct,  as  in  the  case  of  sebaceous  and  raucous  glands,  or 
indirectly  by  means  of  a  number  of  main  ducts,  as  in  the  case  of 
the  mamma ;  or  by  a  common  duct,  as  in  the  pancreas.  To  this 
rule  there  are  three  notable  exceptions :  the  thyroid  gland,  the 
pituitary  body,  and  the  ovary. 

OlassiflcatioXL — The  differences  in  the  disposition  of  epithe- 
lium enable  epithelial  tumours  to  be  arranged  in  four  genera:  1, 
Papilloma;  2,  epithelioma;  3,  adenoma  ;  4,  carcinoma. 

1.  Papilloma  (Wakts). 

A  papilloma  consists  of  an  axis  of  fibrous  tissue  containing  l>l(N>d- 
vessels,  surmounted    by   epithelium,  projecting   from   an  epithelial 
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surface  :  this  surface  may  be  uniform,  or  covered  with   aeoondaiy 
processes,  like  a  mull)eiTy,  or  with  long  villous  tufts. 

There  are  four  species  of  papillomata:  (1)  Wart«;  (2)  ^illou? 
papillomata ;  (3)  intracystic  warts  ;  (4)  psammomata. 

1.  Warts. — These  are  very  common  on  the  skin,  but  they  also 
arise  from  mucous  membrane  covered  with  stratified  epitheiiniu. 
They  occur  singly  or  in  great  numbers,  and  are  rarely  painfnl,  imlea» 
irritated.  Crops  of  warts  are  common  on  the  hands  of  childreD  and 
on  the  scalp.    They  are  often  numerous  on  the  glans  peiu%  the  Bum, 

and  labia  when  these  partt^ 
are  irritated  bj  purulent 
discharges,  especialljr  that  ol 
gonorrhcBa.  Skin  warts  are 
overgrown  papilln,  and  iu 
section  the  epithelium  will  \jt 
found  to  pass  from  papilla  to 
papilla  in  an  unbroken  line 
without  invading  the  fibn»u.s 
framework. 

A  curious  feature  of  mul- 
tiple warts  is  that  they  S4nn«*- 
times  appear  in  great  numlier 
on  the  hands  or  scalp,  and 
after  persisting  for  some  weeks, 
or  even  months,  suddenly 
disappear  as  if  by  ma^c. 

A  solitary  wart  may  gruw 
from  any  skin-covered  sui-fait* , 
and  persist.  Such  a  wart  maj 
attain  the  dimensions  of  a 
walnut.  Large  solitary  warts 
often  contain  black  pigment, 
and  some  l)ecome  the  Nource 
of  melanomata.  A  wart  occa- 
sionally grows  very  rapidly,  and  may  i^each  the  size  of  a  bantam  s  egg. 
Its  surface  ulcerates,  and  gives  rise  to  a  foul  discharge,  with  a  very 
offensive  odour.  The  cells  covering  cutaneous  warts  sometiDie> 
become  transformed  into  horns — wart-horns  (Fig.  120).  {See  Art. 
XXVIIL,  pages  708  and  710.) 

Warts  on  mucous  membranes  are  not  so  common  as  on  the  skin, 
but  they  are  apt  to  produce  serious  consequences,  especially  when 
they  arise  in  the  larynx  (Fig.  121).  Laryngeal  warts  in  children 
are  often  multiple ;  in  adults  they  ai*e  less  frequent,  almost  invari- 
ably solitary,  and  are  frequently  imitated  by  laryngeal  epithelioma. 

2.  Villous  papillomata. — These  grow  from  the  mucous  mem- 
brane of  the  bladaer,  and  occasionally  from  the  pehns  of  the 
kidney.  They  consist  of  long-bi^anched  feathery  tufts,  resembling 
the  villi  of  the  chorion.  The  bladder  wart  consists  of  a  connective- 
tissue  axis  traversed  by  delicate  ves-sels  surmounted  by  colonmar  <»r 


Fijf.  120.— Wart- Horn  from  the  Cheek. 
(Mawum,  Middlesex  Hospital.) 


WARTS  AND  P8AMM0MATA. 


477 


Fig.  121.— Laryngeal  War^. 


cubical  epithelium.  Villous 
papillomata  sometimes  pos- 
sess broad  bases,  but  often 
the  points  of  attachment  are 
so  narrow  that  the  tumour 
may  be  described  as  pedun- 
culated. These  tumours  may 
be  single  or  multiple.  In- 
stances are  known  in  which 
^ r^^wftAi^^^^HBHif i/jii^  m  ^'illous  papillomata  of  the 
t% ^tKSkt^^^^^K^. i ^Sk^'  '"'^^  renal  pelvis  have  been  asso- 
ciated with  similar  smaller 
tumours  of  the  vesical  mucous 
membrane  near  the  orifices 
*  of  the  ureters,  probably  due 
to  epithelial  infection.  (Set 
Art.  LI.,  on  Injuries  and 
Diseases  op  the  Urinary 
Organs,  Vol.  II.) 

A  very  interesting  variety 
of  villous  papilloma  arises 
from  the  choroid  plexuses  of 

the  cerebral  ventricles.     When  large,  and  situated  in  the  choroid 

plexus  of  the  fourth  ventricle,  they  have  produced  pressure  symptoms 

and   death.      These    tumours 

rarely  attain  such  size  as  to 

>>e  fatal  without    undergoing 

calcification. 

3.  Intracystic  papillo- 
mata.— The  interior  of  all 
true  cysts  is  lined  with  epi- 
thelium. Warts  springing 
from  the  inner  walls  of  cysts 
are  not  common,  save  in  two 
situations  —  (1)  cysts  of  the 
mammary  gland,  (2)  cysts  of 
the  Paroophoron  and  Gartner's 
duct.  They  have  been  observed 
in  cysts  arising  in  accessory 
thyroid  glands. 

4.  Psammomata. — 

These  are  tumours  composed 
of  globular  bodies,  consisting 
of  epithelial  cells  arranged  in 
layers,  usually  calcified,  and 
embedded  in  connective  tissue 
(Fig.  1 22^.  They  are  confined 
exclusively  to  the  pia  mater  „.     ,^    ^  ..,    c  .    .  ^     v. 

^.       ,*'.  ji*i  J    ^vg'  122.—  Paammoma  of  the  Spinal  Membranes. 

OX    the    brain   and   spmai  cord  (Museum,  Middlesex  Hospital.) 
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(Fig.  123).  In  the  case  of  the  brain  they  grow  most  frequently 
from  the  choroid  plexuses  of  the  ventricles.  The  amount  of 
calcareous  matter  in  psammomata  varies  greatly.  Sometimes  the 
tumours  are  of  stony  hardness.  In  the  brain  they  rarely  exceed 
the  dimensions  of  a  shelled  walnut.  Favourite  spots  for  tht?* 
tumours  are  the  tufts  of  villi  which  protrude  from  the  lateral 
recesses  of  the  fourth  ventricle.     The  close  relations  of  such  tumours 

to  the  medalla,  the 
trigeminal,  facial,  and 
auditory  nerves  lead 
to  diaastroos  coa^^e- 
quenoes. 

2.  Epithelioxa. 


An  ^futbelioma 
differs  from  a  wart  in 
the  fact  that  the  epi- 
thelium is  not  limited 
by  the  basement  mem- 
brane, but  passes  be- 
yond it  into  the  un- 
derlying connective 
tissue.  This  invasion 
is  attended  by  peculiar 
cell  formations  kno^-n 
as  nests.  The  disease 
often  recurs  after  removal,  and  is  exceptionally  liable  to  infect  adjacent 
lymph  glands.  This  genus  consists  of  a  single  species— epithelioma. 
Site  and  mode  of  origin. — An  epithelioma  may  arise  in  any 
part  of  the  body  where  stratified  epithelium  exists,  and  is  particu- 
larly prone  to  occur  in  situations  where  there  is  a  transition  from 
one  kind  of  epithelium  to  another,  and  especially  at  spots  where 
skin  and  mucous  membi-ane  come  into  relation  with  each  other — e.g. 
the  anus  and  lips.  Injured  parts  are  sometimes  attacked  by  thi:» 
disease — e.g.  the  edges  of  cicatrices  (Fig.  124)  and  ulcere 

An  epithelioma  may  make  its  appearance  as  a  wart,  as  a  fissure, 
or  as  a  nodule  on  the  surface  of  skin  or  mucous  membrane.  Perhaps 
the  most  frequent  form  is  that  in  which  the  epithelioma  appear>i  a<< 
an  ulcer  with  raised,  rampart-like  edges. 

When  the  disease  starts  in  a  fissure,  and  ulceration  keeps  pace 
with  the  infiltration,  then,  instead  of  raised  edges,  the  ulcer  has 
margins  as  shaiply  defined  Jis  those  of  a  rodent  ulcer,  or  even 
undermined. 

There  is  a  third  variety,  in  which  processes  project  from  the  skin 
like  warts,  and  their  free  surfaces  ai*e  sometimes  quite  homy. 

Structure. — Although  these  three  clinical  varieties  o£  epithe- 
lioma look  so  diffei^ent,  they  are  identical  in  structure.  When  sections 
are  cut  in  such  a  way  as  to  include  not  only  the  edge  of  the  ulcer 


Fig.  123.— MioroMopical  Characters  of  a  Psaxnmoma. 
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but  the  adjoining  tissue  also,  the  surface  epithelium  will  be  found 
to  dip  into  the  underlying  tissue  in  the  form  of  long  columns  ( Fig.  1 25). 
The  parts  around  these  cell-columns  are  infiltrate  with  adventitious 
cells;  among  and  beyond  these  columns  as  well  as  within  them, 
curious  concentric  bodies  known  as  neata  may  be  found.  The 
cells  composing  these  nests  are  arranged  around  two  or  more 
altered  cells  like  the  layers  of  an  onion.  The  cell-columns  are  not 
enclosed  by  membrane,  and  some  of  the  larger  columns  tend  to 
branch  and  even  fuse  with  adjacent  columns,  fonuing  a  network  in 
the  deeper  tissues.  It  matters  not  whether  the  epithelioma  grows 
on  the  lip,  tongue,  larynx,  or  edge  of  a  scar,  this  peculiar  disposition 
of  cell-columns  is  observed,  accompanied  by  cell-nests.  The  size  of 
the  columns  and  number  of  the  nests  vary  in  different  cases,  but  the 
plan  of  invasion  is  the  same  in  all. 

It  is  important  to  bear  in  mind  that  the  three  clinical  varieties 
of  epithelioma  occur  in  most  of  the  situations  which  are  liable  to 
this  disease ;  in  addition  to  the  lip,  it  has  come  under  my  notice  in 
the  tongue,  anus,  buccal  aspect  of  the  cheek,  glans.  penis,  vaginal 
surface  of  the  uterine  cervix,  and  at  the  edge  of  old  scars.  The 
non-recognition  of  these  three  manifestations  of  epithelioma  has 
produced  much  confusion  in  surgical  writings.  For  instance,  the 
warty  form  has  in  many  instances  been  described  as  epithelioma 
supervening  on  warts. 

I; 


Fig.  124.— Epithelioma  arijioK  in  the  Cicatrix  of  a  Bum. 
UCuMum,  Middlesex  HospitaU) 

Course. — The  primary  ulcers  when  left  to  themselves  may  extend 
and  involve  extensive  ti*acts  of  tissue,  or  f ungate  and  form  huge 
granulating  cauliilower-like  growths.  In  either  case  the  superficial 
parts  ai-e  continually  being  cast  off  in  a  foul,  fcetid  discharge 
containing  sloughs  of  tissue,  cellular  detritus,  and  blood.  Any 
vascular  tissue  such  as  skin,  muscle,  and  mucous  membrane,  is 
quickly  infiltrated  and  destroyed ;  even  bone  is  i-apidly  eroded  and 
i*emoved  piecemeal.  Cartilage  resists  invasion.  This  is  seen  in  a 
striking  way  in   those   instances  where  the  pinna   i^  the   seat   of 
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epithelioma;  the  skin  and  soft  tissues  quickly  disappear,  whilst  the 
cartilaginous  framework  stands  out  prominently  amidst  the  sur- 
rounding ruin. 

Epithelioma  in  whatever  situation  it  occurs  destroys  life  rapidly. 
The  quickness  with  which  it  ulcerates  and  overcomes  all  resistance 
enables  it  to  open  up  large  blood-vessels  should  any  lie  in  the  way. 
Hence  death  from  haemorrhage  is  frequent ;  when  the  tumour  is 
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Fig.  125.— DiRKMition  of  Epithelimn  in  Epithelioma.    The  •iroaa  is  omitted. 
(After  Del^pine.) 

near  the  air-passages  septic  material  is  inspired  and  initiate* 
pneumonia. 

Pai-ticular  modes  of  death  occur  according  to  the  situation  (if 
the  epithelioma,  and  it  will  be  more  convenient  to  consider  them 
when  dealing  with  the  disease  in  the  various  situations  in  which  it 
occurs  than  to  attempt  a  summary  of  them  here. 

The  three  varieties  exhibit  different  degrees  of  malignancy. 
The  bm-rowing  variety  rapidly  kills,  whilst  warty  epithelioma  runs 
much  the  slowest  course  ;  each  manifests  its  malignancy  in  the  saiw 
manner  by  infecting  adjacent  lymph  glands,  recurring  after  re- 
moval, and  occasionally  by  dissemination. 

Lymph   gland  infectioXL — The   rapidity   with  which  lymph 
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glands  are  infected  is  the  most  remarkable  and  dangerous  feature 
of  epithelioma ;  the  large  size  the  affected  glands  attain  to  in  many 
cases  is  often  astonishing,  and  their  enlargement  stands  in  no  rela- 
tion to  the  size  of  the  initial  lesion,  for  an  epithelioma  2  cm.  square 
or  less,  will  lead  to  the  formation  of  a  gland-tumour  as  big  as  a 
oocoa-nut  Such  conditions  are  most  frequently  met  with  when  the 
tongue,  lip,  and  scrotum  are  the  seats  of  this  disease. 

The  gland  complication  in  epithelioma  is  always  a  serious 
element  of  danger!  When  the  cervical  glands  are  enlarged  they 
interfere  with  the  trachea  and  oesophagus ;  they  also  become  firmly 
adherent  to  the  sheath  of  big  vessels,  and  as  the  glands  break  down 
the  ulceration  not  infrequently  opens  up  the  jugular  vein  or  carotid 
artery,  and,  in  the  inguinal  region,  the  femoral  vessels.  A  peculiarity 
of  glands  infiltrated  by  epithelioma  is  the  tendency  they  exhibit  to 
break  down  in  the  centre  and  form  spurious  cysts.  This  should  be 
remembered,  for  fluctuating  glands  associated  with  epithelioma  does 
not  necessarily  signify  suppuration.  When  the  skin  becomes 
implicated  portions  of  the  infected  glands  slough,  and  leave  large 
horrible  gaps,  from  which  a  foul  foetid  discharge  proceeds,  whilst 
the  edges  of  the  chasm  produced  by  the  sloughing  continue  to  ex- 
tend and  involve  the  neighbouring  tissues. 

Disseminatioxi. — It  has  already  been  mentioned  that 
secondary  deposits  are  exceptional  in  epithelioma ;  it  cannot  he  said 
that  they  are  rare,  but  dissemination  certainly  happens  far  less 
frequently,  and  never  so  extensively  as  in  cancer.  It  is  also  note- 
worthy that  epithelioma  is  in  some  situations  more  liable  to 
disseminate  than  in  others.  For  example,  secondary  deposits  are 
rarely  met  with  when  this  disease  attacks  the  larynx,  and  the 
mucous  membrane  in  relation  with  the  mandible  or  maxilla,  and  the 
cesophagus.  The  explanation  sometimes  offered  of  this  peculiarity 
is  that  epithelioma  in  these  situations  usually  runs  a  rapid  course, 
and  often  destroys  life  so  quickly  that  the  period  is  too  short  to 
allow  of  the  formation  of  secondary  nodules.  This  is  inadmissible, 
aa  in  epithelioma  of  the  scrotum  dissemination  is  almost  as 
exceptional  as  when  the  larynx  is  attacked. 

Treatment. — ^The  principles  on  which  surgeons  rely  for  the 
treatment  of  epithelioma  are: — (1)  Early  and  free  removal  of  the 
primary  disease  whenever  it  is  in  an  accessible  situation ;  (2)  when 
adjacent  Ijrmph  glands  are  enlarged  they  should  be  dissected  out 
coincidentally  with  the  removal  of  the  primary  lesion ;  (3)  when  there 
is  recurrence,  and  the  condition  of  the  part  admits,  and  the  general 
health  of  the  patient  is  such  as  will  permit  an  operation  to  be 
performed  with  safety,  the  tumour  should  be  excised. 

The  early  excision  of  epithelioma  is  practised  for  two  very 
important  reasons : — 

The  earlier  the  diseased  area  is  removed  the  greater  the  prospect 
of  eradicating  the  disease  before  it  affects  the  adjacent  lymph  glands. 

The  extirpation  of  an  epithelioma  in  its  early  stages  is  ofttimes 
a  very  trivial  proceeding;  when  allowed  to  extend,  its  complete 
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i-emoval  will  demand  a  very  extensive,  difficult,   and  frequently  i 
dangerous  operation,  and  often  is  an  impossible  task. 

It  is  difficult  to  formulate  rules  for  the  operative  treatment  d 
epithelioma  and  to  decide  what  is,  and  what  is  not,  justifiaUe 
surgery.  Every  surgeon  nmst  be  guided  by  individual  experience. 
It  is  exceedingly  difficult  to  express  collectively  the  effects  of  (^lera- 
tion  in  eradicating  this  disease.  The  facts  broadly  stated  stand 
thus : — 

In  a  small  proportion  of  cases  the  operation  is  of  doubtful  utility, 
and  in  a  few  instances  life  in  sacriticed  in 
con?*e<juence  of  the  interferefici?'. 

On  the  othei-  hand,  a  large  number  of  patient^ 
derive  the  greatest  comfort,  and  their  live* 
arFfi  eertainly  prolonged. 

In  a  small  number  of 
inntjinee^H  an  actual  cure  i» 
brought  II bout.     When  an 
^epithelioma  is  removed  and 
thepe  is  no  recurrence  for 
five  years,  tiie 
individual 
may     be     re- 
garded   tLH 
cured. 

It  will  be 
useful  to  rei- 
terate here 
that  of  the 
three  clinical 
varieties  of 
epithelioma 
the  burrowing 
form  is  noi 
only  the  most 
malignant,  hot 
gives  the  worst 
results     after 

operation.     The  warty  variety  is  not  only  the  least  malignant,  hut 
affords  the  best  results  when  excised 

It  may  be  regarded  as  an  axiom  that  in  cases  where  operations 
are  performed  for  epithelioma,  and,  as  far  as  could  be  judged,  the 
incisions  were  carried  wide  of  the  diseased  tissues,  a  quick  recnrreDce 
of  the  disease,  either  in  or  near  the  cicatrix,  or  the  subeequest 
enlargement  of  the  lymph  glands,  may  be  taken  as  an  indication  of 
a  high  degree  of  malignancy,  and,  as  a  rule,  the  uselessness  of  furthfr 
operative  interference. 

The  tumours  often  classed  as  columnar  epithelioma^  which  are  « 
common  in  the  intestine,  especially  the  colon,  are  carcinomata,  *nd 
arise  in,  and  exhibit,  the  structure  of  intestinal  glands. 


Fig.  126.— Microscopical  Characters  of  an  Ovarian  Adenoma. 
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3.  Adenoma. 


An  adenoma  may  be  defined  as  a  tumour  constructed  upon 
the  type  of,  and  growing  in  connection  with,  a  secreting  gland,  but 
differing  from  it  in  being  impotent  to  produce  the  secretion 
peculiar  to  the  gland  it  mimics  (Fig.  126).  Occasionally  adenomata 
produce  a  perverted  secretion,  especially  the  rectal,  uterine,  and 
prostatic  species. 

As  regards  aecUj  adenomata  occur  as  encapsuled  tumours  in  such 
glands  as  the  mamma,  parotid,  thyroid,  and  liver.  In  the  mucous 
membrane  of  the  rectum,  intestine,  and  uterus  they  are  pedunculated. 
A  single  adenoma  may  be  present,  but  not  infrequently  two  or  more 
exist  in  the  same  gland.  In  the  case  of  the  intestine,  a  score  or  more 
may  be  present  in  the  same  individual.  In  size  they  vary  greatly. 
Some  are  no  larger  than  peas,  whereas  in  certain  situations — e.g.  the 
mamma — an  adenoma  will  occasionally  attain  to  the  dimensions  of 
a  man's  head,  and  in  the  case  of  the  ovary,  an  adenoma  weighing 
forty  pounds  is  no  rarity ;  in  such  the  acini  are  usually  distended 
with  fluid. 

The  effect  of  adenomata  depends  mainly  upon  the  situations  in 
which  they  grow.  The  following  statements  are  true  for  all : — 
When  completely  removed  there  is  no  fear  of  recurrence ;  they  do 
not  infect  neighbouring  lymph  glands,  nor  give  rise  to  secondary 
deposits.  When  an  adenoma  causes  death,  it  is  in  consequence 
of  mechanical  complications,  depending  on  the  situation  and  size 
of  the  tumour. 

Although  the  distinguishing  ati-uctural  peculiarity  of  an  adenoma 
is  the  presence  of  epithelium  disposed  as  in  a  secreting  gland,  the 
connective  tissue  (stroma)  entering  into  its  composition  must  also  be 
taken  into  account.  In  many  adenomata  the  epithelial  element  is 
the  most  conspicuous ;  in  others  the  connective  tissue  is  out  of  all 
proportion  to  the  epithelium,  and  occasionally  preponderates  to  such 
a  degree  that  the  tumour  from  some  writers  receives  the  misleading 
name  of  **adeno-sarcoma."  When  the  epithelium-lined  spaces  are 
distended  with  fluid,  the  tumour  is  spoken  of  as  a  "  cystic  adenoma  " 
and  sometimes  as  an  "adenocele." 

The  species  of  adenomata  are  determined  by  the  glands  in  which 
they  arise.  'The  chief  species  are : — Mammary,  sebaceous,  thyroid, 
pituitary,  prostatic,  parotid,  hepatic,  renal,  ovarian,  testicular, 
gastric,  intestinal,  Fallopian,  uterine.  The  peculiar  pathological  and 
clinical  features  of  each  species  of  adenoma  will  be  described  in  the 
Article  devoted  to  the  particular  organ  in  which  it  arises. 

Very  little  is  known  as  to  the  caibse  of  adenomata,  but  there  is 
good  reason  to  believe  that  many  of  them  arise  in  detached  and 
isolated  portions  of  secreting  glands,  to  which  the  name  "  rests  "  has 
been  applied.  Rests  have  been  detected  in  connection  with  the 
mamma,  pancreas,  liver,  parotid,  and  thyroid  glands ;  and  there  can 
be  no  doubt  that,  with  the  increased  attention  now  being  devoted  to 
this  matter,  many  more  examples  will  come  to  light.  Perhaps  the 
F  p  2 
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most  cmious  facts  in  relation  with  •* rents'*  im  that  they  tnn,y  n^tuin 
latent  for  yeiirn  and  tbiMi,  u^ithoiit  any  ol»vioUH  04iu»«e,  Huddetilj  t*kr 
on  active  growth  and  TiecoDie  t'onnidalile  tunioum. 

Although  all  ^teereting  glands  ai>*  liable  to  JulenoniatA,  xhmf 
liiniourH  ai-e  commoner  in  some  glands  than  othen*.  For  ii»tAiioe^ 
adenomata  ai^e  veiT  common  in  the  umiuma,  thr  ovary,  sod  ik 
thyroid  gland.  They  ai*e  fairly  fref^uent  in  the  intenliiltt  Mid 
proiitnte,  Imt  rare  in  the  liver  and  the  pitiiitarv  \x*d}\ 
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These  tunjours  are  met  with  in  youth  and  adult  life»  iknd  the 
liability  defn^anei*  with  each  decade  after  the  thirtieth  yoar»  In 
^nie  situations^KUch  a*  the  intestine,  parotid,  and  [>ix)^tate  i^iaricl 
— the  juienomata  never  attain  large  size,  whereiis  in  the  o^aty  tl»ey 
fonn  the  bigge^^t  tumoun^  from  which  mimkiiid  ^^utfern. 

In  the  mamma  and  parotid  gland  tutf  nomat/i  never  dfvilroy  |]|», 
whcrean  an  intestinal  lulenonia  no  larger  than  a  walnut  NMo^tutuw 
leiadn  to  intusHUjH^ption^  and  one  the  t^ize  of  a  cherry  in  the  |»ro(itJit<* 
wiU  HO  oliwtruct  the  outflow  of  uiine  tVom  the  IjhiddVr  tm  to  It^  to 
j^mve  and  often  fatal  changers  in  the  kidneys^ 

The  hugt*  ibrieiioinatH  of  the  ovary  tiiu^*e  dpath  from  ui^^hniiiail 
caii]i«?i»  alonr%  and  thit  ih  true  of  pituitiuy  tu\  <      In  one  orngm  a 

tttioatir  weighing  ttfty  pouud^  may  lie  ;u u<d  m  the  h«Uy 
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with  but  little  inconvenience  ;  in  the  other  a  tumour  of  the  size  of  a 
cherry  leads  to  fatal  pressure  on  the  base  of  the  brain. 

4.  Carcinoma  (Cancer). 

Carcinomata  are  tumours  that  always  grow  from  pre-existing 
gland  tissue,  and  mimic  the  parent  gland;  but  they  differ  from 
adenomata  in  the  fact  that  the  structural  mimicry  is  incomplete. 
The  epithelium,  instead  of  exhibiting  the  regular  disposition  so 
constant  in  adenomata,  is,  in  the  cancers,  collected  in  the  acini 
and  ducts  in  irregular  clusters,  or  fills  them  so  completely  as  to  give 
rise  to  the  appearance  of  sections  of  epithelial  columns  when  seen 
under  the  microscope  (Fig.  127). 

As  in  the  case  of  adenomata,  the  species  of  carcinomata  depend 
upon  the  relation  of  the  epithelium  to  the  stroma  of  the  tumour. 

SUtuUian. — Carcinomata  arise  in  every  secreting  gland  that  gives 
rise  to  an  adenoma ;  but  they  ai*e  very  common  in  some  glands  and 
exceedingly  rare  in  others ;  indeed,  those  glands  which  are  the  most 
frequently  affected  with  adenomata  are  the  most  liable  to  carcinoma, 
with  the  exception  of  the  ovary.  The  chief  species  of  carcinoma 
are  :  Mammary,  sebaceous,  thyroid,  prostatic,  parotid,  pancreatic, 
hepatic,  renal,  gastric,  intestinal,  and  uterine. 

General  ckoMraciers. — Cancers  are  not  encapsuled,  but  infiltrate 
surrounding  tissues  and  pass  beyond  the  glands  in  which  they 
originate  ;  they  are  very  pix)ne  to  involve  the  superficial  tissues, 
ulcerate,  and  quickly  infect  the  lymph  glands  in  the  near  neighbour- 
hood. A  marked  feature  of  carcinomata  is  their  great  tendency  to 
undergo  degenerate  changes  and  necrosis.  The  rapidity  with  which 
the  lymph  glands  are  infected  is  due  to  the  abundance  of  lymphatics 
in  most  species  of  cancer. 

ZHesernincUion, — Cancers  are  exceptionally  prone  to  become 
disseminated ;  the  secondary  growths  may  make  their  appearance 
in  any  organ  or  tissue,  and  not  infrequently  in  the  bones.  The 
cancer  grafts  which  give  rise  to  these  secondary  nodules  are  trans- 
ported by  lymph  and  blood-vessels,  and  when  these  minute  emboli 
are  lodged  in  suitable  situations  they  multiply,  giving  rise  to  a 
growth  which,  in  its  histological  features,  exactly  resembles  the 
parent  tumour.  So  faithful  is  this  reproduction  that  the  nature  of 
the  primary  tumour  can  often  be  correctly  infeiTed  from  a  micro- 
scopic examination  of  a  secondary  nodule. 

Indeed,  few  things  in  pathological  histology  are  more  surprising 
than  on  examining  a  cancerous  nodule  in  the  shaft  of  a  long  bone 
— secondary  to  rectal  cancer — to  find  it  present  the  tall  columnar 
epithelium  so  characteristic  of  intestinal  glands. 

The  amount  of  dissemination  varies  greatly.  In  some  cases 
secondary  deposits  will  be  found  only  in  the  liver,  whilst  in  another 
and  apparently  identical  case,  in  so  far  as  the  structure  of  the 
tumour  is  concerned,  secondary  knots  occur  in  almost  every  organ  of 
the  body,  including  the  skeleton. 

Secondary  deposits  of  cancers  are  not  always  so  small  as  merely 
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to  merit  the  name  of  knots,  but  form  occasionally  tumoura  of  some 
magnitude,  and  they  may  even  excel  in  size  the  primary  tumour. 

The  characters,  clinical  and  pathological,  of  particular  species  of 
carcinoma  are  considei-ed  in  connection  with  the  organs  in  which 
they  arise. 

Varieties. — It  is  necessary  to  mention  here  that  the  method 
of  dividing  cancer  into  three  varieties  —  scirrhous,  encephaloid 
(medullary),  and  colloid — is  not  only  misleading,  but  has  no  structural 
basis.  It  is  also  important  to  bear  in  mind  that  many  misconceptions 
have  arisen  from  the  circumstance  that  pathologists  have  been  in  the 
habit  of  interpreting  the  structure  of  cancers  from  plane  sectioms 
without  in  the  least  taking  into  consideration  the  relation  of  a  given 
section  to  the  entire  tiunour.  Hence  a  scirrhous  cancer  was  said  to 
be  composed  of  an  alveolar  meshwork  of  fibrous  tissue,  the  alveoli 
enclosing  epithelial  cells.  If,  instead  of  drawing  conclusions  from  one 
or  two  sections  selected  haphazard,  a  number  of  consecutive  sections 
be  taken,  and  a  composite  figure  framed  from  them,  it  will  at  once 
become  clear  that  the  alveoli  are  sections  of  glandular  ducts  and 
acini  filled  with  cells. 

This  fact  is  admirably  illustrated  in  the  case  of  rectal  cancer: 
sections  from  this  kind  of  tumour  may  take  the  form  of  closely- 
packed  cylinders,  or  of  bays  lined  with  epithelial  cells  encroaching 
on  a  bed  of  delicate  connective-tissue.  When  the  sections  are  ex- 
amined collectively,  it  will  be  found  that  the  alveoli  are  sectioub  <d 
greatly-enlarged  intestinal  glands  filled  with  cells  and  cut  in  variou'* 
planes.  What  is  true  of  the  rectum  holds  good  for  cancer  of  other 
secreting  glands. 

Cause, — Very  little  pasitive  knowledge  is  available  in  r^ard  to 
the  cause  of  cancer.  To-day  the  prevailing  opinion  among  those  be>t 
qualified  to  judge  is  that  the  disease  depends  on  a  micro-parasitt', 
which  in  all  probability  flourishes  in  glandular  epithelium. 

The  micro-parasite  does  not  l)elong  to  any  of  the  known  species 
of  bacteria  or  mici-ococci,  but  recent  researches  tend  to  show  that 
it  probably  belongs  to  those  curious  micro-organisms  of  which  the 
common  amoeba  is  the  type.  At  present  the  evidence  is  barely 
more  than  hypothetical. 

Although  the  active  investigations  carried  on  in  bacteriological 
laboratories  during  the  past  few  years  have  done  but  little  to  remove 
the  cause  of  cancer  from  the  domain  of  hypothesis,  they  have  never- 
theless strengthened  the  view  that  in  its  earliest  stages  cancer  i»  a 
local  disease,  and  that  prompt  and  complete  removal  whenever  po^ 
sible  is  the  most  satisfactory  method  of  relief  at  present  available. 

The  wisest  observers  differ  in  opinion  as  to  the  heredity  of 
cancer.     It  certainly  is  not  contagious. 

Every  secreting  gland  is  liable  to  become  the  seat  of  cancer; 
nevertheless  some  glands  are  more  prone  to  it  than  othern.  Fur 
instance,  the  female  mamma  and  the  glands  of  the  cer\-ical  canal 
of  the  uterus  are  so  liable  to  cancer  that  many  thousands  of  women 
die  annually  from  this  disease  in  these  two  situations  in  all  civilised 
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countries.  Of  the  liability  of  savages  to  cancer  nothing  is  known. 
Cancer  of  the  intestinal  and  gastric  glands  is  common  in  both  sexes, 
but  cancer  of  the  prostate,  th3aroid,  pancreas,  and  the  glands  of  the 
body  of  the  uterus  are  exceptional. 

Cancer  in  the  restricted  sense  in  which  the  term  is  here  em- 
ployed is  unknown  before  puberty:  it  is  very  rare  indeed,  before 
the  age  of  twenty-five,  but  after  that  period  it  becomes  common,  and 
increases  with  each  decade  of  life.  These  facts  are  the  reverse  of 
those  observed  in  regard  to  adenomata. 

Termination. — The  modes  by  which  cancer  kills  varies  with  the 
situation  of  the  tumour :  thus 
nuunmary  cancer  causes  death 
by  implicating  the  pleura,  or 
by  secondary  deposits  in  the 
lungs,  brain,  etc.  Uterine  can- 
cer will  induce  death  from 
bleeding,  or  from  nephritis  or 
ursemia  due  to  implication  of 
the  ureters ;  or  from  peri- 
tonitis. Cancer  of  the  intestine 
is  usually  fatal  from  intestinal 
obstruction  or  peritonitis, 
gastric  cancer  from  starva- 
tion and  thyroid  cancer  from 
suffocation. 


GROUP  III.    DERMOIDS. 

Dermoids  are  tumours  fur- 
nished with  skin  or  mucous 
membrane  occurring  in  situa- 
tions where  these  structures 
are  not  found  under  normal 
conditions.    They  only  possess 

tissues  and  structures  which  naturally  belong  to  skin  or  mucous 
membrane.  Dennoids  may  be  arranged  in  four  genera  :  1,  Seques- 
tration dermoids ;  2,  tubulo-dermoids ;  3,  ovarian  dermoids ;  4, 
dermoid  patches. 

L  Sequestration  dermoids. — The  species  of  this  genus  arise 
in  detached  or  sequestrated  portions  of  surface  epithelium,  chiefly 
in  places  where,  during  embryonic  life,  coalescence  takes  place 
l^etween  skin-covered  surfaces. 

The  chief  lines  of  coalescence  in  the  trunk  are  situated  in  the 
mid-dorsal  and  mid-ventral  regions,  and  extend  from  the  external 
occipital  protuberance  backwards  along  the  spine  through  the  peri- 
neum (and  scrotum  in  the  male)  forwards  to  the  episternal  notch. 
Dermoids  occur  in  any  part  of  this  extensive  line. 

In  the  face  dermoids  occur  in  connection  with  all  the  facial 
fissures,  including  the  mesopalatine.     These  temporary  fissures  are 


Pie.  128.— Dermoid  at  the  Outer  Angle   of   the 
Orbit. 
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liable  t^j  three  deffnOH  iliroctly  a8w»ciat^  with  demioidn.  IVy 
may  fail  to  cIojm?  \  then  suoh  faults  jis  hair  lip,  cleft^fJitljitiv  QMCTO- 
stoiii a,  cleft-sternum,  and  Mpinaliilida  an?  the  conMtMjuenc^j^^ifcceordiBg 
to  the  «eat  I  if  failure.  The  clefts  may  cloae  im|^*erfetaly  ami  le*f« 
complete  or  inrtiniplete  tiHtylje,  which  receive  such  naiiie«(  qa  |m«V 
anal  or  ci»ccygeAl  dimples,  ntenial  dimples,  niandilmlar  tiatul»,  and 

the  Hlct\  A  fiwurr  nuiy 
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liuni  lie«  buried  be- 
tween the  oppcmed  mxkd 
c<.ialeHciiig  »urlftc««i ; 
thiH  Imried  nkin  or 
epitheliutu  may  grow 
and  fonrii  a  dermoid. 

H(H)ueHt  ration  dai^ 
mntdH  UHually  »mmnm 
a  cystic  fonn  ;  that  ta, 
the  nkin  forma  the  wmll 
of  a  ct^ntral  cmvity, 
which  gra^iuajly  en 
larg^^H  an  thn  ijidividtial 
grows,  and  IwK'CJiiien 
occupie<land  di^t4«i]dt«i 
l>y  the  nhed  epithdiutiL 
hair  I  and  pi^o^iucta  tif 
the  glandn  iK*oupyi»>; 
the  **kin  lining  the  cy«t, 
Hair^  nel>aot«auH  and 
sweat  ghujdii  an*  u^ualiy 
present.  Teeth  are  ex- 
oeJH8ively  rarr  in  ih» 
genus  of  dcrtnoiflH, 
Exceptionally,  dermoidK  take  tbf  rnnii  at  w>lid  tumowi'*.  the  atein 
clothing  the  ext^erior ;  still  more  tart'ly  they  an?  j»edun dilated. 

Dermoids  nriHing  in  6H8ureH  are  very  common   near  the  anglen  of 
the  orbitw^  eHj»ecially  the  outtr  angle  (Fig.    128),  and  are  not   tU5 
<  oinmon  in    the  piuua  or  auricle  :    they  art*  fairly  common  over  thf 
lumlio-Hivoral  vertebrte,  where  they  nre  apt  to  Ije  miHtakeu  for  Hpina 
bifida  (Fig*    129).     8ome   have   Vn^en   reiwrted   in   nd/ition  with  iJu* 
anterior  an<i  posterior  jLsj^»ect  of  the  jstemum  (Fig.  150).     They 
oocur  in  ndation  with  the  middle  line  of  the  «crotttin,  iind  are  oftrti  < 
reported  tin  tenticular  demmids. 

An  important  apecien  of  MequeHtration  demioid  ariiie«(  in  coiinee- 
lion  With  the  Mralp.     In  the  embr>o  the  jicalp  and  the  dvLtn  uukUv  \ 
are   in   contact ;    later    tlie    cranial  lioriea    interjiose    and  «ep«irsle  < 
them.      Piece^s  of  the  scalp  may  l»e  retjiined  in  conm-sstion  with  thm 
duiu  mater,  and,  acting  hh  tumour-germs,  may  grow  into  dermoiila. 
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These  tumours  may  lie  in  depressions  in  the  bones  and  project  the 
scalp,  and  be  mistaken  for  sebaceous  tumours,  or  even  meningoceles 
if  they  grow,  as  they  are  apt  to  do,  over  a  fontanelle  and  receive 
pulsation  from  the  brain.  Exceptionally,  they  project  on  the  cere- 
bral aspect  of  the  dura  mater,  and  lead  to  fatal  compression  of  the 
brain.  Deimoids  of  this  kind  have  several  times  been  observed 
in  relation  with  the  tentorium  cerebelli. 

ImpliUitaUoii  cysUu  —  It  is  a  recognised  fact  that  der- 
moids do  not  occur  in  the  limbs,  but  certain  small  tumours  are 
occasionally  observed  in  the  hands  and  fingers,  which  have 
been  described  as  dermal  cysts,  sebaceous  cysts,  or  digital  der- 
moids. 

In  structure 
these  timiours 
present  a  central 
cavity  containing 
epithelial  debris 
and  a  lining  of 
skin ;  indeed, 
when  examined 
m  i  c  r  oscopically, 
they  appear  "as 
if  a  piece  of  skin 
had  been  in  vei-ted 
into  the  subcu- 
taneous tissue '' 
(Shattock).  These 
tumours  are 
known  as  "  im- 
plantation cysts,'' 
as  there  is  every 
reason  to  believe 
that  they  are 
produced  by  small 
pieces  of  skin  ac- 
cidentally trans- 
planted by  in- 
jury, especially 
pricks  by  sharp 
instruments,  such 
as  awls,  needles, 
forks,  etc.  They 
also      occur     in 

cicatrices.  Implantation  cysts  are  usually  of  the  size  of  cheiry- 
stones,  but  they  may  reach  the  size  of  bantam's  eggs. 

These  tumours  are  not  confined  to  the  limbs ;  they  have  l^een 
observed  on  the  trunk,  scalp,  and  face.  Very  many  examples 
have  been  reported  in  the  cornea  and  iris,  the  results  of  punc- 
tured wounds,   injuries  and  operations  on  the  eyeball.      Detached 


Fig.  130.— Dermoid  situated  over  the  Junction  of  the  Manubrium 
and  Gladiolus ;  there  is  ii  dermoid  over  the  left  cornu  of  the 
byoid  bone.    (After  Bramauo.) 
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conjunctival  epithelium  and  eyelanhes  carried  in  and  transplaoted 
on  the  vascular  iris  may  grow  into  tiunours. 

2.  Tubulo-dermoidfl. — There  exist  in  the  human  embryo  certain 
canals  and  passages,  many  of  which  normally  disappear  before  birtL 
Three  of  these  obsolete  canals — the  thyro-glossal  duct,  the  branchial 
clefts,  and  the  post-anal  gut — are  occasionally  the  source  of  dermoids. 

Lingual  dermoids,  especially  those  situated  between  the  genio- 
hyo-glossi  muscles  and  attached  to  the  hyoid  bone,  doubtless  arise  in 
persistent  portions  of  the  buccal  exti*emity  of  the  thyro-glossal  duct. 
Dermoids  situated  deeply  in  the  substance  of  the  tongue  have  been 
frequently  mistaken  for  sebaceous  cysts.  They  sometimes  attain 
very  large  proportions,  and  bulge  from  the  mouth.  Occasionally, 
dermoids  arising  in  the  lingual  segment  of  the  thyro-glossal  duct  are 
structurally  identical  with  the  thyroid  gland ;  they  are  known  as 
thyroid-deraioids. 

Rectal  dermoids. — It  must  be  borne  in  mind  that  dermoids 
are  occasionally  found  hanging  by  pedicles  from  the  mucous  mem- 
brane of  the  rectum ;  others,  sometimes  of  large  size,  grow  between 
the  rectum  and  the  anterior  face  of  the  sacrum ;  these  are  known  a<« 
post-i-ectal  dermoids.  There  is  a  third  species,  which  occurs  as  a  lar)rf 
massive  tumour  projecting  fix>m  the  sacro-coccygeal  regioD,  and  in 
structure  closely  resembling  thyi-oid  gland  tissue. 

There  ai-e  good  i^easons  for  the  belief  that  post-rectal  dermoids. 
and  those  congenital  sacro-coccygeal  tumours  situated  anterior  to  tbf 
coccyx  and  sacrum,  aiise  in  the  postranal  gut  of  the  embrra 

Branchial  dermoids. — The^se  arise  in  persistent  portions  ot 
the  branchial  clefts.  These  tumours  are  always  congenital  and  arp 
usually  situated  Ijeneath  the  deep  cervical  fascia.  Like  congenital 
(lateral)  cervical  fistula,  they  always  project  in  front  of  the  anterior 
border  of  the  sterno-mastoid  muscle.  Those  arising  in  connection 
with  the  deep  parts  of  the  second  cleft  may  bulge  in  the  moutL 
between  the  genio-hyoid  and  genio-hyo-glossi  muscles.  They  mu.Ht 
not  be  confounded  with  dermoids  arising  in  persistent  remnants  of 
the  glos.sal  ponion  of  the  thyro-glossal  duct. 

Tubulo-dermoids,  apart  from  their  mode  of  origin,  differ  from 
the  sequestration  genus  in  the  following  points  : — (a)  They  often 
attain  ver}*  large  proportions  ;  (b)  exhibit  a  more  complex  structure ; 
(c)  and  not  infrequently  contain  teeth. 

3.  Ovarian  dermoids. — These  tumours  dif!er  from  other  genera 
of  dermoids  on  account  of  their  mode  of  origin  and  the  greater 
variety  of  dermal  structures  they  contain. 

It  is  from  the  epithelium  lining  the  ovarian  follicles  that  the 
mucous  membrane,  skin  and  dermal  structures  are  derived,  which 
constitute  such  an  extraordinary  feature  in  the  majority  of  ovarian 
dermoids. 

Ovarian  dermoids  not  only  dill'er  from  the  sequestration  and 
tubulo-dermoids  in  their  complexity,  but  also  in  the  greater  devehip- 
ment  of  the  dermal  stinictures  they  contain.  Thus,  in  ovarian 
dermoids  hair  is  longer  and  more  abundant ;  and  has  been  kno^n  to 
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reach  a  length  of  five  feet.  Skin  glands  of  all  varieties  ai*e  large, 
abundant,  and  often  very  active — even  mammary  glands  occur. 
(Fig.  131),  Teeth  to  the  number  of  four  hundred  have  been 
counted ;  horn,  nail,  and  epithelial  pearls  are  not  uncommon. 


Fig.  13U — Ovarian  Dermoid  containiog  a  Momnui. 

It  Ls  a  fact  to  bear  in  mind  that  all  genera  of  dermoids  except 
the  ovarian  are  congenital  There  is  no  reliable  evidence  of  the 
existence  of  an  ovarian  dermoid  in  a  child  under  a  year. 

The  characters  of  the  dermal  elements  are  not  influenced  by  the 
Age  at  which  the  tumour  occurs  except  in  the  matter  of  hair. 
Although  the  colour  of  the  hair  is  independent  of  that  on  the  exterior 
of  the  individual,  it  loses  its  colour  and  becomes  shed  in  advanced  age. 
Teeth  develop  at  all  ages ;  fully-developed  ovarian  teetli  will  be  found 
in  children  four  years  old,  and  developing  teeth  in  women  at  forty. 
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It  is  impossible  to  enter  into  a  full  consideration  of  the  varietiw 
exhibited  in  the  contents  of  these  extraordinary  tumours,  but  some 
further  details  and  illustrations  will  be  given  in  the  Article  devoted 
to  the  ovary  (Art.  LIII.,  on  Injuries  and  Diseases  of  tm 
Female  Genital  Organs,  Vol.  II.).  Neither  is  it  neces-sarj'  to  disciMh 
seriously  the  guesses  at  the  nature  of  ovarian  dermoids  conveyed  in 
such  expressions  as  parthenogenesis  and  hypererchesis,  or  such 
phrases  as  excess  of  formative  energy,  inclusion  of  surface  epibla8t,etc 

Dermoids  are  occasionally  found  on  the  omentum,  mesentery, 
peritoneum,  and  under  surface  of  the  liver ;  these  ai'e  due  to 
transplantation  and  detachment,  and  to  epithelial  infection  from 
ovarian  dermoids. 

4.  Dermoid  patches. — Under  this  heading  is  included  the  pig- 
mented hairy  patches  known  as  '*  moles  "  and  especially  those  which 
are  occasionally  found  on  the  conjunctiva.  Hairy  moles,  whether 
situated  on  skin  or  conjunctiva,  possess  sebaceous  and  often  sweat 
glands.  They  are  very  vascular.  The  most  striking  histological 
feature  of  a  mole  on  the  skin  is  that  the  tissue  underlying  it  is  often 
similar  to  that  of  an  alveolar  sarcoma.     (See  page  468.) 

GROUP  IV.     CYSTS. 

Cysts  result  from  the  abnormal  dilatation  of  pre-existing  tubulen 
or  cavities.  In  the  simplest  forms  they  consist  of  a  wall  usuaUy 
composed  of  fibrous  tissue,  but  not  infrequently  mixed  with  plain 
muscle-fibre.  The  cyst  contents  may  be  mucus,  bile,  saliva^  etc, 
according  to  the  nature  of  the  organ  with  which  the  cyst  Is 
associated.  Cysts  may  be  arranged  in  four  genera : — 1,  Retention 
cysts  ;  2,  tubulo-cysts  ;  3,  hydroceles  ;  4,  gland  cysts. 

1.  Retention  cysts. — When  the  duct  of  a  gland  becomes 
obstructed,  the  secretion,  hindered  fix>m  escaping,  accumulates  in  the 
ducts  and  acini  and  dilates  them.  If  the  obstruction  be  maintained 
or  oft  repeated  the  gland  tissue  becomes  impaired,  then  atrophies ; 
finally,  the  gland  and  its  duct  are  converted  into  a  fluid-containing 
sac  or  cyst* 

It  is  generally  believed  that  when  the  duct  of  a  gland  is  com- 
pletely obstructed  the  conversion  of  the  parts  into  a  cyst  is  a  passive 
process  ;  this,  however,  is  not  the  case.  When  an  excretory*  duct  is 
so  completely  obstructed  that  no  secretion  escapes,  then  the  gland 
rapidly  atrophies.  Retention  cysts  are  due '  to  obstruction  to  the 
free  flow  of  secretion,  or  temporary  aiTests  of  the  flow  frequently 
recurring. 

Tlie  purest  forms  of  retention  cysts  arise  in  connection  with 
hollow  organs,  the  inner  walls  of  which  are  pix)vided  with  glandai 

The  chief  species  of  retention  cysts  are  hydrometra,  hydrosalpinx, 
hydronephrosis,  and  hydrocholecyst. 

Any  of  these  cysts  may,  and  often  do,  reach  very  large  proportioBS 
and  endanger  life,  not  only  by  interfering  with  the  due  performance 
of  the  functions  of  the  organs  in  which  they  arise,  but  the  large  mt 
some  of   them  attain  to  causes  them  to  interfere  with   adjoinioir 
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viBcera  and  to  encroach  on  the  thorax  by  displacing  tlie  diaphragm. 
In  addition,  the  contents  of  these  sacs  often  consist  of  highly 
albuminous  material,  and  should  septic  organisms  gain  access  to  it, 
either  from  without  or  in  consequence  of  adventitious  communi- 
cations with  hollow  viscera,  especially  intestine,  suppuration  with  all 
its  attendant  evils  will  be  the  consequence. 

This  change  is  expressed  by  slightly  altering  the  name  ;  thus  a 
hydrometra  becomes  a  pyometra,  and  a  hydrocholecyst  becomes 
a  pyocholecjTst,  and  so  on.  It  must  be  remembered  that  a  dilated 
renal  pelvis,  or  an  abnormally  large  gall-bladder,  or  a  distended 
Fallopian  tube,  may  have  contained  pus  from  the  outset  of  the  trouble. 

2.  Tubulo-CystS. — This  genus  includes  cysts  arising  in  function- 
less  ducts.  These  ducts  belong  to  structures  which  were  useful  to  the 
embryo — e.g.  the  vitello-intestinal  duct  and  the  urachus.  Others,  like 
the  parovarium  and  Gartner's  duct,  are  serviceable  in  the  male,  but, 
ao  far  as  we  know,  useless  in  the  female.  Functionless  ducts  must 
not  be  confounded  with  obsolete  canals.     (See  page  490.) 

This  genus  contains  six  species  : — Cysts  of  the  vitello-intestinal 
duct,  allantoic  (urachus)  cysts,  cysts  of  the  paroophoron,  cysts  of  the 
parovarium,  cystic  disease  (adenoma)  of  the  testis,  cysts  of  Gartner's 
duct. 

3.  Hydroceles. — These  consist  of  excessive  accumulation  of 
fluid  in  the  peritoneal  diverticula  whicli  accompany  the  descent 
of  the  testis  in  the  male,  the  round  ligament  of  the  uterus  in  the 
female,  hernial  sacs,  and  the  occasional  ovarian  pouch. 

There  are  four  species : — hydrocele  of  the  tunica  vaginalis, 
hydrocele  of  the  canal  of  Nuck,  hydrocele  of  hernial  sacs,  hydrocele 
of  ovarian  sac. 

4.  Glftnd  cysts.— This  genus  includes  cysts  arising  in  connec- 
tion with  the  salivary  glands  and  those  of  similar  construction, 
such  as  the  lachrymal  and  pancreatic  glands.  Thus  it  con||>rises 
those  to  which  the  term  rcmula  is  often  applied,  and  dacryops. 

There  is  a  strong  tendency  to  restrict  the  term  ranula  to  cystic 
dilatation  of  the  ducts  of  the  three  sets  of  salivary  glands,  and  to 
designate  them  as  submaxillary,  sublingual,  and  parotid  ranulte. 
If  surgeons  would  use  the  term  in  this  definite  sense,  much 
unnecessary  discussion  would  be  saved. 

In  the  majority  of  cases  ranul^e  are  probably  retention  cysts  due 
to  obstruction  of  a  duct.  They  are  common  in  connection  with  the 
submaxillary  and  sublingual  glands.  The  cysts  are,  as  a  rule, 
thin- walled,  and  lie  in  the  furrow  between  the  gum  and  the  tongue, 
and  bulge  upwards  into  the  floor  of  the  mouth.  When  large  they 
cause  a  prominence  in  the  submaxillary  triangle.  The  cyst  may  be 
filled  with  saliva.  Sometimes  it  contains  mucus  and  a  yellow 
substance  resembling  the  yolk  of  an  egg. 

Occasionally  the  obstruction  is  caused  by  a  calculus  impacted  in 
the  orifice  of  the  duct,  but  cases  come  under  ol>servation  in  which 
the  duct  is  not  completely  obstructed,  yet  the  fluid  is  i-etained.  It  is 
reasonable  to  believe  that  ranulse  sometimes  arise  independently  of 
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obstioiction  to  the  main  duct,  and,  as  in  the  case  of  pancreatic 
ranula3,  observation  supports  the  view  that  there  is  a  pathological 
cause  apart  from  mere  obstruction  concerned  in  their  production* 

Parotid  i-anulae  are  very  rare. 

Dacrt/ops,  cystic  dilatation  of  the  ducts  of  the  lachrymal  gland, 
are  exceedingly  rare. 

Cystic  dilatation  of  the  duct  of  the  pancreas — jjancreatic  ranula 
— is  a  conmion  condition,  and  is  rarely  a  source  of  trouble ;  but  it 
must  not  be  confounded  with  those  large  extravasations  of  pancreatio 
fluid  and  blood  behind  the  peritoneum  or  in  the  lesser  sac  of  the 
peritoneum  which  so  frequently  follow  severe  injuries  to  the  belly. 

Pseudo-Cysts. 

There  are  conditions  often  classed  as  cysts  which  may,  with 
greater  propriety,  be  arranged  in  a  sub  group  under  the  title  pseado> 
cysts.  This  sub-group  contains  four  genera: — 1,  Diverticula;  2, 
bursae ;  3,  neural  cysts ;  4,  parasitic  cysts. 

1.  Diverticula. — The  name  diverticulum  is  used  to  denote 
hernia  or  protrusion  of  the  lining  membrane  of  a  cavity  through  a 
defective  spot  in  its  walls.  Such  protioisions  occur  in  the  pharyni, 
(Bsophagus,  intestines,  bladder,  larynx,  and  trachea. 

When  such  protrusions  occur  in  connection  with  joints,  they  are 
termed  aynoviid  cysts  and,  in  the  case  of  tendon  sheaths,  ganglia. 

Localised  projections  of  the  meninges  of  the  brain  or  spinal  cord 
beyond  their  bony  coverings  are  referred  to  as  meningoceles. 

2.  Bursse. — Where  muscles  and  tendons  glide  over  oBseooK 
surfaces,  or  in  situations  whei'e  skin  lies  in  contact  with  bony 
prominences,  membranous  sacs  filled  with  glairy  fluid  occur ;  these 
are  bursa?.  Many  of  them  are  constant  stinictures,  e,g,  the  pre- 
patellar and  olecranon  bui*ste.  Others  are  due  to  pressure  resulting 
from  nabit  or  particular  occupations,  and  may  arise  in  any  situation 
where  the  skin  is  subjected  to  intermittent  pressure  combined  with 
friction. 

Most  subcutaneous  and  many  subtendinous  bursa?  arise  after 
birth.  When  a  sulxjutaneous  bui-sa  attains  an  abnormal  size,  it  is 
invariably  due  to  unusual  pressure  associated  with  particular  occu- 
pations. For  instance,  too  much  kneeling  on  hard  material,  whether 
in  housemaids,  devout  persons,  or  cai-pet-layers,  produces  the  familiar 
prepatellar  bursa ;  repeate<l  blows  on  the  elbow  produce  the  minerV 
bursa ;  from  carrying  weights  on  the  shoulder  pointers  are  liable  to 
acquire  a  bursa  over  the  acromial  end  of  the  clavicle  ;  tailors  from  their 
cross-legged  habit  of  sitting  are  sometimes  troubled  with  one  over 
the  external  malleolus  ;  whilst  weavers  and  lightermen,  from  pro- 
longed sitting  on  hard  se^ts,  suffer  from  enlargement  of  the  bursip 
over  their  ischial  tuberosities  ;  soldiers,  when  sleeping  too  frequently 
on  the  hard  floor  of  the  guard-room,  irritate  those  over  their  greater 
trochanters ;  the  pressure  of  ill-fitting  boots  develops  a  bursa  over 
the  enlarged  head  of  the   metatarsal  bone  of  the  hallux.     When 
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associated  with  partial  dislocation  of  the  first  phalanx  it  is  known 
as  a  bunion,  and  bursa*  are  quite  common  on  the  ends  of  ampu- 
tation stumps. 

A  bursa  is  often  pi'esent  between  the  body  of  the  hyoid  and  the 
thyro-hyoid  membrane  ;  sometimes  it  is  as  large  as  a  ripe  cherry. 

Bursas  are  liable  to  infiame,  a  process  that  may  lead  to  suppura- 
tion, or  stop  short  of  that  condition  and  become  chronic  or  recurrent, 
and  lead  to  secondary  changes  in  the  wall  of  the  sac,  ho  that  its 
cavity  becomes  almost  obliterated.  A  chronically-inflamed  bursa 
sometimes  attains  the  size  of  a  fist,  especially  the  prepatellar  and 
ischial  varieties.  An  enlarged  prepatellar  bursa  sometimes  rapidly 
thickens  and  its  cavity  becomes  obliterated  in  the  syphilitic. 

3.  Neural  cysts. — This  genus  includes  those  abnormal  con- 
ditions of  the  brain  known  as  meningoceles  and  encephaloceles  or 
their  combinations,  and  dilatations  of  the  ventricles  included  in  the 
term  hydrocephalus.  Also  the  malformations  of  the  spinal  cord  and 
membranes  comprised  in  the  name  spina  bifida. 

4.  Parasitic  cysts. — This  genus  will  include  echinococcus 
cysts  and  colonies,  and  the  cysticercus  stage  of  tsenia  solium  occasion- 
ally met  with  in  man. 
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XXIII.     INJUEIES   OF   BLOOD-VESSELS. 

By  a.  PEARCE  GOULD,  M.S.  Loxd.,  F.R.C.8.. ' 
Senior  Assistant  ^Surgeon  to  th^  MiddfesexlffosinUiL 


In  this  Article  will  be  considered  the  various  points  connected  with 
the  injuries  of  blood-v&ssels  and  their  repair,  and  also  the  questions 
connected  with  the  most  constant  and  important  result  of  these 
injuries — heemorrhage. 

I.     INJURIES  OF  ARTERIES  AND 
VEINS. 

Injuries  of  arteries  may  be  caused  by  any 
kind  of  contusion,  laceration,  or  wound ;  but 
as  the  effects  of  the  various  forms  of  injuiy 
differ  in  important  particulars,  they  must  be 
considered  separately. 

1.  Oontasion  and  subcutaneouB  rupture 

of  arteries. — Contusions  areo|ten  subcutaneous 
injuries.  They  are  produced  by  blows,  seven* 
crushes  of  a  part,  stabs  with  blunt  weapons, 
and  bullets  travelling  at  a  low  rate  of  velocity. 
As  the  contusing  force  varies  in  intensity  within 
wide  limits,  the  effects  produced  upon  an  arteiy 
are  very  diverse. 

In  the  slightest  cases  there  is  no  obviott* 
lesion  of  the  vessel,  although  examination  with 
the  microscope  may  reveal  minute  tears  in  the 
muscular  coat.  The  chief  effect  o^.this  slight 
injury  is  to  lead  to  proliferation  of  the  endo- 
thelium. This  is  followed  by  coagulation  of 
the  blood  within  the  vessel  (thrombosis)  and 
permanent  obliteration. 

A  more  severe  contusion  tears  across  more 
or  less  completely  the  two  inner  coats  of  ihf 
vessel,  the  tough  and  elastic  outer  coat  remain- 
ing intact  (Fig.  132).  On  the  uneven  sarhce 
of  the  outer  coat  and  the  curled-up  ends  of  the  inner  coats  the  blood 
usually  quickly  coagulates,  and  the  vessel  is  occluded.  But  the  force 
of  the  circulation  may  produce  two  other  effects  :  it  may  over-distend 


Fig.  1^ 
Artery,  showing  rup- 
ture of  inner  coats  and 
eoagiilam  on  each  side 
of  the  injury . 

A,  Curled  ap  ends  of  inner 
cuatB. 
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and  rupture  the  thin  tunica  adventitia  and  lead  to  external 
hiemorrhage  or  a  traumatic  aneuiysm,  or  it  may  strip  up  the 
divided  inner  coats  and  fold  them  down  like  a  valve,  or  even 
invert  them  as  a  complete  tube  within  the  vessel.  These  effects 
are  well  seen  in  the  accompanying  drawings  of  specimens  in  the 
Middlesex  Hospital  Museum  (Figs.  133,  134). 

Still  more  severe  contusion  severs  all  the  coats  of  the  vessel, 
producing  its  so-called  rupture.  Owing  to 
the  curling  up  of  the  inner  coats,  and  to 
the  outer  coat  being  drawn  out,  frayed,  and 
falling  over  the  end  of  the  vessel,  coagulation 
of  the  blood  may  rapidly  occur,  and  even  in 
the  case  of  large  arteries  there  may  be  little 
or  no  haemorrhage.  But  if  the  ends  of  the  rup- 
tured artery  are  not  thus  closed  at  once,  blood 
escapes  from  one  or  both  of  them ;  and  if  the 
rupture  be  subcutaneous,  the  blood  infiltrates 
the  cellular  tissue  of  the  part,  often  spreading 
for  a  great  distance,  and  producing  great 
tension  of  the  parts,  which  interferes  with 
the  venous  circulation  and  with  the  anasto- 
mosing arteries,  so  that  gangrene  quickly  comes 
on.  (See  also  p&ge  142.)  The  discoloration  of 
an  ordinary  bruise  is  due  to  the  escape  of  blood 
from  small  vessels  which  have  been  ruptured  by 
the  contusion. 

Contusion  of  an  artery  may  have  two  other 
serious  effects.  It  may  so  impair  the  vitality 
of  the  arterial  wall,  and  lessen  thereby  its 
power  of  resisting  the  influences  of  micro- 
organisms, that  if  the  surrounding  tissues  are 
infected,  septic  arteritis  quickly  ensues,  and 
runs  on  to  ulceration  and  sloughing  of  the 
vessel  with  great  danger  of  secondary  haemoiT- 
hage.  The  contusion  may  also  destroy  the 
vitality  of  the  outer  coat  without  severing  it, 
and  the  separation  of  the  dead  from  the  living 
part  of  the  vessel  is  attended  with  the  dangers 
of  traumatic  aneurysm  and  haemorrhage. 

The  effects  of  contusion  of  an  artery,  therefore,  are  very  varied. 
The  most  frequent  result  is  occlusion  of  the  lumen  of  the  vessel  by 
blood  clot  and  displaced  portions  of  the  coats,  with  the  risk  of 
gangrene  from  diminished  supply  of  blood.  The  division  of  the 
coats  of  the  vessel  causes  the  weakening  of  the  artery  and  a  lessened 
power  of  resisting  the  blood  pressure,  which  may  result  in  aneurysm 
or  haemorrhage.  The  impairment  of  the  vitality  of  the  vessel  intro- 
duces the  dangers  of  sloughing  and  ulceration,  with  the  probability 
of  secondary  haemorrhage. 

Symptoms.— Contusion  of  an  arteiy  can  only  l^e  recognised 
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Fig. 


„  133.— Contabioa  of 
an  Artery,  showinpr  the 
division  of  the  inner 
and  middle  coats  and 
the  curling  ap  of  these 
severed  coats  within 
the  artery,  (Middlesex 
Hospital  Museum.) 
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during  life  by  its  secondary  effects — arterial  obstniction,  gangrene, 
aneurysm,  or  secondary  huemorrhage.  Thus,  if  a  contusion  be 
immediately  followed  by  loss  of  pulsation  in  the  artery  at  the  place 
struck,  division  of  its  inner  coats,  at  any  rate,  with  thrombosis,  miy 

be  inferred ;  and,  if  these  symp- 
toms be  delayed  for  some  houw, 
the   slighter  degree  of   contusion 
with    thrombosis     may    be    diag- 
nosed.    As    a    striking    example, 
the  following  case  recently  in  the 
wards  of  the  Middlesex  Hospital 
may  be  quoted.      A  man  struck 
his  right  groin  against  the  comer 
of  a  table;   a  very  slight   bruise 
was   found   by  the  house-sui^eon 
exactly  over  the  upper  part  of  the 
common  femoral   artery.     Strong 
pulsation  could  be  felt  in  the  iUac 
artery    above    this    point,   but  it 
ceased  abruptly  at  the  seat  of  in- 
jury.    When  he  left  the  hospital, 
in  three  weeks*  time,  pulsation  bad 
returned  in  the  superficial  femoral 
and  tibial  arteries,   but  the  com- 
mon femoral  was  a  firm  pulseless 
cord.     The  exact  limitation  of  the 
injury   in    this    case    to    the  con- 
tusion and  permanent  obliteration 
of  a  short  length  of  the  conmion 
femoral   artery   made  the   case  a 
very  striking    and  valuable   one. 
The  effect  of  this  obstruction  upon 
the  parts  supplied  by  the  artery 
depends  upon  the  vessel  involved 
and  the  other  injuries  sustained: 
in  the  worst  cases  gangrene  ensues 
in  others  the  local  ansemia  is  more 
or  less  rapidly  recovered  from.  (5*e 
page  534.)   If  an  aneurysm  develop 
quickly    after    a   blow   upon    an 
artery,   and  at   the  point  struck, 
this  may  be  attributed  to  the  effect* 
of  contusion  of  the  artery.     If,  again,  secondary  haemorrhage  ensofR 
upon  a  contusion,  and  the  blood  flows  from  a  vessel  which  did  not 
bleed  at  the  time  of  the  injury,  it  is  to  be  regarded  as  due  primarily 
to  contusion  of  an  artery. 

Suhcutuiieoua  rupture  of  an  artery  is  recognised  by  sudden 
pallor,  coldness,  and  benumbing  of  the  limb  beyond  the  rupture,  and 
by  the  rapid  formation  of  a  tense  swelling  about  the  seat  of  rupture. 


riff.  131  -  sofccuti*. 

the  Aorta.  {3fid« 
dteeei  Hcwplt&l 
Mi;  at;  II  ED.) 


.  Artcrj  laid  open,  fhowinirthc  rout*  intiict : 
B,  unruptured  outer  coat,  very  tbin,  with 
a  tbin  layer  of  clot(C)  ndbcrent  to  it  ;  D, 
left  comuinn  iliac  nriery.  ooati>  entire :  B, 
right  coiuiuon  nine  artery,  pUigRcd  with 
the  inner  and  middle  ront*  of  tbc  aurta 
whicli  have  been  detached  nnd  forced  Into 
the  artery. 
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This  swelling,  as  a  rule,  has  no  pulsation,  but  when  very  tense  a 
slight  pulsation  may  be  detected  by  it;  as  a  rule,  too,  there  is 
neither  bruit  nor  thrill;  both  may,  however,  be  present.  The 
swelling  rapidly  increases,  is  usually  acutely  painful,  but  the  local 
heat  is  not  increased.  The  arteries  beyond  the  rupture  are  pulse- 
less, and  the  tissues  here  become  oedematous,  livid,  and  cold,  and  if 
the  condition  be  not  relieved  moist  gangrene  results.  The  patient 
may  also  show  the  signs  of  considerable  haemorrhage — pallor,  weak- 
ness, and  a  rapid,  feeble  pulse. 

Treatment. — Where,  as  the  immediate  or  later  result  of  con- 
tusion, an  artery  is  obstructed  by  a  thrombus,  the  treatment  is  directed 
to  maintaining  the  vitality  of  the  parts  rendered  anaemic.  They  must 
be  kept  at  rest,  warm,  and  protected  from  all  constriction,  pressure 
and  other  injury.  If  the  anastomotic  circulation  is  established, 
nothing  else  is  required ;  if,  however,  it  fails — owing  to  contusion  of 
the  collateral  vessels,  as  well  as  of  the  main  trunk,  or  to  disease 
of  these  vessels — and  gangrene  ensues,  amputation  at  the  level  of 
tlie  obstruction  in  the  artery  should  be  performed  as  soon  as  the 
patient's  general  condition  permits  of  it. 

In  cases  of  contusion  and  obstruction  of  a  large  artery  such  as 
the  common  femoral  or  axillary,  when  an  entire  limb  is  bloodless, 
there  is  sometimes  considerable  shock  for  some  hours  after  the 
accident,  which  may  even  prove  fatal.  In  the  case  of  contused 
wounds  great  care  must  be  taken  to  render  the  parts  aseptic  and 
to  secure  rapid  healing  by  first  intention.  The  patient  must  be 
closely  watched  for  the  first  appearance  of  secondary  haemorrhage, 
which  must  be  arrested  by  ligature  of  the  artery  alx)ve  and  below 
its  contused  area. 

Where  an  artery  has  been  severed  by  crushing  or  tearing,  if  its 
ends  are  closed  it  should  not  be  ligatured  or  twisted ;  but  if  any 
hiemorrhage  is  occurring  from  either  end,  that  end  should  be  care- 
fully tied.  Special  care  should  be  taken  to  examine  the  distal  end 
of  such  a  vessel.  Some  advise  that  an  obviously  contused  artery 
which  remains  patent  should  be  at  once  subjected  to  the  double 
ligature  without  waiting  for  bleeding  to  occur.  The  cases  in  which 
the  diagnosis  can  be  made  before  haemorrhage  occurs  are  very  few. 

When  an  artery  is  ruptilred  subcutaneoiisly  the  principles  of 
treatment  are  the  same.  Thus,  if  there  is  no  subcutaneous  haemorr- 
hage, the  surgeon's  efforts  are  all  directed  to  maintaining  the  vitality 
of  the  anaemic  parts  until  the  anastomotic  circulation  is  established. 
Should  this  fail,  amputation  at  the  seat  of  rupture  must  be  per- 
formed. If  blood  is  escaping  from  either  end  of  the  ruptured  artery, 
the  surgeon  must  cut  down  upon  it,  turn  out  all  the  effused  blood, 
and  ligature  both  ends  of  the  vessel.  Supposing  that  there  has 
been  a  considerable  extravasation  of  blood  from  the  wounded  artery, 
but  the  haemorrhage  from  it  has  ceased,  an  incision  to  turn  out  the 
clots  must  be  made,  because  these  clots  form  a  serious  obstruction 
to  tlie  venous  return  from  the  parts  beyond,  and  may  even  impede 
the  establishment  of  the  arterial  anastomotic  circulation.     In  either 
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case  the  clots  may  lead  to  gangrene,  and  it  is  to  prevent  this  that 

they  should  be  removed  at  once.     When  gangrene   has  occurred, 

A  amputation  is  the  only  course  open.     (For 

the   treatment  of    traumatic   aneurysm  $m 

page  632.) 

2.  Laceration  of  arteries. — It  is  well 

known  that  lacerated  wounds  are  attended 
with  very  little,  if  any,  haemorrhage,  and  for 
this  reason  an  ^craseur  is  used  in  certain 
operations  upon  vascular  tissues.  When  an 
artery  is  torn  across,  the  brittle  inner  and 
middle  coats  quickly  snap  and  curl  up  within 
the  artery,  and  on  them  a  clot  forms.  The 
outer  coat  is  drawn  out  and  stretched  beyond 
the  degree  of  its  elasticity,  and  then  breaks* 
leaving  a  frayed  end  to  fall  over  the  end  of 

Pig.  135.-A^^ry  severed   ^^^    ^^.^^    ^pj^     ^35^        ^^^^    ^^^j^    ^^ 

A,  The  unopened  vesHei.  ahowing  protrude  bevond  the  ceneral  surface  of  the 

the  frayed-out  ;outor  ront  over   *  •'  o  _ 

the  end  of  the  divided  inner  wound,  and  then  they  Can  be  seen  pulsatinf 

coats ;  B,  the  artery  laid  opvD,  ,     .        .1      •  ,  -^ 

Bhowing  the  clean-cut  Inner  alniost  to  their  extremity. 
Avulsion  of  the  entire 
upper  limb  with  the  scapula  has  occurred  more 
than  once  from  the  hand  getting  caught  in  revolv- 
ing machinery ;  even  in  such  an  extensive  wound 
as  this  there  may  be  no  bleeding. 

The  only  direct  treatment  for  a  lacerated  artery 
which  has  ceased  to  bleed  is  to  keep  the  part  at  rest 
and  secure  aseptic  repair.  If  the  artery  is  bleeding, 
it  must  be  tied.  Watch  must  be  kept  upon  the 
patient  that,  if  secondary  htemorrhage  occur,  it 
may  Ije  arrested  and  treated  at  once. 

3.  Punctured  wounds  of  arteries.— Punc- 
tured wounds  of  arteries  form  an  exti-emely  im- 
portant class  of  injuries,  for  while  of  apparently 
trivial  nature,  their  consequences  are  often  very 
grave.  They  are  generally  produced  by  stabs  and 
punctured  wounds  of  various  kinds,  occasionally  by 
the  surgeon  in  operating.  Pins  and  fish-bones 
have  been  known  to  transfix  the  oesophagus  and 
pierce  the  thoracic  aorta,  and  cause  fatal  hajmorr- 
hage.  In  fractures,  sharp  fragments  of  lx>ne  may 
pierce  a  neighlx>uring  artery,  and  in  removing  a 
sequestrum  from  the  femur  its  sharp  point  has 
been  known  to  puncture  the  popliteal  artery.  A 
fine  clean  needle  may  be  passed  through  an  artery 
without  any  ill-eifect. 

Effects.— The   disastrous   consequences    of    a 
punctured  wound  of  an  artery  are  due  in  the  fii-st  place  to  the  fact 
that  the  clot  in  tlie  puncture  does  not  project  into  the  artery  and 
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occlude  it  The  flow  of  blood  through  the  artery,  therefore,  is  uninter- 
mpted,  and  the  full  blood  pressure  continues  to  be  exerted  upon  the 
puncture  all  through  the  process  of  healing.  The  clot  that  forms  in  the 
puncture  is  supported,  however,  by  a  clot  outside  the  artery  in  its 
sheath  (Fig.  136).  When  the  blood  pressure  rises  during  recovery  from 
shock,  during  movement  or  excitement,  or  from  the  effects  of  stimulants, 
it  often  displaces  this  clot  and  causes  a  renewal  of  the  hcemorrhage. 

Another  very  important  fact  is  that  punctured  wounds  of 
arteries  are  often  deep  wounds,  and  are  very  liable  to  be  oblique  ; 
the  blood  which  escapes  from  the  artery  does  not  find  a  ready 
exit,  and  it  accumulates  in  the  tissues,  coagulates  there,  and,  the 
hiemorrhage  still  continuing,  a  traumatic  aneurysm  is  formed.  (See 
page  629.)  In  these  cases,  too,  the  surgeon  is  liable  to  close  the 
external  wound  with  his  dressings  without  arresting  the  escape  of 
blood  from  the  artery,  and  the  blood,  collecting  in  the  tissues, 
produces  an  aneurysm.  The  third  element  of  danger  arises  from 
the  risk  of  infection  of  the  wound  in  the  artery,  either  from  the 
puncturing  body  or  from  secondary  infection  of  the  deep,  irregular, 
oblique,  ill-drained  wound. 

The  effects  of  a  punctu^  wound  of  an  artery,  therefore,  are 
hcemorrhage,  which  is  very  prone  to  recur  owing  to  displacement  of 
the  clot  (intermediate  htemorrhage),  traumatic  aneurysm,  and  septic 
arteritis  leading  to  secondary  haemon-hage.  Where  the  companion 
vein  is  punctured  at  the  same  time  as  the  artery,  arterio-venous 
aneurysm  may  result.     (See  page  633.) 

Treatiiient«~The  only  reliable  treatment  of  a  punctured 
wound  of  an  artery  is  the  aseptic  ligature  of  the  vessel  above  and 
below  the  puncture.  This  should  be  carried  out  at  once,  and  for 
this  purpose  it  is  generally  necessary  to  enlarge  the  wound.  If  the 
companion  vein  is  found  punctured,  it,  too,  is  to  be  tied  if  the 
hsemorrhage  continues  after  the  artery  is  secured.  Pressure  with  a 
graduated  compress  or  pad  and  bandage  ha,s  often  been  employed, 
and  its  results  have,  as  a  rule,  been  disastrous,  owing  to  the  forma- 
tion of  an  aneurysm  or  to  recurrence  of  the  bleeding.  If  the  pres- 
sure is  sufficiently  firm  to  arrest  the  flow  of  blood  through  the 
artery  until  the  puncture  is  firmly  healed,  it  may  be  successful.  (See 
also  page  513.) 

4.  Incised  wounds  of  arteries.  —  Incised  wounds  are  the 
most  frequent  of  all  wounds  of  arteries;  they  are  characterised 
by  the  excessive  hsemorrhage  they  occasion.  If  the  wound  in  the 
artery  is  longitudinal,  it  gapes  but  little,  and  chiefly  during  the 
ventricular  systole;  its  healing  may  take  place  quickly.  If  the 
wound  is  transverse  to  the  long  axis  of  the  artery,  it  gapes  widely, 
and  when  it  involves  more  than  half  the  circumference  of  the 
vessel  the  retraction  of  the  divided  part  makes  a  very  large 
opening  in  the  vessel.  An  oblique  wound  in  an  artery  is  inter- 
mediate in  character  (Fig.  137).  When  an  artery  is  completely 
divided  across,  its  ends  contract  and  retract  within  its  sheath,  as 
will  be  more  fully  described  when  we  speak  of  the  natural  arrest  of 
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hsemorrhage.  Non-penetrating  wounds  of  arteries  are  very  occa- 
sionally met  with.  The  outer  coat,  or  the  outer  and  middle  coata 
only,  may  be  severed,  but  in  these  cases  the  inner  coat  subsequently 
gives  way  ;  it  is  said  to  form  a  hernial  swelling  before  it  yields.  A 
wound  with  a  blunt  knife  has  been  known  to  divide  the  inner  and 
middle  coats  without  severing  the  tougher  outer  coat. 

Eflecfs.— A  longitudinal  wound  and  a  transverse  one  not 
exceeding  one-fourth  of  the  circumference  of  the  artery,  heal — if  at 
all — without  occluding  the  lumen  of  the  vessel ;  they  are,  therefore, 
in  this  respect  like  punctured  wounds,  and,  like  them,  liable  to 
frequent  repetitions  of  the  haemorrhage  from  displacement  of  ck>t, 
and  rupture  of  the  forming  cicatrix.     If  the  wound  down  to  an 

artery  is  oblique^  or  is 
closed  by  the  treatment 
employed,  blood  may  etscBipe 
into  the  tissue  about  the 
incised  artery,  and  an 
^^^        ^^^      aneurysm  form. 

Iflj        ^^  J        H^l        ^^K  ^       great  symptom  of 

■  in  1^1  |BB|^  these  wounds  ia  free  ex* 
I  B^H  K^^l  B^^l  ^^^^^  haemorrhage.  In  the 
■       ■  IH        K^H        m  H      case  of  the  largest  arteriei 

this  is  quickly  fatal;  in 
vessels  of  smaller  calibre 
the  fatal  result  is  longer 
delayed,  and  may  be  pr^ 
vented  by  coagulation  of 
the  blood  when  syncope 
occurs ;  even  small  arteries, 
when  incompletely  severed 
and  unable  to  contract  and 
retract,  may  be  the  som-ce  of  very  grave  haemorrhage.  When  the 
main  artery  of  a  part  is  widely  opened,  the  tissues  it  supplies  are 
rendered  more  or  less  completely  bloodless,  and  its  branches  pulae- 
less ;  the  degree  to  which  this  follows  depends  not  only  upon  the 
size  of  the  wound  in  the  artery,  but  also  upon  the  presence  or 
absence  of  other  channels  of  supply  to  the  part. 

Treatment.— A  completely-divided  artery  should  be  twisted 
or  tied  if  blood  is  escaping  from  it ;  and  this  applies  with  special 
force  to  the  distal  end  of  the  artery.  In  all  cases  of  incomplete 
division  of  an  artery — independently  of  the  actual  occurrence  of 
haemorrhage — the  treatment  is  to  ligature  the  artery  above  and 
below  the  wound  in  it,  and  divide  the  vessel  between  the  two  liga- 
tures. The  continuance  of  the  stream  of  blood  through  an  arteiy, 
which  is  the  seat  of  a  lateral  wound,  exposes  the  patient  to  serioof 
danger,  and  should  always  be  avoided. 

The  important  points  to  be  specially  borne  in  mind  in  the 
treatment  of  injured  arteries  are: — (1)  To  secure  the  total  occlu- 
sion of  every  wounded  artery  ;  no  attempt  must  be  made  to  obtain 
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healing   of  the  wound  in   the   vessel   without   obliteration   of  its 
lumen. 

(2)  When  nature  has  closed  the  end  of  a  divided  artery,  the 
surgeon  should  not  interfere  with  it. 

(3)  Every  open  artery — proximal  or  distal  end — should  be  closed 
as  quickly  as  possible. 

(4)  All  obstructions  to  the  circulation  through  other  than  the 
injured  vessels  should  be  carefully  removed. 

(5)  Gangrenous  parts  should  be  removed  at  the  level  of  the 
injury  to  the  artery. 

5.  Qunshot  wounds  of  arteries. — These  injuries  are  rare  in 
civil  practice,  but  are  a  veiy  frequent  cause  of  death  in  warfare. 
(See  page  240.)  A  bullet  may  cause  contusion  of  an  artery  of  any 
degree  of  intensity,  or  it  may  completely  sever  a  vessel,  and  in  certain 
situations  such  an  injury  involves  a  great  risk  of  gangrene,  especially 
if  the  companion  vein  is  also  wounded  and  subsequently  tied.  The 
special  lesions  caused  by  bullets  are  two  :  one  is  the  scooping  out  of 
a  portion  of  the  circumference  of  an  artery,  and  the  other  is  the  double 
perforation  of  a  large  arteiy,  the  projectile  passing  quite  through  it. 
Portions  of  clothing  and  accoutrements  may  be  carried  by  a  bullet 
into  the  deep  parts  of  a  wound,  and  even  into  the  injured  vessel  and 
act  as  a  plug,  so  that  there  is  no  haemorrhage  until  these  foreign  bodies 
are  removed.  Such  wounds  are  often  very  deep,  and  the  arteries 
involved  inaccessible,  while  the  risk  of  complication  with  other 
injuries,  such  as  fracture  of  bone,  wound  of  vein,  nerve,  joint,  or 
viscus,  and  the  danger  of  wound-infection  from  foreign  matter 
carried  in  with  the  bullet  or  from  extension  from  the  contaminated 
surface  of  the  wound,  are  very  great. 

The  freatmenf  of  gunshot  wounds  is  discussed  elsewhere  (page 
247).  Gunshot  wounds  of  arteries  must  be  treated  like  other  injuries  ; 
foreign  matters  should  all  be  carefully  removed  ;  partially -severed 
vessels  should  be  secured  by  double  circular  ligatures ;  completely- 
severed  arteries  should  be  tied  if  bleeding.  The  utmost  care 
should  be  taken  to  render,  and  to  keep,  the  part  aseptic.  Where 
it  is  certain,  from  the  nature  of  the  injury,  that  a  useful  limb  cannot 
be  obtained,  primary  amputation  should  be  practised.  If  gangrene 
occurs,  amputation  should  be  at  once  performed  at  the  level  of  the 
injury  to  the  artery. 

6.  Il\]UrieS  of  veins.  —  These  lesions  are  produced  by  the 
same  forms  of  violence  as  injuries  of  arteries.  Confusions  of 
veins  lead  to  coa<i;ulation  of  the  blood  within  them ;  when  more 
severe,  death  of  all  the  coats  of  the  vein  is  caused,  with  thrombosis ; 
this  occurs  in  severe  crushes  of  parts,  such  as  are  followed  by 
local  gangrene.  Owing  to  the  lower  blood  pressure  within  the 
veins,  the  danger  of  dilatation  of  the  vessel  or  of  hemorrhage — 
primary  or  secondary — is  very  much  less  than  in  contusion  of 
arteries. 

llacerations  occur  where  limbs  or  parts  of  limbs  are  violently 
torn  off,  and  in  the  reduction  of  dislocations,  especially  when  these 
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are  of  old  standing.  Laceration  may  completely  occlude  a  vein  as 
an  artery,  but,  owing  to  the  smaller  amount  of  elastic  and  muscuUr 
tissue  in  its  walls,  a  torn  vein  may  continue  to  bleed  when  it» 
companion  artery  is  completely  closed.  Thus  it  happens  that  venr 
extensive  and  even  fatal  haemorrhage  may  occur  from  a  subcutaneous 
laceration  or  rupture  of  a  vein.  In  certain  situations  the  veins  are 
unable  to  collapse,  owing  to  their  walls  being  adherent  to  rigid 
structures,  e.g,  the  cranial  sinuses  and  the  hepatic  veins ;  and  from 
these  veins  furious  haemorrhage  may  occur. 

l¥oands  of  veins  are  of  frequent  occurrence,  and  if  they  involve 
deep  and  large  vessels  they  are  very  serious  injuries.  Owing  to  the 
low  pressure  of  the  blood  in  the  veins,  and  to  the  tendency  of  divided 
veins  to  collapse,  the  haemorrhage  is  less  rapid  than  it  is  from 
wounds  of  the  corresponding  arteries.  For  this  reason,  also,  it  is 
easy  and  safe  to  arrest  venous  haemorrhage  by  external  pressure. 

Treatment.— Wherever  possible  injured  veins  should  be  allowed 
to  heal  without  obliteration  of  their  lumen;  lateral  wounds  and  puncs 
tures  should  be  closed  by  a  lateral  ligature,  and  as  the  blood-prefwure 
is  so  little,  pressure  may  be  safely  employed  to  occlude  veins.  The 
cardiac  end  of  a  divided  vein  need  only  be  ligatured  when  it  is  in 
the  "  dangerous  area,"  or  above  valves  so  that  air  may  be  drawn  in 
or  blood  escape  from  it.  "When  the  main  vein  of  a  limb  has  to  he 
tied,  the  main  artery,  if  not  wounded,  should  not  be  also  tied  in 
order  to  prevent  the  occurrence  of  moist  gangrene.  Indeed,  the 
chance  of  gangrene  is  increased  when  the  vis  a  tergo  of  the  circula- 
tion is  diminished  at  the  same  time  as  an  obstruction  is  placed  to 
the  venous  return  from  a  part.  Where  both  vessels  are  wounded, 
both  should  be  tied,  if  the  wound  in  the  vein  is  more  than  a  small 
puncture. 

7.  Entrance  of  air  into  veins. — This  is  a  rare  accident.  The 
suddenness  with  which  it  occurs  and  its  alarming  and  often  fatal 
consequences  invest  it  with  special  interest  and  importance.  Experi- 
ments on  animals  have  shown  that  a  small  quantity  of  air  may  be 
injected  into  a  vein  without  ill-effect,  and,  provided  the  injection  is 
carried  out  very  slowly  and  gradually,  even  a  large  quantity  of  air 
may  be  introduced  without  the  disastrous  consequences  that  ensue 
from  the  sudden  entrance  of  a  smaller  amount. 

Causes.— In  the  large  veins  near  the  heart  there  is  negative 
blood  pressure,  the  blood  being  drawn  towards  the  right  auricle  by 
the  aspiratory  effect  of  inspiration.  This  negative  pressure  is  at  its 
maximum  in  the  intra-thoracic  veins  and  in  those  at  the  root  of  the 
neck,  and  lessens  as  we  pass  farther  away  from  the  heart.  The 
influence  of  deep  and  laboured  inspiration,  however,  may  be  manifest 
at  some  distance.  If  a  vein  in  which  the  blood  pressure  is  negative 
is  wounded,  and  the  wound  held  open  and  exposed  in  the  air ;  air  is 
sucked  into  the  heart.  If,  however,  the  wound  in  the  vein  collapses 
air  is  not  sucked  in.  We  thus  see  that  the  cause  of  the  entrance  of 
air  into  a  vein  is  twofold:  (1)  the  aspiration  of  the  chest, and  (2) 
the  patency  of  a  wounded  vein  open  to  the  air.     The  patency  of  a 
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wounded  vein—  or,  as  it  has  been  well  called,  its  "  canalisation  " — 
may  be  caused  by  thickening  and  rigidity  of  the  vein  itself,  by 
infiltration  of  the  sheath  of  the  vein  and  surrounding  tissues,  by 
adhesion  of  the  vein  to  some  unyielding  fascia,  or  to  the  wound 
being  held  agape  by  the  surgeon.  This  may  arise  in  two  ways.  A 
vein  is  sometimes  partially  divided  in  the  angle  of  a  wound,  and 
then,  when  the  edges  are  held  apart,  the  wound  of  the  vein  is  held 
open ;  or,  in  removing  a  tumour,  if  it  is  lifted  up,  and  the  parts  held 
on  the  stretch  as  they  are  divided,  any  partially-divided  vein  is 
**  canalised."  As  this  accident  is  especially  liable  to  occur  in 
wounds  and  operations  about  the  root  of  the  neck,  this  region  is 
called  "  the  dangerous  area."  It  may  follow  wounds  of  veins  so  far 
away  from  the  heart  as  the  facial  and  subscapular,  and  even  the 
common  femoral  and  uterina 

EflTects*— The  sudden  entrance  of  a  large  quantity  of  air  into 
the  heart  may  cause  its  instant  paralysis  and  sudden  death  of  the 
patient  More  conmionly  when  air  is  drawn  to  the  heart  in  quantity 
the  right  auricle  and  ventricle  and  the  pulmonary  artery  are  found 
full  of  frothy  blood,  and  the  left  side  of  the  heart  empty.  The 
right  ventricle  is  unable  to  force  the  mixture  of  blood  and  air 
through  tlie  pulmonary  capillaries,  and  the  left  ventricle,  not  being 
filled,  is  unable  to  send  sufficient  blood  to  the  brain,  and  the  patient 
dies  from  syncope.  When  only  a  small  quantity  of  air  is  introduced 
into  the  circulation,  it  gradually  becomes  dissolved  in  the  blood,  and 
possibly  some  of  it  escapes  through  the  lungs. 

Symptoms.— These  may  be  described  as  local  and  general.  The 
sucking  of  air  into  a  wounded  vein  is  attended  with  a  peculiar 
hissing  or  sucking  sound,  and  frothy  blood  is  then  seen  to  issue  from 
the  vessel.  The  general  symptoms  vary  much  in  intensity.  There 
may  be  instant  death  from  syncope.  More  commonly  the  patient 
suddenly  becomes  pale,  the  pupils  dilate,  the  pulse  is  flickering  or 
imperceptible,  and  the  movements  of  respiration  are  exaggerated, 
the  heart's  action  is  powerful  and  turbulent,  and  on  listening  over 
the  praecordia  a  churning  sound  is  heard.  These  alarming  symptoms 
may  gradually  subside,  and  the  patient  recover;  or  the  heart's 
action  may  become  feebler,  and  death  occur,  often  preceded  by  a 
convulsion.  When  the  accident  is  fatal,  death  usually  occurs  in  a 
few  minutes ;  but  if  successive  quantities  of  air  are  sucked  in,  the 
fatal  issue  may  be  longer  delayed.  If  the  patient  escapes  the 
immediate  danger,  he  may  subsequently  die  from  bronchitis  or 
pneumonia. 

Treatment.— In  operating  in  the  "dangerous  area,"  particularly 
n  the  removal  of  tumours,  care  should  be  taken  not  to  divide  a  vein 
incompletely  at  either  end  of  the  wound,  and  not  to  hold  the  parts 
on  the  stretch  while  dividing  them.  Veins  when  stretched  collapse, 
and  emptied  of  blood  are  pale  in  colour,  and  then  are  easily  mistaken 
for  bands  of  fascia.  Another  way  of  preventino;  the  entrance  of  air 
during  such  operations  is  to  flood  the  wound  with  a  harmless  and 
colourless  fluid,  such  as  Iwiled  water,  saline  solution,  or  boric  acid 
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solution ;  then  if  a  vein  be  cut  this  fluid,  and  not  air,  is  drawn  into 
the  heart,  and  no  ill-effect  follows. 

If,  while  operating,  the  pecjiliar  sucking  sound  of  air  entering  a 
vein  is  heard,  or  frothy  blood  is  seen  in  the  wound,  the  finger  should 
be  instantly  placed  over  the  vein  until  it  can  be  secured  with  a 
forceps  or  ligature.  This  is  to  prevent  the  further  entrance  of  air 
and  the  loss  of  blood.  If  the  vein  cannot  be  thus  instantly  secured, 
the  wound  should  be  immediately  flooded  with  fluid,  which  will,  at 
least,  prevent  all  further  suction  of  air.  Having  done  this,  the 
surgeon's  aim  is  to  maintain  Uie  hearVa  action  until  the  obstruction 
in  the  pulmonary  vessels  is  overcome  by  the  gradual  ^M>lution  of  the 
air  or  its  escape  into  the  air  cells,  and  to  furnish  a  suffictent  aupjil%i 
of  blood  to  tJie  brain  to  prevent  fatal  syncope.  The  patient  should  be 
placed  flat  on  his  back  with  his  head  hanging  over  the  end  of  the 
table,  and  the  axillary  and  common  femoral  arteries  should  he 
compressed,  so  as  to  increase  the  proportion  of  arterial  blood  going 
to  the  brain.  Stimulants  should  be  administered  freely — ammonia 
to  the  nostrils,  ether  subcutaneously,  brandy  by  enema,  and  a 
sinapism  over  the  pnt?cordia.  Attempts  to  suck  the  air  out  of  the 
right  side  of  the  heart  are  useless ;  in  children  firm  compression  of 
the  chest  may  succeed  in  expelling  air  from  the  wounded  vein — not 
from  the  heart — but  it  emlmrrasses  respiration,  and,  if  at  all,  should 
only  be  practised  once  very  rapidly.  Artificial  i*espiration,  with  a 
view  of  aiding  the  circulation  through  the  pulmonary  capillaries,  has 
been  recommended,  but  Treves  considers  this  a  dangerous  measure 
to  adopt. 

II.    HEMORRHAGE. 
The  natural  arrest  of  haemorrhage  and  the  repair  of 

ixyured  vessels. — Hsemorrhage,  or  the  escape  of  blood  from  the 
heart  and  blood-vessels,  is  the  most  constant  efl'ect  of  injury,  a 
frequent  result  of  disease,  and  the  invariable  accompaniment  of  a 
surgical  operation.  Any  loss  of  blood  may  be  serious,  and  to  the 
untutored  eye  it  is  always  alarming.  When  furious  and  uncon- 
trolled it  is  quickly  fatal,  and  in  some  circumstances  its  arrest 
taxes  the  courage  and  resource  of  the  boldest  and  most  experienced 
surgeon.  In  certain  positions,  as  within  the  skull  and  spinal  canal, 
and  in  the  mouth,  air-passages,  and  thorax,  the  escaped  blood  causes 
the  most  serious  indirect  effects.  For  no  other  condition  is  suigical 
treatment  so  entirely  efficient,  and  there  is  none  for  the  relief  of 
which  patients  are  so  dependent  upon  skilled  assistance.  AU  these 
circumstances  combine  to  render  the  study  of  hsemorrhage  and  its 
treatment  of  supreme  importance. 

In  studying  the  repair  of  injured  vessels,  we  have  to  notice 
two  distinct  processes — the  arrest  of  ho'inorrJuige  and  the  formation 
of  a  cicatrix  in  the  wounded  vessel.  These  processes  are  of 
great  scientific  interest,  })ut  they  are  also  of  vital  practical  im- 
portance. It  is  true  that  Natui-e  unaided  can,  in  a  large  proportion 
of  cases,  arrest  haemorrhage  l^efore  a  fatal  loss  of  blood  is  sustained ; 
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but  often,  if  life  is  saved,  it  is  only  at  the  expense  of  great  or  even 
profound  amemia,  which  may  never  be  recovered  from,  and  in  certain 
cases  the  blood  flowing  from  the  wounded  vessels  becomes  a  source 
of  new  danger  to  the  patient  by  collecting  in  the  body,  compressing 
and  obstructing  important  parts,  such  as  veins,  arteries,  brain, 
spinal  cord,  bronchi,  and  lungs.  By  surgical  means  we  are  able  to 
arrest  haemorrhage  instantly  and  certainly  where  Nature  can  do  so 
only  tardily  and  doubtfully,  if  at  all,  and  so  to  save  life  and  health 
and  preserve  intact  the  other  parts  of  the  body.  Indeed,  there  is  no 
single  result  of  injury  or  disease  for  which  treatment  is  so  immedi- 
ately and  widely  beneficial  as  in  the  arrest  of  haemorrhage.  But  as 
the  surgical  means  employed  are  all  modelled  on  Nature's  pattern,  it 
is  extremely  important  to  understand  her  ways  thoroughly  and  to 
appreciate  the  manner  in  which  her  efforts  may  be  supplemented 
and  aided.  The  cicatrisation  of  a  wounded  blood-vessel,  however, 
like  that  of  any  other  tissue,  is  effected  by  Nature  alone ;  the  surgeon 
cannot  make  a  scar,  nor  can  he  do  much  to  further  the  natural  pro- 
cesses, although  he  may  do  much  to  hinder  or  impair  them,  and  it 
becomes  of  the  highest  importance  for  him  while  aiding  Nature 
to  arrest  haemorrhage  to  use  only  those  means  which  do  not  impede 
the  process  of  repair  of  the  wounded  vessel.  It  is  for  this  reason 
that  we  speak  of  the  treatment  of  haemorrhage  rather  than  of 
the  treatment  of  wounded  vessels. 

We  shall  consider,  in  the  first  place  (1)  how  unaided  Nature 
arrests  haemorrhage ;  this  is  sometimes  spoken  of  as  the  temporary 
arrest  of  haemorrhage.  We  shall  then  describe  (2)  the  cicatrisation 
or  true  repair  of  wounded  blood-vessels;  this  is  sometimes  called 
the  permanent  arrest  of  haemorrhage ;  and  in  the  next  section  (3) 
deal  with  the  surgical  means  of  arresting  haemorrhage.  "^ 

1.  The  natural  (or  temporary)  arrest  of  hsemorrhage.— 

When  an  artery  is  cut  across,  its  mtcsciUar  coat  contracts  and 
narrows  or  even  closes  the  orifice ;  the  instant  closure  of  a  cut 
artery  is  often  seen  when  small  arteries  are  divided  in  an  operation. 
This  contraction  results  from  the  direct  stimulus  to  the  muscular 
fibres  of  the  injury,  and  is  a  vital  effect ;  its  influence  is  greatest 
in  those  arteries  in  which  the  muscular  coat  is  best  developed. 

At  the  same  time,  the  elasticity  of  the  artery  causes  it  to  retract 
within  its  sJieath.  This  retraction  is  both  longitudinal  and  circular. 
The  circular  retraction  narrows  the  orifice  of  the  cut  artery  and 
the  lumen  of  the  vessel  for  some  distance  above.  The  longitudinal 
retraction  withdraws  the  artery  from  the  surface  of  the  wound 
within  its  cellular  sheath.  This  is  a  physical  phenomenon,  and  can 
be  demonstrated  on  the  dead  Ixxiy. 

These  changes  in  the  cut  vessel — contraction  and  retraction 
— are  inmiediate,  and  they  are  quickly  followed  by  coagulation 
of  the  blood.  As  the  blood  flows  through  the  narrowed  mouth 
of  the  artery  and  over  the  inner  surface  of  its  cellular  sheath, 
the  blood  platelets  are  entangled,  disintegrate,  set  free  their 
ferment,  and  fibrin  is  formed.      The  clot  thus  arising  forms  first 
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in  the  sheath  of  the  artery,  and  increases  until  it  covers  over 
and  surrounds  the  end  of  the  vessel,  and  stops  all  escape  of  blood 
as  by  a  pad.  This  is  the  external  dot.  Blood  coagulates  also 
on  the  divided  end  of  the  artery  and  occludes  it,  and  for  a  variable 
distance  within  the  artery — often  up  to  the  branch  next  above  or 
below  the  wound.  This  is  the  internal  clot.  The  coagulation  of  the 
blood  is  the  essential  part  of  the  process;  by  itself,  without  con- 
traction or  retraction  of  the  vessel,  it  suffices.  The  contraction  of  the 
artery  by  narrowing  the  orifice  lessens  the  force  and  volume  of  the 
stream  of  blood,  and,  together  with  the  retraction,  by  drawing  the 
artery  within  its  sheath,  makes  room  for  the  external  clot,  and  alao 
favours  the  occurrence  of  coagulation.  By  themselves,  neither 
contraction  nor  retraction,  nor  the  two  together,  suffice  to  arrest 
haemorrhage,  for  even  in  those  cases  where  the  sudden  contraction  of 
the  artery  closes  its  cut  end,  it  is  only  by  the  formation  of  an 
internal  clot  that  the  orifice  is  actually  sealed  over.  The  clot,  tJien, 
is  the  essential  means  that  Nature  employs  to  arrest  hsemorrhage. 
The  most  vital  part  of  it  is  the  portion  that  actually  occupies  the 
orifice  of  the  vessel,  and  this  may  well  be  called  the  central  dot; 
until  that  has  formed  the  bleeding  is  not  arrested,  and  with  that, 
the  rest  of  the  clot  may  be,  and  sometimes  is,  dispensed  with.  The 
external  clot  is  like  a  pad  over  the  end  of  the  vessel,  holding  in 
place  the  central  portion,  and  resisting  the  force  of  the  blood,  which 
tends  to  displace  it ;  it  is  a  most  valuable  adjunct  to  the  central 
clot.  The  internal  clot  acts  as  a  buffer  to  protect  the  central  clot 
froih  the  full  force  of  the  circulation.  The  internal  and  external 
clots,  therefore,  though  not  essential,  materially  add  to  the  security 
of  the  closure  of  the  vessel ;  and  the  clot,  as  a  whole,  plays  an  im- 
portant part  in  the  cicatrisation  of  the  vessel. 

The  natural  (temporary)  arrest  of  haemorrhage  is  aided  in  par- 
ticular cases  by  certain  other  conditions. 

1.  Confusion  of  the  artery. — If,  in  place  of  an  artery  being 
cut  across  with  a  knife,  it  is  bruised  and  crushed,  the  more  brittle 
inner  and  middle  coats  give  way  first  and  curl  up  inside  the  vessel 
before  the  tougher,  but  thinner,  outer  coat  is  severed.  On  the 
curled-up  ends  of  the  inner  coats  coagulation  of  the  blood  quickly 
takes  place;  and  so  it  happens  that  in  severe  contusions,  or  by  the 
use  of  an  ^craseur  which  slowly  crushes  through  the  tissues,  arteries 
of  some  size  may  be  divided  without  even  a  drop  of  blood  escaping 
from  them.  In  such  cases  there  is  no  external  clot,  the  internal 
clot  extends  up  the  vessel  as  usual,  and  the  curling  up  of  the  inner 
coats  within  the  artery  helps  to  occlude  it,  and  also  gives  a  wide 
surface  for  the  attachment  of  the  central  clot ;  this  makes  it  as 
secure  as^if  supported  by  an  external  clot. 

2.  £iaceration  of  the  artery  acts  in  much  the  same  way. 
The  tearing  force  soon  snaps  across  the  inner  and  middle  coata,  which 
curl  up  within  the  vessel,  partially  occlude  it,  and  excite  coagulation 
upon  their  upturned  edges.  The  outer  coat  is  drawn  out  until  it« 
elasticity  is  destroyed,  and  then  it  yields,  and  falls  over  the  inner 
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coats  as  a  long  film.  An  artery  as  large  as  the  brachial  may  be 
torn  in  this  way  without  any  blood  escaping  from  it;  of  all  the 
accessories  to  the  one  essential  factor  in  the  natural  arrest  of 
hsemorrhage — the  formation  of  a  clot  in  the  wound  in  the  vessel 
— none  are  so  potent  as  contusion  and  laceration  of  the  vessel. 

3.  Diminished  arterial  tension.— It  is  evident  that  with 
less  pressure  in  the  wounded  artery  the  blood  will  escape  more  slowly, 
and  will,  therefore,  coagulate  more  readily.  A  rapid  forcible  stream 
of  blood  tends  to  wash  away  the  forming  clot,  while  the  slower 
gentler  stream  of  blood  does  not  displace  the  clot,  and  itself  readily 
coagulates.  This  diminished  tension  may  be  suddenly  induced  by 
the  physical  shock  of  the  injury,  or  by  the  sight  of  the  blood 
escaping  from  the  wound.  Or  it  may  be  more  slowly  induced  by  the 
loss  of  blood  weakening  the  heart  and  emptying  the  arteries. 

4.  Increased  coaipiiability  of  the  blood. — We  shall  have 
to  notice  (page  525)  that  one  result  of  an  abundant  hsemorrhage  is  the 
absorption  of  serous  fluid  fi*om  the  soft  tissues,  rendering  the  blood 
more  watery.  It  is  well  known  that  the  addition  of  a  moderate 
amount  of  water  to  normal  blood  outside  the  body,  increases  the 
rapidity  with  which  it  coagulates  ;  and  it  is  believed  that  the  same 
result  may  be  produced  in  the  late  stages  of  a  severe  hsemorrhage. 

It  is  in  the  case  of  complete  di\dsion  of  the  largest  vessels  only  that 
unaided  Nature  fails  to  effect  the  arrest  of  the  hsemorrhage  ;  for  the 
longer  the  bleeding  continues,  and  the  more  blood  is  lost,  the  greater 
becomes  her  power,  until  when  life  is  almost  extinct,  and  the  force 
of  the  circulation  barely  sufficient  to  carry  it  on  at  all,  the  most 
favourable  condition  for  the  formation  of  a  clot  exists,  and  the 
hsemorrhage  may  be  arrested.  Thus  it  is  that  patients  recover  even 
when  completely  blanched,  pulseless  at  the  wrist,  and  unconscious,  and 
death  from  haemorrhage  alone  is  rare,  except  in  the  case  of  a  wound 
of  a  very  large  vessel,  causing  a  great  rush  of  blood  and  rapid 
syncope. 

The  natural  (temporary)  arrest  of  haemorrhage  is  retarded  by  the 
following  conditions  : — 

(a)  Partial  division  of  tlie  artery. —  This  altogether  pre- 
vents longitudinal  retraction,  and  the  contraction  of  the  muscular  coat 
opens  out  instead  of  closing  transverse  and  oblique  wounds  of  the 
vessel.  (See  Fig.  137.)  The  stream  of  blood  coursing  along  the 
artery  also  tends  to  displace  any  clot  that  forms  in  the  wound,  and 
prevents  the  formation  of  an  "  internal  clot "  to  protect  the  "  central 
clot."  Further  reference  is  made  to  this  point  in  the  section  on 
punctured  wounds  of  arteries.     {See  page  500.) 

The  complete  di\dsion  of  an  artery  thus  wounded  and  bleeding 
will  sometimes  be  followed  by  an  immediate  arrest  of  the  haemorrhage. 

(b)  Adhesion  to  its  slieatli  is  another  frequent  mode  of 
preventing  the  contraction  and  retraction  of  a  cut  artery.  In 
certain  situations  this  occurs  normally — e.^.  the  scalp  and  the 
penis — and  it  is  met  with  in  disease  as  the  result  of  chronic 
periarteritis  and  uedema.     Wounds  in  Such  parts  and  cases  bleed 
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to  an  extent  and  for  a  length  of  time  quite  out  of  proportion  to 
the  size  of  the  vessels  divided. 

(c)  IVIovement  of  Ihe  part,  if  slight,  may  displace  a  forming 
clot,  and  so  prolong  the  haemorrhaga  If  violent  and  excited,  it  alni 
acts  by  increasing  the  force  of  the  heart's  action.  In  sponging  a 
wound,  if  the  sponge  is  rubbed  over  the  surface  instead  of  Ijeing 
gently  pressed  upon  it,  a  similar  displacement  of  clot  is  often 
occasioned. 

(d)  Stimulation  of  the  heart,  by  increasing  the  blood  pressure 
in  the  arteries,  directly  impedes  the  arrest  of  haemorrhage,  or  starts  it 
afresh.  This  stimulation  may  be  physical,  as  by  movement,  change 
of  posture,  the  exhibition  of  "  stimulants  " — alcohol,  ether,  ammonia, 
etc. — or  emotional.  The  importance  of  this  fact  will  be  insisted  on 
when  we  speak  of  the  treatment  of  hiemorrhage. 

(e)  Division  of  an  artery  in  a  muscle. — When  a  muscle 
is  cut  transversely  to  its  fibres,  the  muscular  tissue  often  contracts 
farther  than  the  arteries  in  it  retract,  and  the  ends  of  the  vessels 
are  left  projecting  from  the  cut  surface  of  the  muscle.  This  prevents 
the  formation  of  a  good  ttcternal  clot.  Such  vessels  are,  however, 
usually  quickly  closed  by  the  formation  of  a  central  clot  in  their 
contracted  mouths. 

(/)  UwtmopMUa.—{See  page  376.) 

The  arrest  of  haemorrhage  from  a  n^ounded  vein  is  effected  in 
a  similar  way  by  the  coagulation  of  blood  in  the  orifice  of  the  vein — 
the  central  clot — supported  by  an  external  clot,  and  protected  by 
the  internal  clot  extending  a  short  distance  along  the  vein.  The 
internal  clot  is  shorter  in  a  vein  than  in  an  artery,  and,  owing  to 
the  lessened  blood  pressure  in  a  vein,  there  is  not  the  same  necessity 
for  it.  Contraction  and  retraction  are  very  slightly  marked  in  veins, 
and  are  of  no  practical  importance.  But,  on  the  other  hand,  the 
walls  of  a  cut  vein  collapse  ;  and  this  greatly  aids  in  the  formation  of 
a  central  clot.  The  low  blood  pressure  in  a  vein  greatly  favours  the 
coagulation  of  the  blood,  and  the  adhesion  of  the  clot  to  the  cut  end 
of  the  vein.  "When  the  walls  of  a  vein  cannot  collapse,  and  when 
the  blood  pressure  is  greater,  venous  haemorrhage  may  be  fatal.  It  is 
to  be  remembered  that  in  many  cases  there  is  no  haemorrhage  frum 
wounded  veins,  or  the  pressure  of  the  blood  in  them  is  reduced  to 
a  minimum.  Thus,  when  a  vein  is  cut  across,  valves  above  the  wound 
may  prevent  any  blood  from  flowing  from  the  cai*diac  end;  and  if  the 
companion  artery  is  severed  at  the  same  time,  the  stream  of  bli>od 
through  the  capillaries  is  arrested,  and  none  reaches  the  distal  end. 

2.  The  repair  of  wounded  vessels  (or  the  natural  per- 
manent arrest  of  bsemorrhage). — This  is  accomplished  by  the 
formation  of  a  cicatrix  in  the  vessel,  which  seals  over  the  wound,  and 
in  its  main  features  the  healing  of  a  divided  artery  or  vein  renembleH 
the  healing  of  a  wound  in  any  other  tissue.  This  process  in  other 
tissues  has  been  already  fully  described  ;  and  here  we  need  only  note 
the  features  peculiar  to  the  healing  of  blood-vessels. 

In  the  first  place,  it  is  necessary  to  observe  that  while  the  clot 
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plays  an  all-important  part  in  the  temporary  closure  of  the  vessel,  it 
takes  no  direct  active  share  in  its  permanent  closure  or  healing.  It 
aft'ords  a  certain  amount  of  pabulum  for  the  cells  fi-om  which  the 
cicatrix  is  developed  ;  it  protects  the  formative  tissue  from  the 
impact  of  the  blood  when  it  is  soft  and  unable  to  withstand  it; 
it  may  form  to  some  extent  a  mould  in  which  the  cicatrix  is 
developed ;  but  eventually  the  whole  of  the  clot — fibrin  and  blood 
corpuscles — disappears.  The  "external  clot*'  is  sometimes  partly 
washed  away  with  the  abundant  serous  exudation  from  the  wound ; 
into  what  remains  leucocytes  wander  from  the  vessels  of  the  sheath 
and  surrounding  tissues,  and  they  are  quickly  followed  by  the  true 
plasma  cells,  derived  from  the  hyperplasia  of  the  cells  of  the  sheath 
and  other  di>4ded  tissues.  These  plasma  cells  are  found  at  first  in 
the  minute  spaces  or  channels 
which  are  formed  in  the  clot, 
probably  })y  its  contraction 
(Fig.  138).  They  rapidly 
multiply,  and  absorb  and  re- 
place the  clot.  They  then 
organise  into  vascular  con- 
nective tissue,  at  first  richly 
cellular  and  very  vascular, 
gradually  becoming  more 
fibrous  and  less  vascular.  This 
external  cicatrix  is  continuous 
with  that  of  the  nBighbouring 
severed  tissues,  which  it  re- 
sembles in  its  origin  and  de- 
velopmental changes. 

The  artery  itself  contracts 
upon  the  tapering  internal 
clot,  and  as  the  clot  fills  out 
its  divided  end  a  bulbous 
form  is  sometimes  given  to 
bulbous  enlargement   of   the 


Fig.  138.— A  Portion  of  Clot  in  an  Art«ry  four- 
teen Days  after  Ligatui'e,  showing  cracki 
and  fissures,  x  90.  This  part  of  the  clot 
was  not  adherent  to  the  artery,  and  hsd 
not  been  as  yet  invaded  by  leucocytes  or 
vlasma  •  corpuscles.  (Bal  lance  and  Ed- 
munds.) 
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of  yielding  of  the  artery,  but  of  contraction  of  its  upper  part. 
The  internal  clot  at  first  is  adherent  to  the  artery  at  its  divided 
end  only,  and  here  a  change  of  colour  from  black-red  to  grey  is 
early  noticed.  The  grey  colour  gradually  extends  through  the 
clot,  and  at  the  same  time  it  is  found  to  adhere  to  the  lining  of 
the  vessel  more  and  more  extensively.  Gradually  now  the  line 
of  demarcation  between  the  arterial  wall  and  the  altered  clot 
becomes  less  distinct,  and  the  clot  is  found  to  be  vascular; 
the  whole  vessel  as  far  as  the  clot  naiTows  more  and  more,  until 
at  last  a  vascular  cord  of  cicatricial  tissue  is  all  that  exists  to 
mark  the  site  of  the  former  vessel,  and  this  scar  is  continuous  with 
that  of  the  surface  of  the  wound.  The  obliteration  of  the  lumen  of 
the  artery  extends  as  far  as  the  internal  clot,  and  thus  the  len;ji;th  of 
this  clot  is  of  real  moment. 
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are  of  old  stiinding.  Lftceration  may  completely  cioclude  m  rem  «s 
an  artery,  but,  owing  to  tlie  smaller  amount  of  elastic  and  mtiomlMr 
tissue  in  its  \vall»^  a  torn  ^*ein  may  continue  to  bleed  vkfQ  it* 
companion  artery  is  completely  closed.  ThuH  it  happens  tliAt  vmy 
extensive  and  even  fatal  luemorrhajje  may  *K*cur  from  a  9uVicut«i»«oii» 
laeeratitin  or  rupture  of  u  vfin.  In  certain  Mtuations  the  vein*  «re 
unable  to  collapse,  owing  to  their  walls  l*eing  adherent  to  ripd 
Htructures,  e^i.  the  craniiil  sinuHeH  and  tlie  hepatic  veins;  and  frutn 
these  veins  furious  Jjivmnrrhage  may  «iceur. 

Wourtds  of  vt^ifis  are  oi  fretjuent  oceurrence,  and  if  thev  involve 
deep  and  large  veuaelR  they  are  very  serious  injuries.  Owing  to  iIm* 
low  pressure  of  the  blood  in  the  veins,  and  to  the  tendency  of  dividf4 
vein»  to  collapse^  the  hiemorrhage  is  less  rapid  than  it  i»  from 
wounds  of  the  correspt>nding  arteries.  For  this  reason,  alf«o,  it  b 
easy  and  safe  to  tirrest  venous  hiemorrhage  by  external  pressure, 

Trcffltineiit.— Wherever  pf»Hsible  injured  veins  should  Yn*  allowed 
to  heal  without  ohliteration  of  their  lumen;  lateral  wounds  and  pyno» 
tures  should  lie  closed  by  a  lateral  ligature,  and  as  the  blood- prrsnure 
is  so  little,  pressure  may  be  safely  employed  iu  occlude  veins.  The 
cardiac  end  of  a  divided  vein  need  only  lie  ligatured  when  it  is  in 
the  "dangerous  area,''  or  above  valves  so  that  air  may  U*  drawn  in 
or  bhxKi  escap>e  from  it.  When  the  main  vein  of  a  limb  ha«  to  be 
tiefl,  the  main  artery,  if  not  wounded,  should  not  be  aWj  lied  in 
tirder  to  prevent  the  occurrence  of  m*-tist  gangrene.  Indee<l,  the 
chance  of  gangt*ene  is  inerea»«d  when  the  vu  n  tenjo  of  the  circulu^ 
tion  is  diminished  at  the  same  time  as  an  obstruction  is  placed  U> 
the  venous  return  from  a  part.  Where  Ixith  vi^ssels  are  wounded, 
Ijoth  should  be  tied,  if  the  wound  in  the  vein  is  more  than  a  small 
puncture. 

7,  Entrance  of  air  into  veins. — This  is  a  rare  accident.  The 
Budilenneiss  with  which  it  occurs  and  its  alarming  and  often  fatal 
consequences  invest  it  w*ith  special  interest  and  importance,  Exjwrt* 
ments  on  animals  have  shown  that  a  small  rjuantity  of  air  may  \m 
injected  into  a  vein  without  ill-effect ^  and,  provided  the  injection  ia 
carried  out  very  slowly  and  gradually,  even  a  large  cjuantity  of  air 
may  be  intro*luced  without  the  disastrous  consequences  tliat  enmae 
fn»m  the  sudden  entrance  of  a  smaller  amount. 

€'aii«eii.-In  the  large  veins  near  the  heart  there  is  negaliire 
IdtKsl  pres**ure,  the  lihxid  tjeing  drawn  towards  the  right  auricle  by 
thi*  aspiratory  effect  of  inspiration.  Tliis  negative  pressure  ia  at  tia 
nuixtmum  in  the  intra-thoracic  veins  and  in  those  at  the  root  of  the 
neck^  and  lessens  as  we  pn^s  farther  away  from  the  heart.  TW 
inHuence  of  deep  and  laKnjured  innpiration,  however,  may  lie  manife«t 
at  fM>me  distance.  If  a  vein  in  which  the  lilixxl  pi-essure  is  negative 
is  wounded,  and  the  wound  held  o^^en  and  i^x posed  in  the  air ;  atr  ta 
Mucked  into  the  heart.  If,  hciwever,  the  wound  in  the  vein  collap^eai 
air  is  not  Huckf*tl  in.  We  thus  see  that  th«'  criuse  of  the  entnuice  of 
air  itito  a  vein  is  twofold:  (1)  the  aspiration  of  the  eheitt>  and  (H) 
the  patency  of  a  wounded  vein  open  to  the  air.      The  pat^'Ucy  i»f  a 
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wounded  vein— or»  as  it  has  been  well  called,  its  "  canalisation '*— 
may  be  caused  by  tliickening  and  rigidity  of  the  vein  itself,  by 
infUtratioD  of  the  sheath  of  the  vein  anfl  surrounding  tisKUes,  by 
a<lhes]on  of  the  vein  to  some  unyieldinfj  fascia^  or  t**  the  wound 
being  held  agape  by  the  surgeon.  Tfjis  may  arise  in  two  ways.  A 
vein  in  sc^metimeR  partially  divide*!  in  tlie  angle  of  a  wound,  and 
then,  when  the  e<iges  ai*e  iie!d  apart,  the  wound  of  the  vein  is  lield 
open ;  or,  in  removing  a  tumour,  if  it  is  lifted  up,  and  the  parts  held 
on  the  stretch  aa  they  are  divided,  any  partially-divided  vein  is 
••canalized."  As  this  accident  is  especially  Hable  t-o  occur  in 
wounds  and  operations  aVwrjut  the  ror»t  of  the  neck,  this  region  is 
called  **the  dangerous  area."  It  may  follow  wounds  of  veins  so  far 
bway  from  the  heart  as  the  facial  and  suljscapular,  and  even  the 
5pKtniruon  femoral  and  uterine. 

EITeclit-— The  sudden  entrance  of  a  large  quantity  of  air  into 
file  heart  may  cause  itn  instant  paralysis  and  sudden  death  of  the 
patient.  More  ctimmonly  when  air  is  drawn  to  the  heart  in  quantity 
the  right  auricle  and  ventricle  and  the  pulmonary  art^'ry  are  found 
full  of  frothy  blorxl,  and  the  left  side  of  the  heart  empty.  The 
right  ventricle  is  unable  to  force  the  mixture  of  blood  and  air 
through  the  pulmonary  C€if>illaries,  and  the  left  ventricle,  not  being 
filled,  is  unable  to  send  stiHicient  bhxwl  to  the  brain,  and  the  patient 
dies  from  syncope.  When  only  a  small  quantity  of  air  is  introduced 
into  the  circulation,  it  gratlually  becomes  dissolved  in  the  blcHxl,  and 
powihly  some  of  it  esimpes  thrt>ugh  the  lungs* 

8|*iti|»loins.— These  may  lie  described  as  local  and  general.  The 
Bucking  of  air  into  a  wounded  vein  is  attended  with  a  peculiar 
'Wssing  or  sucking  sound,  and  frotliy  bloLxl  is  then  seen  to  issue  from 
Uie  vessel.  The  general  symptoms  vary  much  in  int«^nsity.  There 
tniiy  be  instant  death  fix>m  syncop*^*.  ilor^*  c<immonly  the  patient 
mtddenly  ^>ecomes  ji^ile,  tlie  pupils  dilate,  tlie  pulse  is  flickering  or 
h»j>en^p»til)le,  and  the  movements  ot  respiration  are  exaggerated, 
the  heart's  action  is  fHjwerful  and  turbulent,  and  on  listening  over 
the  pnecordia  a  churning  s^>uiid  is  heard.  These  alarming  symptoms 
may  gradually  subside^  and  the  patient  recover;  or  the  heart's 
aetion  may  become  feebler,  and  death  occur,  often  preceded  by  a 
convulsion.  When  the  accident  is  fatal,  death  usually  occurs  in  a 
minutes  ;  but  if  successive  quantities  of  air  are  sucked  in,  the 
&I  iHMue  may  l)e  longer  delayed.  If  the  patient  escapes  the 
immediate  danger,  he  may  subsequently  die  from  bronchitis  or 
pneumonia, 

Tr«*afiiieiit«— In  o}>erating  in  the  ** dangerous  area,"  jjarticularly 
n  the  removal  of  tumoui's,  care  should  be  taken  not  to  divide  a  vein 
incompletely  at  either  end  of  the  wounfl,  and  not  to  hold  the  parts 
cm  the  stretch  while  dividing  them.  Veins  when  stretched  collapse, 
and  emptied  of  bUxid  ai*e  pale  in  colour,  and  then  are  easily  mistaken 
^_  for  luandn  of  fascia.  Another  wuy  of  preventing  the  entrance  of  air 
H  during  such  ofierations  is  t<i  flotxl  the  wound  with  a  harmless  and 
^1      coluurleaA  fluid,  fiuch  as  lioiled  water,  saline  solution,  or  iMiric  acid 
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solution ;  then  if  a  vein  be  cut  thw  fluid,  iind  not  nir,  is  clmwii  jnW_ 
the  benrt,  iind  mt  ill-i^ftect  followK. 

Ifi  wliile  tjperutitijL;,  the  pec)iLmr  trucking  m>untl  of  iiir  i^tmii^  j 
\'^in  Ls  hejirtl^  ur  frothy  bkxMl  is  seen  in  the  wonncf,  thi?  fingiT  j^Kiii 
\ie  \nHiant\y  plact-d  over  the  vein  until  it  can  \w  »iecureil  with  »' 
t'orcepH  or  ligature.  Thin  ih  to  prevent  the  further  entrance  of  aif 
and  the  Ions  uf  bltKxL  If  the  vt*m  cannot  Ije  thus  innt-antly  MemuYd, 
the  wound  Hhould  he  iinmetliately  flixwJeil  with  fluiil,  whteh  will,  nt 
least,  prevent  uU  further  suction  of  uir.  Having  dom*  thL%  tlir 
surgeon*a  aim  is  to  maintuin  the  hrarV$  action  until  the  olMtruetiLti 
in  the  puhmmary  vessels  is  (1%'ercurne  by  the  jyrradual  Hiilution  of  U»c 
air  or  its  e!Nf'aj>i?  into  the  air  cells,  an<l  to  furnish  a  nu^ici^ki  #u^;Jy 
o/bUntd  (**  tlie  hniln  to  pi  event  fatal  ftyneope.  The  patient  inhoukl  \m 
phicwl  tlat  on  his  Iwick  with  liin  liead  hanging  over  the  end  c^  iha 
table,  and  the  axillaiy  and  cumnion  femoral  arterie?*  AhouUI  Vie 
compressed,  so  as  to  incivane  the  pi'oportion  of  arterial  liluud  poing 
to  the  brain.  Htimulant?*  should  l)e  adnnnisterecl  frettly — ajnmunia 
t«>  the  noHtiils,  ether  Mulieut^uieoiiHly,  brandy  by  enema,  and  a 
iiinapism  over  the  praHxii*dia.  Atteniptij  to  8Uek  the  air  out  of  the 
right  side  of  the  heart  ai*e  usele^is ;  in  children  tiT-ni  compre^ion  ol 
the  chest  may  succeed  in  ex[>elling  air  from  the  woundt'd  vein — not 
from  the  heart — but  it  emlMirrasses  respiration,  and,  if  at  all,  sihould 
only  l*e  practiseil  once  very  rapidly.  Artilicial  renpinLtion^  with  a 
view  of  fiiding  the  cii*culation  tiirough  the  jiuhnonary  capillanisai,  h«a 
l»een  recommended,  but  Treves  considers  this  a  dangerous  meaaure 
to  adopt. 

11,     H.EMORUHAOE, 
The  natural  arrest  of  haemorrhaere  and  the  repair  of 

il^Ured  vessels. — -Hieniorrlui-;4e,  or  tht'  esrHfH*  of  blood  from  thfl 
heart  and  blootl'Vesi^jls,  is  the  most  coitstant  etiect  of  injury,  a 
frtHjuent  re^sult  of  disease,  and  the  invariable  accomjianiuii^nt  of  a 
surgical  ojM*ration-  Any  loss  of  bhxxJ  nuiv  l*e  senou**,  and  to  th^ 
untutored  eye  it  is  always  alarming.  When  furious  and  uncon* 
trolled  it  is  quickly  fatal,  and  in  some  circumntanceH  it«  mrrwt 
Uixe^  the  courage  and  resource  of  the  boldest  and  most  experteoeed 
Hurgetju.  In  certain  positional  as  within  the  skull  and  npinal  canal, 
and  in  the  mouth,  air-piiN>yige«,  and  thorax,  the  escajitnl  blood  causea 
the  mo^t  st»rious  indin*ct  etTeots.  For  no  other  condition  is  surgiiTal 
treatment  so  entirely  ethcient,  and  there  is  none  for  the  relirf  of 
which  fvatients  are  so  depemleut  upon  skilled  jissistance.  All  lh««e 
circumstancefi  cttmbine  t4>  render  the  »tudy  of  hiemorrliage  and  ita 
treatnient  of  supreme  im)>ortance* 

In  studying  the  repair  of  injured  vessels,  we  liav^  to  notice 
two  distinct  proc*?8ses — the  a^rf^t  ttf  ktrmortha^f*  and  the  /urtMdiom 
of  n  cieatrtj-  in  the  wounded  v tassel  Tliet»e  proctsmtB  are  ol 
gHNit  Hcten title  intere«t,  but  they  art*  also  of  vital  pnu.*ttf3al  im- 
portance. It  is  tnie  that  Nature  unaided  can,  in  a  large  proporimi 
of  ciise^,  arn;st  liiemorrhage  iM'fore  a  fatal  loss  of  lilmKi  ib  ettstatned  j 
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liat  oft^ti,  if  life  is  saved^  it  i^i  only  iit  the  expense  of  great  or  even 
pn>£ounci  anaemia,  which  may  never  Vie  recovered  from,  and  in  certain 
ctk&m  the  blood  flowing  from  the  wounded  ves.%els  l>econie»  a  source 
of  new  danger  to  the  patient  by  collecting  in  the  Ixjdy,  compressing 
Hud  ubiitructing  important  parts,  such  as  veins,  arteries,  brain, 
_oord,  bronchi,  and  lungs.  By  surgical  means  we  are  able  to 
lliiemorrhage  instantly  and  certainly  w4iere  Nature  can  do  so 
oalr  turdily  and  doubtfully,  if  at  all,  and  so  to  save  life  and  health 
and  preserve  intact  the  other  f>arts  of  the  body.  Indei^d,  there  is  no 
single  result  of  injury  or  disease  for'  whicli  treatment  is  so  immedi- 
ately and  widely  l>eneticial  as  in  the  arrest  of  haemorrhage.  But  at) 
the  Hurgical  means  employed  are  all  mt>delled  on  Natm'e's  pattern,  it 

»hi  extremely  important  to  understand  her  ways  thoroughly  and  to 
appreciate  the  manner  in  winch  her  eftbrts  may  be  supplemented 
and  aided.  The  cicatrisation  of  a  wounded  blood-veaael,  however, 
like  that  of  any  other  tissue,  is  effected  by  Nature  alone ;  the  surgeon 
cannot  make  a  scar,  nor  can  he  do  much  to  further  the  natural  pro- 
oeBseOy  although  he  may  do  much  to  hinder  or  impair  them,  and  it 
becomes  of  the  highest  importance  for  him  while  aiding  Nature 
to  arrest  hjeuiurrhage  to  use  only  those  means  which  do  not  im|MHle 
the  process  of  repair  of  the  wounded  vesi^el.  It  is  for  this  reason 
that  we  speak  of  the  treatment  of  liaemorrhage  rather  than  of 
the  treatment  of  wounded  vessels. 

We  shall  consider,  in  the  tinit  place  (1)  how  unaided  Nature 
arrests  Inenn^rrhage ;  this  is  soinetimps  spoken  of  as  the  terajxjrary 
arrest  of  haemorrhage.  We  shall  then  describe  (2)  the  cicatrisation 
or  true  repair  of  wounded  blood- vessels ;  this  is  sometimes  called 
the  permanent  arrest  of  hiemorrhage ;  and  in  the  next  s€*ction  (3) 
deal  with  the  surgical  means  of  arresting  haemorrhage. 

1.  Tlie  natural  (or  temporary)  arrest  of  hsemorrhage. — 

When  an  artery  is  cut  aorf'ss,  its  inttgcitfar  i'CHit  C'nttra*'(ji  and 
narrow!!  or  even  chjses  the  orifice  ;  the  instant  closure  of  a  cut 
artery  is  often  seen  when  small  arteries  are  divided  in  an  o^ieration. 
This  oontractiun  results  from  the  direct  stimulus  to  the  muscular 
fibres  of  the  injury,  and  is  a  vital  elTect :  its  iiiHuence  is  greatest 
in  tho^  arteries  in  which  the  muscular  coat  is  best  developed. 

At  the  same  time,  the  elasticity  of  the  artery  causes  it  t<i  tetrad 
within  it»  ftli^ath^  This  retraction  is  Ijoth  longitudinal  and  circular. 
The  circular  retraction  narrows  the  orifice  of  the  cut  artery  and 
the  lumen  of  the  vessel  for  some  distance  above.  The  longitudinal 
retraction  withdraws  the  artery  from  the  surface  of  the  wound 
within  its  cellular  slieath.  This  is  a  physical  jihenonjcnon,  and  can 
be  demonstnvted  on  the  dead  Ixxly. 

Thest*  changes  in  the  cut  vessel — contraction  and  retraction 
— are  immediate,  and  they  are  quickly  followed  by  coagulation 
of  llije  blood.  As  the  blotxl  dc>ws  through  the  narrowed  mouth 
of  the  artery  and  over  the  inner  sui-face  of  its  cellular  sheath, 
li»  blood  platelets  are  entangled,  disintegrate,  set  free  their 
^nt,  and  Jibnn  is  lonned.      The  clot  thus  arising  forms  first 
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in  the  sheath  of  the  artery,  ftntl  it]creai»e«  until  it  coveni 
and  HurrrmndH  thf  end  of  the  veH«el,  and  Ht4tj>H  all  osrMfie  of 
aK  by  a  pad.  TIjik  ih  the  external  cloL  Bfc»od  c«iagillatf« 
cm  the  dividf^d  end  of  tlie  iirtery  and  occludeK  it,  and  for  n  varUW 
diHtanee  within  the  artery — often  up  to  the  hranch  next  Above 
lifltjw  the  wuund.  This  is  the  xnttrnal  clot.  Tht?  coagulation  uf  th 
blocKl  JH  the  essential  part  of  the  process  ;  by  itseJf,  without  c»>i 
tmetiun  or  retractictn  i»f  the  vesvsel,  it  suffices.  The  eon  traction  of 
artery  by  narrowing  the  orifice  lesHens  the  force  and  Vf^lume  of  tlw* 
stream  of  blood,  and,  t<igether  with  the  r«^traction,  Yty  drawing  thr 
artery  within  its  sheath,  niakes  roon»  for  the  extenirti  clot,  and  alwi 
favours  the  occurrence  of  coagulatif*n.  By  theniHelveg,  neitbrr 
contraction  nor  retraction,  nor  the  two  togethnr,  sufliee  to  arrest 
hft-niorrhage,  for  even  in  those  cases  when*  the  sudden  et*ntraclion  of 
the  art-ery  closes  its  cut  end,  it  ia  only  by  the  fonnation  of  an 
inttTnal  clot  that  the  orifice  is  actually  s*?aled  over.  The  clot^  the 
18  the  essential  means  that  Natum  employs  to  arrest  hjemoirfa 
The  moat  vital  part  of  it  h  the  portion  that  actually  ficcwpi** 
orifice  of  the  vessel,  and  this  may  well  lie  ealleii  the  c<^»ltW  fifot^ 
until  that  has  formed  the  bleetling  is  not  arrewted,  and  with  tbalj^ 
the  rest  of  the  clot  may  be,  and  womo times  is,  diHpensed  with.  Th 
external  clot  is  like  a  pad  t>ver  the  end  of  the  ve.sseb  holding  is 
place  the  central  pcirtion,  and  i*esiMting  the  force  of  the  blood,  whic* 
tends  to  displace  it  ;  it  is  a  most  valuable  mljunct  to  the  central 
dot.  The  inlenml  clot  acts  a^  a  buffer  to  protect  the  central  cioi 
froilfi  the  full  force  of  the  circulation.  The  internal  and  extenuil 
cIotH,  therefore,  though  not  essential,  materially  lidd  to  the  aecuritj 
of  the  closure  of  the  vessel ;  find  the  clot,  as  a  whole^  playB  an  im- 
portant part  in  the  cicatrisation  of  the  vessel. 

The  natural  (temfMsrary)  an-est  of  hiemorrhage  is  aided  in 
ticular  cases  by  certain  other  conditions. 

1.  fontiiPilon  af  the  arirr^*— If,  in  place  of  an  artery  hc>]jig 
cut  across  with  a  knife,  it  is  bruised  and  crusht^d,  the  more  brtl  " 
inner  and  middle  eoata  give  way  first  and  curl  up  inside  the 
before  the  tougher,  but    thinner*  outer   coat   is   severed.     On   111 
curled  up  ends  of  the  inner  coats  coagulation  of  the  bliHid  i^nickl] 
takef}  place;  and  so  it  hajipens  that  in  severe  contusions,  or  by  %\ 
u«e  of  an  ik'raseur  which  slowly  crushes  through  the  tissues,  urtt^Hi 
of  ftimie  size  may  l*e  divided  without  even  a  drop  of  blofKl  e-scApini 
from  them.     In  Kuch  easen  there  in  no  external    clot,  the   int4*m« 
clot  extends  up  the  vessel  as  usual,  and  the  curling  up  of  the  inni 
eoata  within  the  artery  lielps  to  occlude  it,  and  aluo  givea  a  wt<[ 
•arfaoe  for  the  attachment  of  tlie  central    clot ;    thin  makes  it 
secure  an  if  HUpj>orted  by  an  external  ch>t. 

2.  Ltiermiiois  of  llir  artery  acts  in  much  the  fouue  way. 
The  tearing  force  siM)n  snaps  across  the  inner  and  middl*  '     h  , 
curl  up  within  the  vessel,  juirtiaHy  4»cclude  it,  and  excit           .  t\\ 
ufMin  their  upturtie<l  edgen,     Tlie  outer  eoat  is  drawn  t*ut   until  U 
elasticity  is  desti-oyed,  and  then  it  yields,  and  laltH  over  tl»e  inn* 
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OimUs  aa  a  long  film.  An  artery  as  large  as  the  lirachiat  may  be 
lorn  in  this  way  without  any  blooJ  escaping  from  it;  of  all  the 
acoetories  to  the  one  essential  factor  in  the  natural  arrest  of 
hamunrliage — the  formation  of  a  clot  in  the  wound  in  the  vessel 
— none  are  so  potent  as  contusiuu  and  laceration  of  the  vessel 

3.    Di  mi  II  Is  tied  itrterial  tt'iisiott. — It  i^  evident  that  with 

presjsure  in  the  wounded  artery  the  blood  will  escajte  more  slowly, 

will*  therefore,  coagulate  more  readily*  A  rapid  forcible  stream 
bI«>od    tends  to  wash  away  the  forming  clot,  while   the  slower 

th?r  stream  of  blood  does  not  displace  the  clot,  and  itself  readily 
es.     This  diminished   tension  may  be  suddenly  induced  by 

^byiucal  shock  of   the  injury ,  or    by   the   sight    of    the   ijhjod 

Aping  from  the  wound.  Or  it  may  be  more  slowly  induced  hy  the 
loss  of  blood  weakening  the  heart  and  eniptying  the  arteries, 

L  Increiided  coai^iiltibllUy  of  the  blood. — We  shall  have 
to  notice  (page  525)  that  one  result  of  an  abundant  hjemorrhage  is  the 
absorption  of  serous  fluid  from  the  soft  tissues,  rendering  the  blood 
IHOre  watery*  It  is  well  known  that  the  addition  of  a  moderate 
[§^Dc>unt  of  ^uter  to  normal  Idood  outside  the  bixiy,  increases  the 
tVfiidity  with  which  it  coagulates  ;  and  itxs  Ijelieved  that  the  same 
result  may  be  produced  in  the  late  stages  of  a  severe  hiemorrhage. 

It  is  in  the  caseof  complet-e  division  of  the  largest  vessels  only  that 
unaided  Nature  fails  to  effect  the  arrest  of  the  hiemorrhage  ;  for  the 
longer  the  bleeding  continues,  and  the  more  blood  is  lost,  the  greater 
becomes  her  power,  until  when  life  is  ahnoHt  extinct,  and  the  force 
of  the  circulation  barely  sufficient  to  carry  it  on  at  all,  the  most 
favourable  condition  for  the  formation  of  a  clot  exists,  and  the 
lueniorrhage  may  Ije  arreste<L  Thus  it  is  that  patients  recover  even 
when  completely  blanclied,  pulseless  at  the  wrist,  and  unconscious,  and 
death  fr*.im  haemorrhage  alune  is  rare,  except  in  the  case  of  a  wound 
of  a  very  large  vessel,  causing  a  great  rush  of  blixid  and  rapid 
syncope. 

Tlie  natural  (temiK>rary)  arrest  of  haemorrhage  is  retarded  Ij}^  the 
following  oonditiuns  : — 

(«)  Piirlial  i1i virion  of  itio^  arlery^-^'I'bis  altogether  pre- 
vents loni^atuditiitl  ivtritttiun,  and  tln^  contraction  of  the  muscular  coat 
opens  out  instea^l  of  closing  transverse  and  oliliijue  wounds  of  the 
VfrsJiseL  (i>e*'  Fig.  137*)  Tlie  stream  of  bloixi  coursing  along  the 
art-ery  also  tends  to  displace  any  clot  that  fdrtns  in  the  wound,  and 
prevents  the  formation  of  an  **  internal  clot  '*  to  protect  the  **  central 
clot."  Further  reference  is  made  to  this  jioint  in  the  section  on 
punctured  wounds  of  arteries,     (^en  page  jOO.) 

The  complete  division  uf  an  artery  thus  wounded  and  bleeding 
will  siimetimes  be  followed  by  an  immediate  arre.st  of  the  haemorrhage. 

(6)  Adhefftioii  to  its  aliealli  is  another  frec|ueut  mode  of 
preventing  the  contraction  and  retraction  of  a  cut  artery.  In 
certitin  situations  this  occurs  nonnatly — e.y.  the  scalp  and  the 
eniH — -and  it  is  met  with  in  diseikse  as  the  result  of  chronic 
riarteritis  and  «wiema,     Wouiids  in  sucli  i>ai*ts  and  cases  bleed 
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to  an  extetii  and  for  a  lengtli  of  time  quite  uiit  of  proportfflD 
the  aiie  of  the  v<:*ssels  divided. 

(c)  Iflo vein i> tit  af  tli<*  |iitrt,  if  flight,  iimy  dbpliiei*  a  furnib 
clot,  tind  so  prukmg  the  h«nan*rrbiige.  If  violent  iind  rxcitrd,  it  mlmt 
nets  hy  JncreAsiing  tlie  force  of  the  hejirt'a  actinn.  In  jiptTiigiijg  a 
wound,  if  the  sponge  is  iuhV)ed  over  the  surface  instead  of  U'ing 
gently  prc^HHcd  ujx>n  it,  a  niniilar  diBplacement  of  clot  in  oltrfi 
oecasionerL 

(</)  illitniilntif»ii  of  the  lienrt,  hy  increasing  the  hlood  pr^^)»urv 
in  the  arteries,  direetly  iiiijxfic^  the  Mrrest  of  liienioirhage,  or  Hlarts  it 
afresh.  This  stimulation  may  be  physical,  a^  l>y  movement,  change 
of  pcj8tun%  the  exhihitinn  of  **  stimulants  "—alcohol,  ether,  ant munittv 
etc — or  etnotiona!^  The  imporlnnce  uf  this  fact  will  be  inifivlrtl  oo 
when  we  speak  of  the  treatment  of  haemorrhage. 

(e)  Division  of  nut  artery  In  n  niiinrlo. — When  n  musct<* 
ia  cnt  transversely  to  its  rthres,  the  inu,scular  tissue  often  contnict 
farther  tlian  the  arteries  in  it  retraet,  and  the  ends  of  the 
are  left  projet^ting  from  the  cut  surface  nf  the  muscle.    This  prevr 
the  foraiation  of  a  gm>tl  ^temal   clot.     8uch  venselB  are,  buw^v< 
UHUally  quickly  cloned   by  the  formation  of  a  centtal  elot  in  th 
contracted  mouths. 

(/)  ilirtn€>|»liiliii.— (^SW  page  376j 

The  arresi  of  hi*  niotThage  from  a  woiiiided  %'f*iii  11  effected  in 
a  similar  way  by  the  coaguhxtion  of  bkwjd  in  the  oiifice  of  Ihr  vein— 
the  central  clot — supported  by  an  external  clot,  and  protected  hy 
the  mtrrnal  clvt  extending  a  short  distance  along  the  veiii,  Tlie 
internal  clot  ii*  shorter  in  a  vein  than  in  an  artery,  and,  owing  to 
the  leasened  bUxid  pressure  in  a  vein,  there  is  not  tlie  .same  necessity 
for  it,  Uontnictioti  atid  retraction  are  very  slightly  marked  in  veina, 
and  are  of  no  practical  importance.  But,  on  the  other  hand,  tbr 
ivalh  of  a  rut  vein  collapse  ;  and  this  greatly  aids  in  the  formation  44 
a  central  clot  The  low  l>|iHjd  pressure  in  a  vein  greatly  favoum  the 
coagulation  of  the  blood,  and  the  adliesion  of  the  clot  to  the  cut  end 
uf  the  vein.  When  the  walls  of  a  vein  cannot  collapse,  and  when 
the  blutid  pressure  i*  greater,  venous  hre-morrhage  may  l*e  fataL  It  i» 
t*>  lie  remembered  that  in  many  ciises  there  is  no  haemorrhage  frum 
w*>unded  veins,  ur  the  pressure  of  the  blocxl  in  them  is  rtHlucnl  t« 
a  minimum.  Thus,  when  a  vein  is  cut  across,  valves  above  tin*  wound 
may  prevent  any  blood  fmm  flowing  from  the  caitliac  end;  and  if  the 
companion  artery  is  severed  at  the  same  time^  the  strenm  of  blorfl 
through  thccapiilajies  is  arrested,  and  none  reaches  the  distal  end. 

2.  The  repair  of  wounded  vessels  (or  the  natural  per- 
manent arrest  of  haemorrhage).    This  is  a<Lomplished  by  the 

forma tiun  of  a  rictttHj:  in  the  vessel,  which  seals  f»ver  the  Wound,  and 
in  its*  main  featun'**  the  healing  of  a  divided  artery  or  vein  rt* s«'UjbleH 
the  healing  of  a  wcmnd  in  any  other  tissue.  This  pro<^»Fs  in  other 
tif^sues  has  Iwen  ali^atiy  fully  descriljed  :  and  here  we  n'^ed  only  nott? 
the  featun*s  p**culiAr  to  the  healing  of  blotch  vessels. 

In  the  fin^t  place,  it  in  nrcensar}*  to  observe  that  while  the  dot 
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piny 9  an  aU-inip^rtauit  part  in  the  temporary  cloaut-e  of  the  vessel,  it 
takes  ni)  <lirec;t  iK'live  share  in  its  permanent  closure  or  healing.  It 
affords  a  certJiin  iimt>uut  of  pahuluin  fur  the  cells  fi'oni  which  the 
cicatrix  in  develof>ed  ;  it  protects  the  foroiative  tissue  from  the 
impact  of  the  blood  when  it  is  .soft  and  uimlile  to  withHtiin'i  it; 
it  may  form  to  some  extent  a  mould  in  which  the  cicatrix  is 
df?velo|>eil  ;  bnt  eventually  th*^  whole  of  the  clot — fibrin  and  ItliKjd 
crirpuscles — diMappears,  The  '*  external  clot  "  is  some  times  partly 
washed  away  with  the  abundant  ftert)us  exudation  from  the  wound  ; 
into  what  remains  leuctx^ytes  w.'inder  from  the  vessels  of  the  sheath 
and  surrounding  tissues,  and  ihey  ai^  t[uickly  followed  by  the  true 
planma  celU,  derived  from  ttie  hjiierfjlasia  of  the  cells  of  the  sheath 
"  other  divided  tissues.  Tfiese  plasma  cells  are  found  at  first  in 
I  minute  spaces  or  channels 
viiscli  are  formed  in  the  clot, 
prolmbly  by  its  contraction 
(Fig.  138).  They  rapidly 
multiply,  and  abaorh  and  re- 
place the  clot.  They  then 
organise  intci  vascular  con- 
nective tinsue,  at  tinit  richly 
cellular    and    xery    vascular, 

lually       lieconiing      mc^re 

>us  and  less  vascular.  This 
external  cicatrix  is  continu^ma 
with  that  of  the  n:?ighb<.iiinng 
tcvrred  tissues^  which  it  re- 
^mble«  in  it«  origin  and  de- 
velopmental changes. 

The  artery  itself  eonti-acts 
ttpciri  the  ta|>ering  internal 
dot^  and  as  the  clot  H!ls  out 
\tM  divided  end  a  bulljous 
form  is  ^mietimes  j^ven  to 
biiilNjus  enlargement  of  the 
of  yielding  of  the  artery,  but  of  contraction  of  its  upper  part. 
The  internal  clot  at  first  is  wlherent  to  the  arteiy  at  its  divided 
end  only,  and  hei-e  a  change  of  coloyi-   from  black-red  to  j^'rey  is 

y  noticed.  The  grey  colour  gradually  extends  thnnigh  the 
and  at  the  same  time  it  is  found  to  adhere  to  the  lining  of 
more  and  more  extensively.  Grwlually  now  the  line 
^tion  between  the  arterial  wall  and  the  altered  clot 
fis  distinct,  and  the  clot  is  found  to  l»e  vascular; 
Uws  whole  vessel  as  far  as  the  clot  nai^rows  more  and  more,  until 
at  last  a  vascular  cord  of  cicatricial  tissue  is  all  that  exists  to 
mark  the  site  of  the  former  vessel,  anrl  this  sear  ia  continuous  vnth 
that  of  the  surface  of  the  wound.  The  obliteration  of  the  lumen  of 
the  artery  extends  as  far  m  the  internal  clot,  and  tims  the  lenj^th  of 
llitH  clot  iM  of  real  moment. 


Fig.  l;JK.-    A  Furtiuu  L.f  -   . 
teeu  Days  after  IA\: 
and  ds^uiv«,    h  9<>.     i 
¥i9M  not.  adherent  to  tb 
not  becti  il-s  yet  ijiviui«?>ii 
)>lu«tua  •  corpaaclc:s 


(BoJi 


Ed- 


the 
end 


vessel.       This   apfiearance    of   a 
of   the  vessel   is    not  the   result 


Jtl2 


INJURIES   OF  BLOOD^VESSBIA 


Tlie«e  mre  the  changes  wbich  can  be  observed  with  the  naked 
ejCL     The  minnie  proc^MseM  appear  to  be  as  follows  r-^The  vi.ui<U  in 
the  ooter  ooata  of  the  aiteiy  dilate,  and  an  exudation  of  sernm  tw\ 
loococytee  ocean  from  tbeni  which  infiUnites  the  eoaLs  of  - 
aod  the  oontamed  clot.     FoUoning  tbi:^  exudation,  anti  a| ; 
rv^ultiug  from  it,  the  conneotive  ti-^ue-cellH  of  the  art^^rv  ru;  i 
pn^liferate,  and  the  plasma  eeiU  thus  formed  pa^  into  the  cloi 
€ji  all  at  its  attachment  to  the  end  of  the  vessel — ^tUe  central  • 
and  later  at    other   fiointft  of    itj»  circumference,  the    celb    [m.^.. - 
thrryugh  the  coatsi  of  the  artej*}'  in  more  or  less  vertical  oolumniw    ^ 
the  jiame  time  the  endothelium  lining  the  tunica  intima  undi  rj  -- 
rapid   h^-perpla^ia   until    it   forms   a   layer  many   cells  deep, 
h^-perpla^ia  extends  an  far  as  the  Intemal  olut  ;  the  cella  re«uiti 
from  it  seal  over  the  outer  surface  and  fine  end  of  the  clot,  i 
together  with    tbos^e  coming    from   the  outer  coatti  of    the 
wander  into  the  clot,  poasing  along  the  intercommuiiicatLng 
and  spaces  in  the  clot  which  result  fn>m  the  contraction  of  the  < 
and  which  appear  to  have  some  relation  with  the  nodal  imints  i 
which  the  fibrin  forms.     Concurrently  with  this  infiltration  ol 
clot  with  these  planma  cells,  the  red  oorpuMclej*  are  found  to  be  i 
integrated,  and  they  are  ultimately  aVjsorljed,  and  the  clot  in  repU 
bj  ^*lympiL''     Thin  plastic  lymph  organises  into  a  vascular  i 
tive  tiy«ue,  which  gradually  becomes  more  fibrous  and  less  vn 
and  shrinks  and  blende  with  the  surrounding  cicatrix.    C<»tj 
with  the?*e  changes,  the  muscular  tissue  of  the  artery  s 
apppArn,  and  at  length  there  is  little  left  to  mark  the  >»itc  ul  th« 
arteiy  but  ii  vascular  fibn^us  cord.     The  \'a**calariHation  of  the  cloi^ 
iH  bruaglit  alxiut  in  a  very  interesting  way,     A»  mentioned  tAcf^m^ 
a  j**^!  ien  of  intercommunicating  fissures  appear  in  the  clot,  and  ikv^ 
on  the  Hurface  open  into  the  lumen  of  the  vessel.     Thrt^ugh  tJkii^ 
communications  blood  is  forced  from  the  artery  ;  the  f*p«ces  reoeifiP' 
a   lining  from  the  endothelial  cells,  and  later  new  capiUari4*s  fsm- 
nt'ct  them  with  the  va^i-va3<:»rum  of  the  veiMiel  walL     The  cicatricial 
tiiMue  which  replaces  the  wounded  artei-y  i^eceives  its  bkxxl  supply, 
then*fore,  j>artly  from  the  blood  in  the  artery  itself  and  partly  fnmi 
the  vaMi'Va^M^runL      In  an  artery  the  stream  is  frum  the  vefwel ;  in  a 
vein  it  in  proljable  that  the  stream  is  towards  the  vessel     Thin  &€l 
Ia  im[i<>rtant^     Th*^  organising  clot  is  traversed  by  blood  chanfifila 
rather  than  diiitinct  vessels,  in  which  the  blo«id  pressure  is  ecfual  ta 
thai  in  tht*  ar1cr>%  and  thi»  i^  why  the  healing  procesis  in  an  artery^ 
may  Iw*  interrupted,  and   sect>ndary   hannorrhnge   ()c<!ur,  even  a|MUrt 
from    M'ptic    infection   and    infiaiimiatory    disintegration.      Ill    ttm 
healitig  of  a  lateral  wound  or  puncture  in  an  artery,  the  scar  is 
formed  in  the  name  way  ;  but  l>eing  expo«4ed  to  the  full  fore*  ol  tht 
blood  Mream^  it  U  exceedingly  liable    U>   be  torn   Uirough  belute 
development  liaai  advanced,  or  Hubfiequently  to  yielilf  and  to  fomi  ma 
ancnnrim. 

The  hfalin^  of  a  %roHhded  rem  difiers  bnt  very  little  frnm  %hm 
«ame  process  in  un  artery*     When  a  vein  is  severed  the  proG«ai  ii 
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identical.  But  in  the  case  of  a  lateral  wound  in  a  vein,  the  scar 
is  formed  without  obliteration  of  the  lumen,  and  owing  to  the  low 
blood  pi-essure  in  the  veins  this  process  is  a  safe  one.  Indeed,  there  is 
much  less  tendency  to  obliterate  the  vessel  in  the  healing  of  a  wound 
in  a  vein  than  is  the  case  in  an  artery.  The  most  striking  evidence 
of  this  used  to  be  afforded  by  phlebotomy.  Patients  were  often  bled 
every  spring  and  autumn  for  years,  and  from  the  same  vein;  re- 
peated division  of  the  vein  failed  to  obliterate  it  For  the  same 
reason,  the  operation  of  "  pinning  "  a  vein  often  fails  to  obliterate  it. 

3.  The  surgical  means  of  arresting  hsemorrhage.— The 

surgical  methods  of  arresting  haemorrhage  are  designed  to  produce 
the  immediate  closure  of  the  wounded  vessel  in  ways  closely  re- 
sembling those  of  Nature.  The  means  employed  cause  either  con- 
traction of  the  cut  artery,  or  contusion  or  lacemtion  of  its  coats, 
diminution  of  the  force  of  the  blood  stream  in  the  wounded  vessel, 
coagulation  of  the  blood,  or  closure  of  the  0})ening  in  the  vessel  by 
external  pressure.  A  knowledge  of  the  mode  in  which  they  effect 
their  purpose  is  essential  to  the  proper  employment  of  these  means, 
and  we  must  therefore  study  each  of  them  separately. 

1.  Pressure  is  the  most  widely  applicable  and  readily  available 
of  all  haemostatics ;  at  the  same  time,  it  may  be  the  most  misleading 
and  most  mischievous.  It  is  exceedingly  important,  therefore,  to 
understand  clearly  its  limits  of  usefulness  and  the  elements  of  success 
and  of  failure. 

It  can  be  employed  as  a  temparary  expedient,  either  to  close  the 
wound  in  a  vessel  until  it  can  be  more  securely  dealt  with,  or  to 
arrest  the  circulation  in  the  wounded  part,  and  prevent  blood  from 
reaching  and  escaping  from  the  open  vessel. 

In  operating,  if  an  artery  or  vein  is  divided  and  bleeds,  the 
surgeon  or  his  assistant  at  once  puts  his  tinger  over  the  vessel  until 
it  can  be  seized  in  a  forceps  and  tied.  The  largest  vessels  can  be 
thus  compressed,  and  the  most  furious  htemorrhage  at  once  stayed  ; 
it  in  only  when  pads  and  plugs  are  substituted  for  the  surgeon's 
finger  that  difficulties  and  dangers  arise.  By  compression  of  the 
main  arteiy  supplying  a  part,  or  circular  compression  of  a  limb  tirm 
enough  to  arrest  all  circulation  in  it,  hiemorrhage  can  be  prevented 
or  temporarily  arrested.  For  the  prevention  or  for  the  temporary 
arrest  of  bleeding,  pressure  is  the  best  of  all  the  means  known 
to  the  surgeon. 

When  used  as  the  noh  expedient  for  arresting  hjemorrliage, 
pressure  must  close  the  mouth  of  a  bleeding  vessel  until  a  clot  has 
formed  within  it  and  is  so  firmly  adherent  that  the  force  of  the 
circulation  will  not  detach  it.  The  force  required  will,  therefore, 
vary  with  the  blood  pressure  in  the  wounded  vessel,  and  also  with 
the  directness  with  which  it  can  be  applied.  More  force  is  needed 
to  stop  bleeding  from  an  arteiy  than  from  a  vein,  and  a  little  more 
from  a  large  artery  than  from  a  small  one.  Where  the  compression 
can  be  brought  to  bear  directly  upon  the  vessel,  and  this  is  supported 
by  a  resisting  structure,  such  as  a  bone,  quite  moderate  force  only  is 
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sufficient.  But  in  many  of  the  cases  where  pressure  is  or  may  be 
applied,  the  conditions  are  just  the  reverse  of  this.  The  wounded 
vessel — probably  an  artery — is  surrounded  by  a  thick  mass  of  soft 
elastic  tissue,  and  the  pressure  to  act  efficiently  through  this  hag  to 
be  very  great,  and  must  of  necessity  render  ansemic  all  the  timie 
between  the  compress  and  the  artery ;  and  as  the  compress  is  usuallj 
fixed  in  place  by  a  circular  bandage,  this  involves  the  entire  arrest  of 
the  circulation  in  the  limb. 

The  dangers  incident  to  the  use  of  pressure  are  two — ^the  conver- 
sion of  an  open  into  a  concealed  hsemorrhage,  and  the  production  of 
gangrene.  When  a  pad  is  placed  over  a  wound  from  which  arteriil 
blood  is  flowing,  and  it  does  not  entirely  close  the  bleeding  vessel, 
the  blood  continues  to  escape,  and  collects  around  the  artery  until 
the  resistance  of  the  tissues  equals  the  pressure  of  the  blood  ;  in  this 
way  the  concealed  haemorrhage  has  produced  a  traumatic  aneurysm. 
It  must  also  be  remembered  that  the  pressure  in  such  a  collection  ol 
blood  is  very  great — as  many  times  greater  than  the  pressure  with 
which  the  blood  escapes  from  the  artery  as  the  area  of  the  blood 
tumour  exceeds  the  area  of  the  artery  opening  into  it.  This  pressure 
often  becomes  so  gi'eat  that  it  displaces  the  pad,  and  then  renewed 
external  hsemorrhage  occurs.  For  example :  in  a  case  of  hsemorrhage 
from  the  socket  of  an  extracted  tooth,  pressure  to  be  effectual  must 
be  applied  to  the  bleeding  artery  by  a  plug  passed  quite  to  the 
bottom  of  the  socket.  If  the  plug  be  merely  fitted  over  the  top  of 
the  alveolus,  this  quickly  fills  with  blood  and  becomes  a  miniature 
Bramah  press,  the  plug  is  displaced,  and  the  haemorrhage  continues. 

The  (/angrene  may  be  loccd^  due  to  the  pressure  of  a  firm  pad ; 
where  a  graduated  compress  is  used  for  the  treatment  of  wound  of 
the  palmar  arch,  sloughing  of  the  palm  is  liable  to  occur.  But  the 
gangrene  may  be  total  if  a  tight  constricting  bandage  is  placed 
around  a  limb  so  firmly  as  to  arrest  all  circulation  for  nuiny  honra 

It  follows,  therefore,  that  pressure  sJumld  only  he  used  as  a  per- 
manent hcemostatic  in  the  following  circumstances  : — 

(a)  In  eases  of  capillary  oozing  and  parenchymatous  hsemorrhage, 
where  the  pressure  required  does  not  imperil  the  vitality  of  the 
tissues  :  e.g.  a  cut  finger  or  the  oozing  from  cutaneous  flaps. 

(b)  In  cases  of  hsemorrhage  from  a  superficial  vein,  where,  again, 
only  slight  pressure  is  needed  to  close  the  vessel  and  resist  the  foroe 
of  the  blood  :  e.g.  a  burst  varicose  vein,  or  after  phlebotomy. 

(c)  In  cases  of  arterial  hiemorrhage  from  a  bony  cavity,  in  which 
the  pressure,  if  applied  to  the  vessel  itself,  easily  controls  it,  and 
does  not  act  injuriously  upon  the  bone  :  e.g.  htemorrhage  from  the 
socket  of  a  tooth,  or  after  removal  of  carious  or  necrosed  bone. 

(d)  In  cases  of  lijeniorrhage  from  the  walls  of  cysts  or  hollow 
organs,  which  cannot  be  otherwise  controlled  ;  here  the  oompms 
must  be  applied  directly  to  the  bleeding  vessel,  and  the  whole  cyst 
tightly  filled  :  e.g.  bleeding  from  an  opened  cystic  bronchocele,  some 
cases  of  ovarian  cyst ;  plugging  the  uterus  for  haemorrhage  comes  under 
this  head.     The  end  of  a  long  strip  of  lint  or  gauze  must  be  carried 
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to  the  farthest  part  of  the  cyst  to  be  stuffed,  and  then  carefully  paid 
in,  so  as  to  till  up  the  cavity  uniformly  from  the  bottom,  every  part 
of  the  cavity  being  carefully  filled. 

(e)  In  cases  of  deep  haemorrhage  where  other  means,  such  as 
ligature,  cannot  be  employed,  and  where  the  pressure  can  be  applied 
directly  to  the  bleeding  vessel,  and  against  structures  firm  enough  to 
afford  counter-pressure :  e.g,  deep  haemorrhage  in  perineal  cystotomy. 

Pressure  should  not  be  employed  in  any  case  of  deep  hsemorrhage 
unless  it  can  be  applied  dii*ectly  to  the  bleeding  vessels,  and  without 
injury  to  the  surrounding  parts ;  it  should  never  be  used  for  deep 
arterial  bleeding  in  the  form  of  a  pad  applied  on  the  surface  with 
a  thick  layer  of  soft  elastic  tissue  between  it  and  the  vessel  to  be 
occluded.  The  graduated  compress  is  a  relic  of  antiquity  that  should 
very  rarely,  if  indeed  ever,  be  used.  Pressure  is  sometimes  made  over 
the  main  artery  or  arteries  of  a  part  as  an  accessory  to  other  modes 
of  treatment ;  for  example :  if  a  pad  is  used  to  control  bleeding  from 
the  palm,  a  piece  of  catheter  may  be  bandaged  on  over  the  radial  and 
alnar  arteries  in  the  fore-arm,  to  lessen  the  force  of  the  circulation 
in  the  hand. 

2.  Cold  acts  as  a  haemostatic  by  exciting  contraction  of  the 
muscular  coat  of  vessels.  Tt  is,  therefore,  of  no  avail  in  vessels 
which  are  only  partly  severed  except  as  it  diminishes  the  blood 
supply  to  the  part ;  and  it  is  more  effectual  in  arterial  than  in  venous 
hiemorrhage.  It  acts  quickly.  Sucking  ice  is  used  to  arrest  bleeding 
from  the  mouth  and  throat;  iced  injections  will  control  many  cases 
of  epistaxis  ;  a  stream  of  iced  water  over  a  wound  is  often  efficient 
in  bleeding  from  small  arteries  or  capillaries ;  and  an  ice-bag  or 
poultice  applied  to  the  surface  will  moderate  bleeding  in  deeper 
parts  beneath.  The  mere  exposure  of  a  wound  to  the  air  will  some- 
times suffice  to  arrest  bleeding  that  had  been  kept  up  by  the  natural 
warmth  of  the  body.  It  is  important  to  remember  that  prolonged 
cold  exerts  a  depressing  influence  upon  the  heart. 

3.  Heat  acts  like  cold,  by  causing  contraction  of  the  muscular 
coat  of  a  blood-vessel,  and  its  effect  is  quickly  produced.  A  tem- 
perature between  80®  F.  and  105^  F.  favours  vascular  engorgement, 
and  over  180°  F.  it  injures  (burns)  the  tissues.  As  a  haemostatic, 
water,  sponges,  or  cloths  of  a  temperature  between  120°  F.  and 
150^  F.  are  used.  Heat  is  extremely  useful  in  bleeding  from  very 
vascular  parts,  as  the  face,  the  external  genitals,  the  uterus,  and 
inflamed  bone.  It  cannot  be  relied  upon  to  control  bleeding  from 
veins  or  large  arteries.  Under  a  stream  of  hot  water,  oi^erations 
upon  the  face  and  other  very  vascular  parts  become  almost  bloodless. 
Irrigation  with  hot  boiled  water  is  an  admirable  means  of  arresting 
bleeding  from  the  uterus,  abscess  cavities,  cysts,  or  cavities  in  bone. 

4.  Styptics  are  chemical  agents  that  arrest  haemorrhage  by 
causing  contraction  of  arteries,  coagulation  of  albumen,  and  separa- 
tion of  fibrin.  Unless  the  clot  they  produce  fills  and  adheres  to  the 
opening  in  the  bleeding  vessel,  it  is  of  no  value  ;  ajid  it  is  for  this 
reason  that  styptics  so  often  fail,  for  the  stream  of  blood  washes  them 
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away  from  the  bleeding  point.  To  obtain  success,  the  wound  should 
be  carefully  dried,  and  the  styptic  immediately  applied  to  the  actual 
bleeding-point  with  sufficient  pressure  for  a  few  minutes 
to  control  the  flow  of  blood.  The  most  frequently  used 
styptics  are  powdered  alum,  persulphate  of  iron,  tannin, 
or  gallic  acid,  the  solid  stick  of  nitrate  of  diver,  and 
solutions  of  alum,  matico,  perchloride  or  persulphate 
of  iron,  and  turpentine.  They  are  of  8er\^ice  chiefly 
in  bleeding  from  cavities,  as  the  mouth,  no6ie,  ao<i 
uterus,  where  other  means  are  difficult  to  apply,  and 
in  parenchymatous  haemorrhage  fi*om  f ungating  tumours. 
Turpentine,  acetate  of  lead,  the  astringent  salts  of  iron, 
and  ergot  are  given  internally,  with  a  view  of  causing 
contraction  of  arteries  and  **  increased 
coagulability  "  of  the  blood. 

5.  The  raiiCery  is  a  very  power- 
Fi«.  139. -Large  ful  h«inostatic.  It  acts  in  one  of  two 
bj^^ile^  Can-  wavs.  In  some  cases,  e8[)ecially  in  very 
tery.  Bhowin?  large  arteries,  it  chars  the  end  of  the 
of  the  artery  wouuded  Vessel  into  a  tough,  solid 
charred  into  g^cijar,  which  closes  over  the  lumen  of 

anescnarover  '  i  i       .  i»  * 

its  end.  the  artery,  and  on  the  inner  surface  of 

which  the  blood  quickly  coagulates  (Fig. 
1 39).  Very  often,  however,  a  very  remarkable  effect 
is  produced.  At  the  first  touch  of  the  cautery  the 
end  of  the  artery  is  narrowetl  and  folded  up  within 
the  vessel,  and  with  the  further  contact  of  the  hot 
metal  the  end  of  the  vessel  is  completely  inverted, 
and  this  inversion  increases  rapidly  until  its  further 
])rogre8s  is  arrested  by   undivided  branches  of  the  p.     ^^  _^ 

artery.       This    inversion    is    unattended     sised ArurrdMii 

with  any   separation  of  the  coats,  and  it     Jj<,wi«f  ^t^3i 

forms  a  very  firm  closure  of  the  vessel :     «rterj  invcrttd. 

it  is  well   shown  in  Fig.  140.    Paquelin's 

cautery  is  the  most  convenient  form  to  use.     It  should 

be  at  a  black  or  dull-red  heat,  and  be  applied  accurately 

to   tlie   bleeding  point,   and  held   in  contact  with  it  fur 

some  moments.     Neglect  of  these  precautions  often  leadn 

to  failure ;  for  a  bnght  red  or  a  white  heat  is  not  i«»DK>- 

static,  and    it    can    easily   be  demonstrated   outside  the 

body  that  the  closure  of  an  artery  by  the  cautery  takes 

many  seconds,  the  time  var^'ing  with  the  size  of  theve#eL 

The  cauteiy  is  chiefly  employed  in  parenchymatous  oozing 

141  _-  ^"  hiemorrhage  from  sloughing  surfaces  in  whicli  a  ligatuiv 

Forcipre^-  will  not  hold,  in  someotlier  cases  where  ligature  is  dilfiouh 

cep«.    ^^    ^^  impossible,  tis  after  removal  of  the  upper  jaw,  and  tt» 

seal    he  vessels    in    the    pedicles  of  tumours — especially 

internal  piles:     Tlie  eschar  prtxlucwl  by  the  cautery  is  aseptic. 

6.  Forcipressnrc  has  superseded  to  a  very  great  extent  bud 
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Fig.  142.— A,  An  Artery  closed 
by  Forcipressnrt*. 

1,  Xormal  artery;  2,  crushed  ex- 
iriMuiiy.  B.  Tho  «ira»j  arter)- 
laid  open— 1,  NorniAl  artery :  S, 
cruBhednnd  iterniied  outer  coat; 
»,  inner  coati  seiwrated  and 
curled  up. 


torsion  and  ligature  of  divided  vessels.  Catch  forceps  with  strong 
l^luntly-serrated  ends  are  used,  and  with  them  the  bleeding  vessel  is 
seized  as  cleanly  as  possible  (Fig.  141).  The  immediate  effect  is 
the  crushing  of  the  part  grasped,  and  the  brittle  inner  coats  of  an 
artery  break  across  and  curl  up  inside  it.        ^  ^ 

The  crushed  part  forms  a  flat  band,  closing 
over  the  end  of  the  vessel  and  the  blood  clots 
within  it,  and  becomes  adherent  to  the  curled- 
up  inner  coats  (Fig.  142).  Arteries  up  to 
the  size  of  the  ranine  are  easily  sealed  by 
these  forceps  if  two  precautions  are  taken, 
-  the  forceps  must  be  left  on  for  some 
few  minutes,  to  allow  the  blood  in  the  artery 
to  coagulate  and  the  clot  to  adhere,  and 
they  must  be  removed  gently  so  as  not  to 
open  out  the  crushed  end  of  the  vessel  and 
displace  the  internal  clot.  Arteries  of  any  size  can  be  closed  by 
the  forceps  if  they  are  allowed  to  remain  on  for  a  few  hours  thus ; 
if,  in  a  case  of  nephrectomy,  the  renal  artery  cannot  be  tied,  it 
should  be  seized  in  a  large  pressure-forceps,  and  held  for  twelve 
to  twenty-four  hours.  In  vaginal  hysterectomy  the  same  plan  is 
followed  if  the  uterine  artery  cannot  be  secured  in  a  ligature. 

Pressure-forceps  are  used  in  several  ways.  Small 
bleeding  arteries  are  seized  tis  divided,  and  held  until 
the  completion  of  the  operation,  when,  if  the  forceps 
are  removed  carefully,  the  hiemorrhage  is  found 
arrested.  Larger  arteries  are  seized  temporarily 
until  twisted  or  tied.  Bands  of  vascular  tissue  are 
^  clamped  in  the  forceps  before  division.  Bleeding  veins 
are  occluded  by  these  forceps,  as  well  as  arteries. 
In  fact  any  vessel  that  can  he  seized  in  a  pressure- 
forceps  can  he  closed  by  it  if  the  forceps  is  left 
on  long  enough  to  secure  an  internal  clot  so  firmly 
adherent  to  the  inner  coat  that  it  can  resist  the 
pressure  of  the  blood. 

7.  Clamps  and  ^craseurs  may  l>e  spoken 
of  together,  as  their  action  is  similar.  A  clamp  causes 
a  division  of  the  two  inner  coats  of  a  vessel,  on  the 
ends  of  which  an  internal  clot  foniis,  as  in  an  artery 
divided  by  contusion.  If  the  action  of  the  clamp  is 
continued  and  intensified,  as  in  hysterectomy  and 
similar  operations,  the  outer  coat  of  the  vessels  and 
the  other  tissues  are  partly  torn  and  partly  ulcerated 
through.  As  a  hiemostatic  agent,  a  clamp  need 
only  be  applied  firmly  enough  to  occlude  the  vessels, 
and  long  enough  to  cause  a  firmly  adherent  internal  coagulum. 

Kcraseurs  tear  and  crush  their  way  through  vessels,  dividing  first 
the  inner  coats,  and  then  drawing  out  and  overstretching  the  outer 
coat  until  it  yields*    If  this  is  done  quickly,  the  vessels  bleed  freely, 


Fig.  143.  - 
Artery  which 
has  been  crushed 
with  Forceps  in 
two  places. 

1.  Compreated  outer 
coat;  S,  two  inut-r 
coats,  rolled  up. 
partinlly  oecludmi; 
lumen.  Below,  the 
reasel  \%  laid  open ; 
1.  outer  c(4it;  4. 
inner  and  middle 
cuats. 
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as  if  cut  with  a  knife ;  if  slowly,  the  hlood  has  time  to  coagulate 
within  the  veHnels  before  they  are  completely  severed,  and  the  actioB 
is  a  tearing  rather  than  a  cutting  one.  Even  large  arterieis  may  be 
thus  divided  without  any  hiemorrhage  if  sutiicient  time  is  taken. 
Ecraseurs  are  only  used  where  there  is  special  difficulty  in  Hang 
other  surgical  hR*mostatics ;  for  example,  in  removal  of  tlie  tongue 
or  of  uterine  polypi. 

8.  Ac«presfiare  is  now  seldom  used,  and  only  as  a  suture  as 
well  asa  hflemimtatic.    It  is  employed  in  this  way  in  uniting  the  lipt 
in  the  operation  for  liare-lip,  etc.,  and  may  lie  employed  in  tlie  scalp. 
A  straight  steel  needle  is  passed  under  the  bleeding  vessel  on  each 
side  of  the  wound,  the  edges  of  which  are  then  held  in  apposition,  and 
fixed  by  a  figure-of-8  suture  over  the  ends  of  the  needle.    Care  mwt 
l>e  taken  not  to  leave  in  the  pin  too  long,  lest  it  cause  ulceration, 
nor  to  apply  the  ligature  too  tight,  lest  it  cause  sloughing.     If  the 
pressure  of  the  pin  is  slight,  it  simply  occludes  the  vessel,  withont 
rupture  of  any  of  its  coats ;  a  clot  forms  within  it,  and  the  mual 
reparative  changes  ensue.     If  the  pressure  of  the  needle  is  fimier, 
it  may  rupture  the  inner  coats  in  the  scalp.     A  suture  of  silk  or 
catgut   is  often  used  to  unite  a  wound  and  compress  a  bleeding 
vessel  in  it.     Suture  is  the  best  means  of  arresting  bleeding  from 
wounds  of  the  liver,  kidney,  and  spleen. 

9.  Forced  flexion  of  the  elbow  or  knee  closes  the  brachial  or 
femoral  artery.  It  may  be  used  as  a  temporary  expedient  to  stop 
arterial  bleeding  from  the  hand  or  foot,  or  as  an  adjunct  to  otiier 
means.  The  flexi<»n  must  Ik?  pushed  to  its  extreme  limit  to  he 
efficient,  and  this  jKisition  is  so  inconvenient  that  it  is  imrely 
resort*  d  to. 

10.  Tomlon  m  one  of  the  lic^st  means  of  arresting  mrterial 
hifmorrliage.     When  the  cut  end  of  an  artery  is  seixed  in  anitabkr 

forceps  (Fig.  144),  gently  drawn  upoii 

^^safiHI^I^BEK^^      '"^<1    ^^^^^    twisted    aliout   eight   half 

i?«*  iu    Tor-icm  Porr«-^  ^""»^   ^^^   brittle  inner  and  middle 

Tig.  l-M. — Tortlon  rorcepc  .   i  i  *         n 

coats  <}uu-kly  snap  across  and  roll 
up  insidr,  whilst  its  tough  and  elastic  outer  coat  curls  tip  into 
a  knob  at  its  extremity  (Fig.  145).  An  internal  coagulum 
forms,  and  is  protected  against  expulsion  by  the  knob  of  outer  coftt. 
If  the  artery  lx»  insufficiently  twisted,  tiie  outer  coat  untwiata, 
and  the  v«*ss<»l  (jjK'ns  out  again.  If  the  vessel  l)e  overtwisted,  the 
coiled-up  outer  eojit  is  sei»arated,  and  the  clot  l<wes  its  protection, 
and  is  apt  to  lie  <lisplaced.  The  ft»rceps  should  have  broad  enda 
and  1k»  bluntly  s<»rrate<l,  so  as  to  seize  the  whole  arterj-  and  not 
tear  it.  C'areshnuhl  U*  taken  to  seize  the  arter}-  cleanly,  and 
in  the  case  <»f  a  large  vessel  unt  to  intnKluce  one  blade  into  its 
lumen.  Tt»isi»»n  may  Ik»  trusted  to  close  even  the  largeat 
a!  tt»ries,  ati<l  it  has  the  iwlvantages  over  ligature  that  the  operator 
HMjuires  ni»  assistance,  that  it  is  tlone  very  rapidly,  and  that 
it  d»»es  not  intnxlutv  any  foreign  material  into  the  wound. 
JJis4*ase  of  th«-  inner  anil  middle  imuU  of  an  artery  is  not  a  bar  to 
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Pig.  145.— Artery 
closed  by  Tor- 
sion, showing 
the  curled -up 
outer  Coat  of 
the  Artery 
forming  a 
twisted  Knot 
OTer  the  end 
of  the  Artery. 


successful  torsion,  but  extreme  fragility  and  loss  of  elasticity  of  the 
outer  coat  is  a  bar,  and  so  also  is  adhesion  of  an  artery  to  its  sheath, 
for  it  prevents  the  vessel  from  twisting  freely.  Veins 
can  be  closed  by  careful  torsion  as  well  as  arteries.  It 
has^been  suggested  that  torsion  should  be  used  for  small 
arteries  and  the  ligature  for  large  vessels,  and  that 
the  torsion  forceps  should  be  twisted  off.  Both  sug- 
gestions are  bad.  Torsion  is  perhaps  better  adapted 
for  large  than  for  small  arteries,  because  they  can 
be  seized  more  cleanly.  Most  certainly  the  forceps 
should  not  be  twisted  off,  for  the  curled-up  knob  of 
the  vessel  wall  is  a  great  security,  resembling  in  its 
usefulness  a  firmly  adherent  external  clot. 

The  late  changes  occurring  in  a  twisted  artery  are 
closely  like  those  met  with  in  an  aseptic  vessel.  The 
thrombus  is  organised  in  the  way  already  described, 
and  the  vessel  converted  into  a  fibrous  cord  (page  512). 
The  twisted  end  of  the  vessel  is  quickly  embedded  in 
**  lymph,"  and  if  it  is  not  infective  or  infected,  it  is 
absorbed  by  the  plasma  cells,  and  replaced  by  cica- 
tricial tissue  over  the  end  of  the  artery.  Exactly 
similar  changes  occur  in  vessels  closed  by  forci- 
pressure  and  the  cautery. 

11.  The  ligature  of  ves- 
sels is  the  most  important  of  all  haemostatic 
agents.  It  is  employed  to  occlude  arteries  in 
their  continuity  as  well  as  where  wounded. 
But  we  shall  postpone  to  a  subsequent  section 
the  discussion  of  the  special  points  arising  in 
connection  with  ligature  of  arteries  in  their 
continuity. 

(a)  The  immediate  effects, — When  a  ligature 
is  tied  with  moderate  force,  the  inner  and  middle 
coats  of  an  arteiy  are  divided  as  if  cut  with  a 
knife,  and  curl  up  within  the  vessel,  and  the 
portion  of  outer  coat  within  the  noose  is  strangled 
(Fig.  146).  In  the  case  of  a  divided  artery  tied 
in  a  wound,  all  the  vessel  beyond  the  noose  is 
^ — B  bloodless,  and  dies.  If  the  artery  be  tied  with 
still  greater  force,  the  outer  coat  also  is  cut 
through  opposite  the  knot,  and  if  it  is  a  large 
artery,  in  all  probability  haemorrhage  recurs.  If 
the  ligature  be  tied  with  less  force,  however,  the 
artery  may  be  occluded  without  any  laceration 
of  its  tissue.  We  shall  subsequently  see  (page 
530)  that  for  the  permanent  obliteration  of  the 
artery  it  is  neither  necessary  nor  desirable  to 
divide  any  of  the  coats  of  an  artery  when 
ligating  it.     In  the  case  of  a  divided  artery  tied 


Ficr.  146.-An  Artery  laid 
o^>en  after  having  been 
hgatnred  at  a  and 
Krasped  in  Presswre- 
xoroens  at  b.  It  ihowB 
the  division  of  the 
inner  coats  in  each 
place  and  the  similar 
effect  produced  by  the 
ligatare  and  pressure- 
forceps. 
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in  a  wound,  the  force  of  the  blood  tends  not  only  to  open  it,  but  to 
push  off  the  ligature,  and  the  movement  of  the  part,  the  twitchings  of 
muscles,  the  adaptation  of  flaps,  etc.,  may  have  the  same  tendency.  To 
guard  against  this,  it  is  customary  to  tie  with  such  an  amount  of  force 
as  will  certainly  sever  the  two  inner  coats ;  but  it  should  be  clearly 
appreciated  that  this  is  merely  to  get  a  sufficiently  firm  hold  upon  the 
vessel — to  j»revent  the  ligature  from  being  pushed  or  dragged  off— 
and  not  at  all  for  any  advantage  accruing  from  division  of  these  coata 
Happily,  the  disadvantage  of  the  partial  diWsion  of  the  vessel  is 
reduced  to  a  minimum  in  cases  of  amputHtiou  or 
of  the  removal  of  parts,  for  the  blood  pressure  in 
the  ligated  arteries  falls,  as  a  result  of  the  removal 
of  the  parts  supplied  by  them. 

The  closure  of  the  artery  at  onoe  stops  all 
bleeding  from  it,  and  quickly  the  blood  withui  it 
coagulates  upon  the  ends  of  the  divided  coats. 
This  clot  gradually  extends,  until,  in  about  three 
days,  it  fills  the  vessel,  more  or  less  exactly,  as  far 
as  the  lateral  branch  nearest  to  the  ligature.  It 
is  conical  in  shape,  and  adheres  first  and  mo6t 
firmly  to  the  divided  vessel  wall  (Fig.  147);  when 
the  wound  and  the  ligature  are  aseptic,  the  clot 
may  be  very  limited  in  extent,  and  not  reach  so 
far  as  the  nearest  branch.  It  may,  later,  dis- 
integrate and  disappear. 

(6)  The  repair  of  a  ligatured  artery, — ^AVhen 
an  artery  has  been  divided  and  its  ends  tied,  its 
repair  is  modified  in  two  or  three  important  ways. 
In  the  first  place,  its  inner  coats  are  severed  by 
the  ligature,  and  the  end  of  the  vessel  is  closed  in 
by  the  thin  outer  coat  only,  surrounded  and  sup- 
ported by  the  ligature.  This  wound  in  the  coats 
forms  a  large  surface  for  the  attachment  of  the  in- 
ternal clot,  and  the  leucocytes  and  plasma  cells 
enter  the  clot  freely  and  easily  at  the  same  spot 
In  the  next  place,  the  constricted  ring  of  the  outer  coat  and  the 
end  of  the  vessel  beyond  it  die,  as  the  result  of  their  total  itTiyp>i^ 
and  are  al)sorbed  by  the  myriads  of  leucocytes  which  are  poured 
out  around  them,  and  quickly  pass  into  them.  Thirdly,  the  liga- 
ture itself  is  either  absorbed,  encapsuled,  or  cast  off.  In  an 
aseptic  wound,  a  readily  absorbable  ligature,  such  as  catgut,  is 
rapidly  absorbed  ;  a  more  resistant  structure,  such  as  silk  or  unspun 
silk,  may  be  slowly  absorl^ed,  or  it  may  lie  at  the  side  of  the  vessri 
encapsuled  in  firm  cicatricial  tissue.  In  a  septic  wound,  catgut  mar 
be  quickly  liquefied,  and  only  the  knot  come  away  in  the  dischar^ ; 
but  sometimes  the  ligature  comes  away  entire,  having  **  ulcerated" 
through  the  tied  end  of  the  artery.  Silk,  tendon,  and  wire  ligatures 
are  always  thus  separated  in  septic  wounds. 

The  ligature  of  a  divided  artery,  therefore,  complicates  the  process 


Ligatured 
Artery  laid  open, 
showing  the  inter- 
nal Clot  adherent 
to  the  Artery  below, 
free  and  tapering 
above  where  it 
reaches  np  to  a 
branch. 
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of  repair  bj  cutting  across  the  two  inner  coats  of  the  vessel,  and  to 
that  extent  weakening  it,  by  necessitating  the  absorption  or  separa- 
tion of  the  end  of  the  vessel  and  of  the  ligature,  and  by  introducing 
a  fresh  source  of  possible  wound  infection.  The  repair  of  a  tied 
artery  takes  a  little  longer  time  to  perfect,  and  is  attended  by 
the  effusion  of  a  greater  amount  of  "lymph  "  than  that  of  a  vessel 
closed  by  natural  processes  alone. 

In  the  case  of  gold  or  platinum  wire  ligature,  no  absorption 
whatever  takes  place,  but  in  all  other  ligature  materials,  absorption, 
more  or  less  rapid  and  complete,  occurs  if  asepsis  is  preserved.  In 
the  case  of  carbolised  catgut  the  absorption  is  rapid ;  chromic  acid 
gut  is  more  resistant;  silk,  silkworm  gut  and  tendons  are  still 
more  slowly  absorbed.  The  unabsorbed  parts  are  surrounded  by 
cicatricial  tissue,  which  also  replaces  the  ligature  as  it  is  absorbed. 

(c)  The  results  of  sepsis. — A  divided  artery  tied  in  a  wound 
may  be  infected  through  the  ligature,  or  by  other  infective  matter 
introduced  into  the  wound  at  the  time  of  the  injury  or  later,  or, 
rarely,  through  the  general  blood-stream.  The  results  of  such  infec- 
tion are  a  septic  arteritis  and  periarteritis ;  the  strangl^d  portion  of  the 
artery  is  not  absorbed,  but  is  separated  from  the  living  artery  by  a 
process  of  ulceration.  This  sets  free  the  ligature,  which  is  neither 
absorbed  nor  encapsuled,  but  comes  away  with  the  discharge.  There 
is,  therefore,  a  destructive  ulcerating  process  going  on  at  the  end  of 
the  ligatured  vessel.  If  this  be  so  intense  as  to  arrest  all  repair,  or  if 
it  so  impair  the  artery  that  it  cannot  resist  the  pressure  of  the  blood, 
secondary  haemorrhage  occurs.  Previous  to  the  introduction  of 
antiseptic  surgery  and  aseptic  ligatures,  secondaiy  hiemorrhage,  about 
the  time  of  the  separation  of  the  ligatures — one  to  three  weeks  after 
application — was  very  common ;  now  it  is  a  rare  event. 

Ll§ratare  materials.— Very  many  materials  have  been  used  as 
ligatures,  such  as  silk  or  hempen  threads,  and  gold,  silver,  iron,  lead, 
or  platinum  wire,  untanned  skin,  catgut,  unspun  silk  (silkworm  gut), 
tendon,  nerve,  ox-aorta,  and  peritoneum*  A  good  ligature  must 
be  strong,  inelastic,  pliable,  smooth,  round,  aseptic,  and  slowly 
absorbable.  Wire  is  no  longer  used;  it  is  inconvenient  to  apply, 
and  not  absorbable.  Silkworm  gut  is  also  rejected,  because  deficient 
in  pliability,  although  its  smooth  surface  without  pores  renders  it 
easy  to  make  aseptic,  and  it  is  also  very  strong  and  slowly 
absorbed.  Strips  of  untanned  skin  and  of  nerve  are  no  longer  used. 
To-day  the  choice  really  lies  between  catgut,  silk,  tendon,  artery,  and 
peritoneum. 

Catgut, — Commercial  catgut  consists  of  the  intestine  of  the 
sheep  from  which  the  mucous  and  muscular  coats  have  been  more  or 
less  perfectly  removed  by  scraping.  Owing  to  imperfection  in  its 
manu&icture,  much  of  the  muscular  and  mucous  coats  is  left  behind, 
and  the  villi  can  often  be  detected  in  microscopical  sections.  Hence 
it  is  an  infected  material ;  cocci,  bacteria,  and  their  spores  have  been 
demonstrated  in  it,  and  it  is  a  possible  source  of  wound-infection — 
some  say  a  frequent  source.      Volkmann   has  recorded  a  case  in 
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which  a  catgut  ligature  conveyed  the  infection  of  anthrax.  In  iti 
dry  state  it  is  too  rigid  to  knot  securely,  while  if  soaked  in  warm 
water  or  the  serum  of  a  wound  it  swells  up,  becomes  soft,  pulpy,  and 
useless  For  surgical  purposes,  therefore,  it  must  be  specially  pre^ 
pared  with  a  view  of  making  it  first  aseptic,  and  then  suificienUj 
supple  to  tie  easily  and  securely  without,  at  the  same  time,  becoming 
too  readily  absorbable. 

The  following  methods  of  preparing  catgut  for  surgeons*  use  have 
been  recommended : — 

(1)  Lister's  original  method  was  to  soak  loose  hanks  of  catgut 
for  at  least  two  months — the  longer  the  better — in  an  emulsion  of 
one  ])art  of  crystallised  carbolic  acid  deliquesced  by  water,  in  five 
parts  of  olive  oil.  The  catgut  thus  prepared  may  be  kept  in  the 
same  emulsion,  from  which  the  water  gradually  separates,  or  in 
simple  carbolic  oil  20  per  cent.,  or  in  corrosive  sublimate  and 
glycerine  1  in  500. 

(2)  Catgut  wound  on  a  reel  of  some  kind  is  soaked  for  forty- 
eight  hours  in  a  5  per  cent,  watery  solution  of  pure  carbolic  acid,  to 
which  chromic  acid  is  added  in  the  proportion  of  1  in  4,000 ;  the 
weight  of  catgut  must  equal  that  of  the  carbolic  acid  in  the  solution. 
The  catgut  may  be  kept  dried,  and  must  then  be  soaked  in  carbolic 
solution  5  per  cent,  for  half-an-hour  before  being  used ;  or  after  it 
has  been  carefully  dried,  it  may  be  kept  in  carbolic  oil  20  i>er  cent 
or  corrosive  sublimate  and  glycerine  1  in  1,000. 

(3)  A  third  plan  is  as  follows: — Five  parts  of  catgut  on  the 
stretch  is  immersed  for  twelve  hours  in  a  solution  of  1  part  of 
chromic  acid  in  100  parts  of  distilled  water.  It  ia  then  partly  dried 
by  wiping  it  with  a  clean  cloth,  and  placed  for  twelve  hours  in  100 
parts  of  sulphurous  acid.  The  catgut  is  now  dried  and  kept  dry. 
Before  being  used,  it  is  placed  for  fifteen  minutes  in  carbolic  acid 
solution  5  per  cent  This  " sulpho-chromic  catgut*'  is  also  called 
"  green  catgut,"  from  its  colour. 

(4)  Catgut  may  be  sterilised  by  exposure  for  two  hours  to  a  dr}' 
heat  of  284°  F.,  and  then  preserved  in  carbolic  oil  or  sublimate 
glycerine. 

It  has  been  shown  that  much  of  the  so-called  "  antiseptic  catgnt  ** 
that  is  supplied  to  surgeons  is  not  aseptic,  and  the  difficulty  of 
obtaining  a  certainly  aseptic  catgut  has  led  many  sui-geons  to  agree 
with  Kocher  in  discarding  it  altogether.  When  prepared  by  the 
first  of  the  methods  above  described,  the  catgut  is  liable  to  soften 
prematurely  and  slip,  and  allow  the  vessel  to  become  patent. 

C'atgut  in  an  aseptic  wound  is  gradually  absorbed  by  the  leu- 
cocytes, which  invade  it  from  the  outside  and  pass  in  between  its 
constituent  fibres.  In  a  septic  wound  the  ligature  may  be  thrown  off 
unaltered,  or  it  may  Ix?  rapidly  softened  by  the  peptic  action  of  the 
micrococci.  Catgut  is  largely  used  as  a  ligature  for  vessels  divided 
in  a  wound ;  it  should  not  be  used  for  ligaturing  vessels  in  their 
continuity.  Its  faulty  preparation  and  the  great  difficulty  in  making 
it   at   once  certainly  aseptic,  sufficiently   supple,  and   neither  too 
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readily  nor  too  slowly  absorbable,  render  catgut  infeiior  to  other 
materials. 

Silk  is  used  in  the  form  of  floss  silk  or  Chinese  twist.  To  make 
the  pure  white  silk  used  by  surgeons,  the  raw  material  is  first  boiled 
to  remove  the  gum,  then  washed  with  soap,  then  placed  in  sulphur 

kilns  for  several  hours,  and  finally 
bleached.  The  boiling,  sulphur- 
ing, and  bleaching  are  all  antiseptic 
rig.  i4a-Fenestaj^jurtery  Forceps  for  j^  their  action,  and  silk  is,  there- 
fore, less  likely  to  be  infective 
when  supplied  to  the  surgeon  than  is  catgut.  It  is  rendered  aseptic 
by  prolonged  boiling  in  water,  carbolic  lotion,  or  mercuric  chloride 
solution,  and  it  is  kept  in  carbolic  lotion  5  per  cent,  or  in  sublimate 
glycerine.  It  can  be  obtained  of  any  required  size;  some  prefer 
the  softer  floss  silk,  others  the  stronger  twist.  In  an  aseptic  wound 
it  becomes  encapsuled,  and  then  slowly  absorbed,  the  leucocytes  and 
plasma  cells  wandering  in  between  the  fibres  of  the  silk.  Silk  is  a 
thoroughly  reliable  material  for  ligature,  and  its  si)ecial  preparation 
can  easily  be  conducted  by  every  surgeon.  This  is  a  great  safeguard 
and  advantage. 

Tendons,  arteries,  and  peHtoneum, — The  long  tail  tendons 
of  the  kangaroo,  dried,  and  then  soaked  in  carbolic  or  mercuric 
solution  for  forty-eight  hours  before  use,  make  excellent  ligatures. 
By  splitting,  they  can  be  obtained  of  any  required  degree  of  fineness  ; 
they  are  strong,  supple,  and  absorbable — but  not  too  readily.  The 
knot  is  bulky,  and  will  slip  if  not  tied  very  firmly. 

The  middle  coat  of  the  aorta  of  the  ox  can  be  cut  in  long  spiral 
bands  of  any  desired  breadth,  and  dried  under  extension.  It  makes  a 
strong,  flat,  absorbable  ligature,  which  knots  well, 
and  is  easily  made  aseptic  by  soaking  in  carbolic 
solution  5  per  cent,  for  some  hours.  Mr.  Barwell 
has  had  gi-eat  success  in  its  use. 

Peritoneum,  cut  into  strips  and  dried,  is  recom- 
mended, because  it  consists  of  pure  white  fibrous 
tissue,  like  the  outer  coat  of  an  artery.  It  is  ren- 
dered aseptic  by  soaking  in  carbolic  solution.  It 
is  said  to  be  an  excellent  ligature,  but  has  not 
come  into  general  usa 

To  apply  a  ligature  to  a  divided  vessel^  it  should 
be  seized  in  a  forceps  (Fig.  148)  and  drawn  gently  Fig.  i49-Beef-kuot. 
out^  care  being  taken  to  seize  the  vessel  cleanly 
without  muscle,  fascia,  nerve,  or  other  structure.  The  ligature  is 
tied  in  a  reef-knot  (Fig.  149)  or  a  surgeon's  knot  (Fig.  150),  the 
fingers  being  pressed  well  down  on  the  vessel ;  it  is  tied  so  tight  as 
to  rupture  the  inner  coats  in  order  to  give  it  a  secure  hold  upon  the 
vessel,  and  both  ends  are  cut  ofl*  short. 

12.  Complete  division  of  a  partially-severed  artery  by  allow- 
ing of  its  retraction  and  contraction  will  sometimes  at  once  arrest  a 
haemorrhage.     This  means  is  not  of  wide  application,  but  it  is  of  use 
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in  soioc  cases  of  hseraorrhage  from  ihe/renvm  prfnpufii  sind  from  the 
scalp.  The  point  of  a  lancet  drawn  across  the  bottom  of  the  bleeiiing 
vessel  is  the  best  means  to  employ. 


III.    THE  EFFECTS  OF  LOSS  OF  BLOOD. 

The  quantity  lost.—  Uncontrolled  hemorrhage,  liowevtr-r  yrv- 
duced  and  wherever  occurring,  is  inevitably  fatal ;  but  the  quantity 
of  blood  that  may  be  lost  without  saicrifice  of  life  varies  very  much 
according  to  the  age,  sex,  and  constitutional  state  of  the  indixidual, 
and  to  the  nature  and  rapidity  of  the  haemorrhage.  Infants  and 
young  children  bear  any  loss  of  blood  badly,  a  relatively  small  loss 
being  either  fatal  or  attended  with  profound  syncope ;  but  the  result- 
ing anaemia  is  quickly  repaired.  After 
puberty  and  up  to  middle  life  h.-einorr- 
hage  is  borne  well,  and  its  effects  are 
most  quickly  recovered  from.  With  ad- 
vancing age,  loss  of  blood  becomes  in- 
creasingly serious  and  more  permanent 
in  its  effects.  Some  have  thought  that 
women  bear  the  loss  of  blood  better  than 
men.  It  is  certain  that  a  hiemorrhaffe 
—  say,  the  loss  of  a  pint  of  blood — will 
cause  much  more  marked  effects  in  one 
individual  than  in  another  of  the  same 
age,  sex,  and  general  condition,  and  a 
constitutional  peculiarity  is  assumed  to 
Fig.  150. -Surgeon's  Enot.        account  for  the  difference. 

Effects. — The  loss  of  a  given  amount 
of  arterial  blood  produces  a  greater  effect  than  the  same  amount 
escaping  i'rom  a  vein.  This  may  be  in  part  due  to  tlie  greater 
rajudity  of  the  How  from  the  artery,  and  in  part  to  their  relative 
oxygenation  and  carbonisation.  The  local  anaemia  and  the  loss  of 
the  force  which  affects  the  venous  return  from  the  part  may  also  have 
an  adverse  influence. 

Veiy  striking  is  the  difference  due  to  the  rapidity  of  the  haemo- 
rrhage. When  an  artery  of  the  first  magnitude  is  freely  opened,  the 
Vjlood  in  the  general  arterial  system  flows  out  through  the  wound,  as 
it  is  the  direction  of  least  resistance;  and  the  venous  circulation  is  at 
the  same  time  aiTested,  owing  to  the  loss  of  the  vis  a  tergo.  There  is, 
therefore,  sudden  fatal  syncope,  and  the  corpse  has  a  leaden  hue  from 
the  blood  in  the  more  or  less  well-filled  veins. 

When  an  arter}*  of  less  than  the  first  magnitude  or  a  large  vein  is 
wounded,  and  continuous  Inemorrhage,  ending  in  death,  occurs,  the 
first  eftect  prwluced  is  a  lessening  of  the  ailerial  tension  and  sn 
increase  in  tlie  force  and  frequency  of  the  heart's  action,  which, 
however,  fails  to  compensate  for  the  progressive  emptying  of  the 
vessels.     As  a  result,  all  the  tissues  of   the   body,    including  the 
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muscular  substance  of  the  heart,  Ijecome  acutely  anaemic,  and  their 
special  functioiis  impaired  and  eventually  destroyed.  This  result  is 
also  partly  brought  about  by  the  want  of  oxygen  in  the  tissues.  A 
certain  amount  of  watery  fluid  is  absorbed  from  the  tissues  into  the 
blood-vessels,  as  an  attempt  to  keep  the  vessels  full  enough  to  carry 
on  the  circulation.  The  symptoms  that  the  patient  exhibits  in 
these  circumstances  are  as  follows  : — The  pulse  becomes  increasingly 
rapid,  smaller,  and  weaker,  until  it  cannot  be  felt  in  the  smaller 
arteries,  such  as  the  radial,  and  is  only  a  feeble  flicker  in  the 
common  femoral  and  common  carotid.  The  mucous  membranes  are 
blanched,  and  the  skin  becomes  white,  cold,  and  l)athed  in  sweat. 
The  patient  experiences  a  sense  of  nausea  and  faintness,  palpitation 
and  dyspncea,  noises  in  the  ears  and  deafness,  dimness  of  vision, 
increasing  to  a  sense  of  darkness  with  occasional  flashes  of  light,  and 
then  he  becomes  unconscious.  The  breathing  is  hurried,  gasping,  with 
a  distressing  sense  of  "  want  of  breath,"  until,  when  syncope  comes 
on,  the  respiratory  movements  are  very  shallow  and  only  diaphrag- 
matic. There  is  great  muscular  weakness,  the  voice  is  very  feeble, 
the  limbs  are  flaccid ;  and  in  the  late  stages  great  restlessness,  with 
throwing  about  of  the  arms  and  legs,  becomes  a  prominent  and  alarm- 
ing symptom.  Convulsions  occasionally  occur.  After  death  the  body 
is  shrunken,  with  a  peculiarly  white  and  wax-like  appearance,  and 
all  the  organs  are  pale  and  bloodless. 

When  the  haemorrhage  is  recurrent  instead  of  continuous,  a  much 
larger  total  loss  occu)*s  before  life  is  extinguished.  8erum  is  absorbed 
from  all  the  soft  tissues  of  the  body,  which  become  thereby  very 
shrunken.  The  fluid  in  the  arterioles  is  so  dilute  that  it  filters 
through  them,  and  a  certain  amount  of  oedema  of  the  eyelids  and 
exti-emities  occurs ;  and  the  "  blood "  that  escai)es  in  the  final 
haemorrhage  looks  thin  and  watery :  more  like  coloured  serum 
than  blood.  In  such  cases  the  patient  faints  with  each  return 
of  the  haemorrhage,  and  the  pulse  becomes  very  feeble  and  rapid, 
with  a  soft  artery  which  feels  empty  between  the  successive  pulse 
waves.  The  temperatui^e  falls  two  degrees  or  more  below  the 
normal,  and  the  patient  is  so  weak  that  he  is  liable  to  faint  or 
die  if  raised  in  bed,  or  if  his  arms  are  allowed  suddenly  to  drop  over 
the  bed-side.  There  is  great  thii-st,  but  absorption  of  fluid  from 
the  stomach  is  slow,  owing  to  the  very  watery  condition  of  the 
blood. 

The  early  period  of  recoveiy  from  a  severe  haemorrhage  is  often 
marked  by  a  condition  called  hifimorrluigic  fever.  The  temperature  is 
raised,  the  pulse  is  frequent  and  soft,  with  a  large  wave,  but  an  empty 
artery  l>etween  the  caixliac  systoles.  The  patient  is  very  weak  and 
thirsty,  the  urine  is  scanty,  the  bowels  are  confined,  and  complaint  is 
made  of  a  sense  of  throbbing  in  the  temples.  For  some  time  after  a 
severe  loss  of  blood  there  is  marked  anwmia,  which  may  be  permanent, 
and  render  the  patient  an  easy  prey  to  infective  diseases ;  or  the 
anaemia  may  be  slowly  recovered  from  ;  after  middle  life  the  recovery 
is  rarely  complete. 
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IV.     TliE    CONSTITUTIONAL    TREATMENT 
H-«MORRHAGE. 

Fb  a  cue  of  severe  lu^^morrh^] 


OF 


constitut tonal  trpatuient 
of  grefti  importaTice,  and  it  is  directed  to  ilire*^  sftecial  endn 
jMrevention  of  a  rectirii?nce  of  the  bleeding  ;  (2)  the  conij»eii!»mtii»n, 
far  us  possible,  of  the  immediate  effect*  of  the  ha^uiorrhnge  ;  iiiid<,S^ 
the  speedy  repair  of  the  loss  of  Idood.  In  every  t^uat*  of  litf  tii<»rrhi|^ 
care  should  be  taken  to  avoid  everything  liable  to  renew  the  blr<?dxn|; 
but  it  18  only  when  the  lo»8  of,  blood  hns  Wen  fierious  tliat  it  ii 
important  to  try  to  ccrmpensate  for  its  imnietiiate  ef^ect^H  and  to 
secure  its  speedy  repair.  What  follow)^  applies  to  ca^es  in  whieb 
A  aeiious  loss  of  blood  has  occuri'ed. 

IndicatiOBd* -  (I)  The  first  gxeat  indication  ia  to  iw?<ctire  for  tJw 
|iatient  th*^  njost  roini>lc*te  rent,  in  the  honzont^d  jjociition  if 
po^ible.  Tins  protects  injured  ves-sels  from  the  IochI  effectJi  of  luovt- 
liient,  which  may  displace  ligatures  and  coaguln,  but  it  is  especiAllj 
valuable  «.s  quieting  the  henri's  action,  le^ssening  artwal  trnnion,  and 
diminishing  nervous,  muscular,  and  cardiac  exhaustion.  Tb<*  c|uiet 
and  the  lessened  heart's  action  produced  by  the  "  shock  "  of  ev 
severe  injury*  and  operation  are  most  lx*neficent  in  their  infli 
arresting  and  preventing  the  recun*ence  of  hiemorrhage,  and 
should  be  taken  not  to  hurry  on  "  i-eaction,"  lest  it  lead  to  ri*new«J 
bleeding.  After  a  great  lo^s  of  blood,  restlessness  is  often  a  markfd 
eflect,  but  it  nju«»t  be  checked  its  far  tkA  |X)ssible  by  gentle,  ijuiet 
restraint. 

(2)  The  next  indication  is  to  mniiiliifii  llie  tciii|»4*raiisre  of 
the  patient  by  covering  him  with  waini  blankets^  and  by  pUnng  hot 
bottles  to  the  feet,  between  the  thighn,  and  on  each  «id«^  of  the  trunk, 
Tlie  clotlmig  must  not  l*e  henvy  nor  tucked  in  ti  ^  **ciiilly  o?tf 

the  chest  and  abdometi,  le8t  tht*   respiratory  in  *^»'    iri  any 

Way  hindered.      Aftt*r  seve^re  Imnnorrhage  there  is  grt'nt  to 

supplying  the  tissues  with    sufticient  oxygt?n,  owing   tr»  of 

the  oxygf?n -carrying  red  corpuscles;  Uie  movements  of  rt?»pij  » 
therefore,  must  not  be  in  any  way  impeded  by  clothing  or  pii^-i>uit, 
especially  as  the  respiratoiy  mtiscb's,  in  common  with  nthom^  are 
wt^kened  by  the  loss  of  blood.  For  the  same  reason,  the  anartfi)#«t 
in  which  the  patient  lies  should  be  thoroughly  ventilated,  no  «n* 
DetesHary  screens  or  other  hindrances  to  tlie  free  moveme'iil  of  air 
sftouhi  he  tolernted,  and  a*  lew  jj<H)ple  and  lights  as  pomble  alw)ubl 
be  allowed  in  the  room. 

(:i)  The  thinl  great  point  to  attend  to  is  the  pre^eiiiloii  mf 
ayneop^«  by  fnvouring  thr  blo4id-8Upply  to  thi-  brain.  The  |¥itM'nt 
ntu^t  1  e  kept  fbit  on  his  back,  and  all  atu-mpts  to  raiftc*  the  Iwmtl 
must  be  checked .  in  very  bad  casrs  the  head  may  \n>  allowe<l 
a  little  lower  than  the  chest,  arid  in  extreme  CHseff  the  limba 
be  finnly  bandaged  and  raise<J,  to  <lrive  the  blood  out  of  tliem, 
iiecure  a  more  liberal  »*»[»ply  to  the  brttin. 
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(4)  The  food  of  these  patients  should  be  warm  fluid,  given  in 
small  quantities  frequently ;  hot  water,  hot  water  and  milk  in  equal 
parts,  and  l>eef-tea  are  the  most  suitable.  As  recovery  progresses  the 
diet  must  be  improved,  farinaceous  foods,  white  fish,  chicken,  and  meat 
being  gradually  added.  Constipation  will  probably  be  troublesome, 
and  is  best  combated  by  a  daily  enema,  or  by  a  pill  containing  iron, 
aloes,  and  nux  vomica.  If  sleeplessness  and  restlessness  are  marked 
features,  bromidia  in  588  doses  two  or  three  times  a  day  will  be 
found  serviceable. 

(5)  For  the  resnltinip  anaemia^  the  main  indications  are  pro- 
longed rest,  a  carefully-regulated,  light,  nutritious  diet,  residence 
at  the  seaside  or  in  moorland  air,  with  as  much  sunshine  as  pos- 
sible, thorough  ventilation  of  the  rooms  both  by  night  and  by  day, 
and  such  tonics  as  the  milder  preparations  of  iron,  arsenic,  cod- 
liver  oil,  quinine,  and  nux  vomica.     A  sea  voyage  is  often  beneficial. 

When,  in  spite  of  the  arrest  of  the  bleeding  and  the  treatment 
above  described,  the  patient  gets  worse,  his  pulse  weaker,  and  the 
s3mcope  more  marked,  atimulanta  may  be  given.  Subcutaneous  in- 
jection of  ether  (ni^xx  to  ni^xxx  for  a  dose)  is  the  best,  because  the  most 
rapid  in  its  action,  and  it  may  be  repeated  at  short  intervals.  Other 
good  means  are  a  sinapism  over  the  heart,  brandy  and  hot  water  by 
mouth,  by  enema,  or  rubbed  on  the  tongue  and  lips.  An  ounce  of 
brandy  or  other  spirit  in  two  or  three  ounces  of  hot  water  may  be 
thrown  into  the  bowel,  and  is  more  efficacious  than  pure  spirit :  for 
the  heat  is  a  stimulant,  and  the  water  may  be  absorbed  and  add  to 
the  fulness  of  the  vessels.  Where  haemorrhage  is  still  continuing, 
stimulants  can  only  do  harm  by  increasing  the  rapidity  of  the  flow. 
Where  open  vessels  are  closed  by  blood-clot  only — not  a  ligature, 
suture,  or  by  torsion — stimulants  may  excite  fresh  bleeding  by  dis- 
placing the  clots.  Their  use,  therefore,  requires  great  care  and 
discrimination.  In  cases  where  death  is  threatened  from  extreme 
loss  of  blood,  transfusion  should  be  practised. 

Transftision  and  saline  il^ection. — Where  life  is  endangered 
by  a  severe  haemorrhage,  the  most  valuable  means  of  averting  death 
is  the  injection  of  suitable  fluid  into  a  vein.  At  first  it  was  thought 
nece^ssary  to  inject  blood ;  then  it  was  shown  that  defibrinated  blood 
was  as  good;  and  lately  a  saline  solution  has  been  shown  to  be  as 
effective  in  its  immediate  results  as  blood,  and  far  safer  and  simpler 
to  use.  A  certain  degree  of  arterial  tension  is  essential  to  the 
carrying  on  of  the  circulation,  and  when  the  vessels  have  been 
emptied  beyond  a  given  point,  the  heart's  action  is  entirely  in- 
effective ;  any  innocuous  fluid  which  will  then  restore  the  adequate 
arterial  tension  enables  the  heart  to  act  and  the  circulation  to 
proceed. 

When  pure  blood  is  used — Immediate  transfusion — ^great 
care  must  be  taken  not  to  introduce  any  coagulum,  which  would  form 
an  embolism,  and  might  cause  instant  death.  Roussors  apparatus  is 
very  ingenious^  and  successful  in  the  inventor's  hands,  but  it  requires 
considerable  practice  to  use  it  properly.     Aveling's  apparatus  is  the 


528  INJURIES    OF  BLOOD-VESSELS. 

simplest  and  the  best  (Fig.  151).  It  consists  of  a  miniature  Higgin- 
son's  syringe  without  valves,  and  fitted  with  a  proper  silver  cannuU 
at  each  end  of  the  rubber  tube.  The  whole  is  immersed  in  and  filled 
with  warm  saline  solution,  and  then  the  cannulas  are  passed  into  the 
prepared  veins  in  the  "giver"  and  "receiver"  of  the  blood.  By 
closing  the  "giver"  tube  with  the  finger  and  thumb,  and  gently 
compressing  the  ball,  it  is  emptied  into  the  "  receiver's  "  vein ;  if 
now  the  "  receiver "  tube  is  compressed,  and  the  ball  allowed  to 
expand,    it   fills   from   the    "receiver's''   vein.      By   repeating  thw 

manoeuvre,  the  desired 
amount  of  blood  can 
l>e  passed  from  the 
"giver"  to  the  "re- 
ceiver." If  any  diffi- 
culty is  experienced  in 
tilling  or  emptying  the 
syringe,  it  shows  that 
clotting    is    occurring, 

Fitf.  I51.-Aveliu^'a  Transfusion  Apparatus.  ^^^      ^J^^       transfusion 

must  be  at  once  stopped. 
When  defibriiiated  blood  is  used — mediate  Iran stasion— the 

siniplest  plan  is  to  draw  the  blood  into  a  wide-mouthed  enamelled 
receptacle  standing  in  a  vessel  of  water  at  a  temperature  of  105**. 
After  thoroughly  "  whipping  "  it  in  this  vessel,  the  blood  is  strained 
through  fine  muslin  into  a  similar  jar,  also  standing  in  water  at  105^. 
This  blood  is  then  piisscd  into  the  receiver's  vein  by  means  of  * 
silver  cannula,  with  a  tube  and  funnel  attached,  or  a  syringe,  such  as 
that  of  an  aspirator,  or  an  ordinary  glass  syringe. 

Since  such  excellent  results  have  l>een  obtained  with  ftaliae 
iniet'fioiis,  both  forms  of  transfusion  have  been  abandoned.  The  much 
greater  simplicity  of  this  plan,  its  freedom  from  the  risk  of  eniboli«u, 
and  the  fact  that  it  entails  no  sacrifice  of  blood  by  another,  all  cooi- 
niend  it  as  superior  to  transfusion.  The  fluid  used  niay  be  either 
boiled  water  containing  a  teas|XX)nful  of  common  salt  in  the  pint,  or 
a  solution  containing  50  grs.  of  chloride  of  sodium,  3  grs.  of  chloride 
of  potassium,  25  grs.  each  of  sulphate  of  soda  and  carbonate  of  soda, 
and  2  grs.  of  phosphate  of  soda,  in  a  pint  of  boiled  water.  The 
solution  should  be  injected  at  a  temperature  of  100*  F.,  and  at  least 
as  much  as  30  fi.  oz.  should  l>e  introduced ;  in  some  cases  several 
pints  have  been  injected.  The  injection  should  be  made  steadily, 
with  little  force  and  without  the  admission  of  air.  A  vein  exposed 
in  a  wound  may  be  chosen,  or  one  of  the  subcutaneous  veins  at  the 
elbow  or  the  dorsum  of  the  foot  may  l)e  o^M^ned.  Into  the  open  vein 
a  glass  vulcanite  or  silver  cannula  is  passed,  to  which  a  short  length 
of  rubber  tube  is  attached,  and  the  solution  is  injected  by  means  <5  a 
glass  syringe  with  a  nozzle  fitting  the  tul)e.  Or  a  glass  funnel  and 
two  feet  of  rubber  tul)e  may  be  attached  to  the  cannula,  and  the 
solution  poured  into  the  funnel,  raised  eightt»en  inches  above  the 
patient.     The  syringe  is,  perhaps,  the  safer  instrument,  as  there  u 
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less  chance  of  au  admixture  of  air  bubbles  than  when  the  fluid  is 
poured  into  a  funnel. 

Whatever  plan  is  employed,  all  the  apparatus  must  be  previously 
thoroughly  cleansed  with  a  suitable  antiseptic,  and  then  flushed  with 
boiled  water  at  100^  F.  The  injection  may  be  followed  by  a  sharp, 
but  short,  rise  of  temperature. 

Injection  of  fluid  into  the  vessels  should  only  be  employed  when 
the  loss  of  blood  has  been  stopped,  and  it  is  particularly  indicated  in 
cases  of  haemorrhage  pure  and  simple,  as  from  a  ruptured  varicose 
vein,  a  punctured  wound  of  an  artery,  etc.  Mr.  Mayo  Robson  has 
shown,  however,  that  it  is  a  very  valuable  means  of  combating  the 
profound  shock  which  is  liable  to  occur  after  certain  prolonged 
abdominal  operations. 

The  ligature  of  an  artery  in  its  continuity.— When  an 

artery  is  tied  in  its  continuity,  the  circulation  through  it  is  suddenly 
arrested,  and  certain  changes  occur  in  the  walls  of  the  vessel  itself. 
We  will  first  notice  the  changes  that  occur  in  the  artery,  and  then 
tlie  effects  of  a  sudden  block  in  the  arterial  circulation  of  a  part. 

(a)  Changes  in  the  artery. — The  effects  of  the  ligature  vary 
with  the  degree  of  tightness  with  which  it  is  tied.  The  coats  of  the 
artery  may  be  merely  thrown  into  several  longitudinal  folds  which 
occlude  the  lumen.  If  more  force  is  used,  limited  lacerations  of  the 
inner  and  middle  coats  are  produced.  If  the  ligature  is  drawn 
tight  the  inner  and  middle  coats  are  entirely  severed,  and  the 
portion  of  the  outer  coat  encircled  by  the  thread  is  compressed  and 
anaemic.  Opposite  the  knot  even  the  tough  outer  coat  of  the  artery 
may  be  divided.  These  injuries  of  tightly  tied  arteries  are  well 
shown  in  Fig.  152,  taken  from  Ballance  and  Edmunds'  valuable 
monograph  on  "Ligation  in  Continuity."  (I  am  greatly  indebted 
to  the  authors  of  this  work  for  much  valuable  matter  which  I 
have  incorporated  in  this  Article  and  in  Article  XXV.,  and  also 
for  the  permission,  most  readily  granted,  to  use  several  of  their 
original  illustrations.)  The  blood  coagulates  upon  the  divided 
arterial  coats,  and  the  thrombus  gradually  extends  on  each  side 
of  the  ligature,  in  some  cases  as  far  as  the  next  branch  of  the 
artery.  As  a  rule,  the  clot  is  slower  in  formation  and  smaller  in 
size  on  the  distal  side  of  the  ligature.  As  the  result  of  the  injury, 
the  vessels  in  the  sheath  of  the  artery  and  in  the  adjacent  arterial 
wall  itself  dilate,  and  serous  fluid  exudes  into  the  sheath  and  artery, 
and  leucocytes  migrate  from  the  dilated  vessels,  and  pass  in  numV>ers 
into  the  arterial  walls  and  into  the  clot.  Stimulated  by  this  excess 
of  pabulum,  the  fixed  cells  of  the  part — sheath  and  artery,  including 
the  endothelium — proliferate,  and  plasma  cells  thus  arising,  infiltrate 
the  arterial  wall  and  the  clot  within  it.  The  clot  gradually  dis- 
integrates and  disappears,  the  strangled  zone  of  outer  coat  is  also 
absorbed,  and  the  occluded  artery  is  converted  into  a  vascular  fibro- 
cellular  cord  ;  the  organisation  of  the  clot  and  its  vascularisation 
occurring  in  the  way  that  has  been  previously  described  (page  520). 
The  ligature  is  either  absorbed,  encysted,  or  thrown  off:  {See  page  52 1.) 
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By  this  process,  then,  the  artery  is  divided,  and  its  ends  are  sealed 
over  by  a  cicatrix.  Experience  shows  that  even  with  aseptic  liga- 
tures and  aseptic  wounds  this  process  is  attended  with  a  certain  risk 
of  secondary  haemorrhage ;  this  becomes  a  very  serious  danger  in 
those  arteries  where  the  branches  are  large,  and  so  placed  that  only  a 

short  length  of  artery  inter- 
venes between  them,  and  cm 
9l  \  be  thus  obliterated.     In  the 

W  MI^^^  physiological      occlusion     ol 

W  ^^^^^^k.  arteries,  such    as    occurs  in 

^  ^^^^^^^^^      the  ductus  arteriosus,  and  in 

„!^^^^^^^^     pathological    occlusion    from 
'.^^  ^^"^^^^^^^^^^     the  pressure  of  tumours  or 
^^^^^        of      contracting      cicatrices, 
^^  hiemorrhage     never    occurs; 

it  is  therefore  evident  tlwt 
this  danger  is  introduced  by 
the  method  employed  by 
surgeons.  A  study  of  the 
physiological  process  shows 
that  it  differs  from  the  surgi- 
cal mainly  in  this :  that  do 
injury  is  inflicted  upon  the 
arterial  wall ;  none  of  its  tis- 
sues are  divided  or  strangled, 
but  the  endothelium  under- 
goes great  proliferation,  this 
excites  coagulation  of  the 
blood  in  the  vessel,  and  the  thrombus  thus  formed  is  replaced  by  con- 
nective tissue  with  certainty  and  safety. 

It  has  been  shown  that  a  ligature  can  be  tied  so  as  to 
occlude  an  artery  without  severing  any  of  its  coats,  and  that 
when  it  is  thus  tied  a  thrombus  forms  within  it,  and  is  replaced 
by  a  connective  tissue  scar  in  the  artery.  It  is  urged  in  &Toar 
of  this  mode  of  ligature  that  it  is  unattended  with  the  risk  ol 
secondary  haemorrhage 
inherent  in  any  method 
which  divides  the  coats 
of  the  artery,  and  that 
it  is  capable  of  safe 
application  in  situa- 
tions where  the  older 
form  of  ligature  has 
been  found  to  be  inap- 
plicable^— e.g.  the  in- 
nominate artery.  Against  this  form  of  ligature  is  urged  the 
difliculty  of  applying  it  with  just  the  amount  of  force  required 
to  occlude  the  vessel,  and  yet  not  to  lacerate  its  wall  ;  if  not  tied 
tight  enough,  the  vessel  may  become  pervious  again,  and  the  same 


Fig.  152.— Drawinfrs  of  longitndinal  Sections  of 
Uaman  Arteries  after  Ligature  with  Kanga- 
roo Tendon.  The  upper  artery  is  the  super- 
ficial femoral  artery ;  the  lower  is  the  third 
part  of  the  subclavian  artery,  in  this  case  all 
the  coats  of  the  artery  are  severed  and  the 
thin  sheath  only  remains.  (Ballonce  and 
Edmunds.) 
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Fig.  153.— ▲.  Transverse  Section  of  first  iiart  ol  Sabekvte 
B,  the  same  tmoer  a 


when  collapsed  . 

240  mm.  of  Hg:  c.  Transverse  Section  of  . 

superficial  Femoral  Artery  ;  d,  the  same  Artary  iiM«r 
the  Pressure  of  240  mm.  Hg.    ( BaUance  mad  Edamrfa) 
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result  may  follow  too  rapid  absorp- 
tion of  the  ligature.  While  ad- 
mitting the  justice  of  these  objec- 
tions, they  do  not  appear  to  out- 
weigh the  important  advantage  of 
safety  against  hsemorrhage,  and  the 
balance  of  evidence  is,  therefore, 
decidedly  in  favour  of  applying  liga- 
tures to  arteries  in  continuity  with- 
out division  of  their  inner  coats. 
Although  this  method  should  be 
used  in  all  cases,  it  is  of  especial 
value  and  importance  where  the 
ligature  has  to  be  applied  near  a 
large  branch  or  to  a  diseased  artery. 
This  form  of  ligature,  no  doubt, 
requires  greater  care  than  the  other 
method;  but  this  is  no  argument 
against  its  employment.  The  liga- 
ture should  be  one  of  the  less  ab- 
sorbable   forms — silk    or  tendon — 


^  B^tVt  ■"•-  ■-  •  '^^-  ^^'^■^—■^*^'^']^4i 


Tig.    155.— TransTene    Section    of    the 
Common    Carotid    Artery    (x  190), 
■hovring  the  thickness  of  the  three 
coats.    CBollance  and  Edmands.) 
1.  Outer ;  2,  middle ;  and  3,  inner  coat. 


Fig.  154.— Transverse  Section  of  superficial 
Femoral  Artery  ( x  100),  shovrinff  the 
thickness  of  the  three  coats.  (BaUanoe 
and  Edmunds.) 

1.  Outer;  S,  middle;  and  8.  Inner  cont.  The 
outnreoat  is  much  thicker  than  in  other 
large  arteries. 


and,  of  course,  it  should  be  carefully 
prepared  to  render  it  aseptic,  and 
every  pains  taken  to  secure  primary 
aseptic  healing  of  the  wound. 

It  must  be  remembered  that  the 
arterial  walls  are  much  thinner 
during  life  when  exposed  to  the 
normal  blood  pressure  than  they  are 
when  empty  and  collapsed  after 
death.  The  wavy  outline  of  the 
elastic  membrane  of  Henle  is  en- 
tirely due  to  this  shrinking  of  the 
empty  vessel,  and  is  lost  when  the 
artery  is  distended  by  the  blood. 
Ballance  and  Edmunds  found  that 
the  thickness  of  the  common  carotid 
artery  of  man,  when  collapsed,  is  "78 
mm.,  but  when  distended  with  a 
pressure  of  240  mm.  of  mercury  it 
is  reduced  to  '29  mm.  The  thick- 
ness    of     the     superficial    femoral 
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artery   is   reduced    in   the   same   way   from   '72   mm,  to   *5I 
(Fig,    ]:>$).     These   differences    repreeent  the    extremes    met    mil 
in  large  arteries.     It   is  verj'  important  to  remember  the  tamity 
the   walls    of  living  functional    arteries.     Still   more  noteworthy 
the  extrt^me  thinnass  of  the  outer  ooat  of  large  arteries,    Thu»  tn 
innominate  artery  the  on  ter  coat  is  only  aljout  om-fnurteenth  oft] 
whole,   in  the  common  carotid   artery  one  twenty-iifth,   and  in  iW 
superficial  femonil  artfry  a  little  more  than  a  ijuartcr  of  thr  t*nttn? 
itrteiial  wall.     For  the  Hfiialh^r  arteries  the  proportion  ih  cih 
moclitied,  but  in  the  larger  vessels,  which  are  most  often   tli  ,f 

ligature  in  their  continuity.  Lf  U\n  h;,ii 
ture  severs  the  inner  and  middl 
it  leaves  only  a  very  thin  layer  of  tiiun 
to  withistand  the  foi-ce  of  tJie  circntatii 
(Fig«.  152,  154,  155). 

If,  from  impei-fect  tying  of  the  li^t^i- 
ture  or  its  t<x»  rapid  softeiibig,  thi* 
bunen  of  the  artery  is  not  occluded,  m 
ring  of  fihrouH  tisnue,  or  even  a  com- 
plete diaphnigni^  may  form  in  thr*  in 
terior  of  the  vess*^l  without  alt«tration  in 
the  vessel  aljove  and  below.  Tli 
**  diaphragms  *'  are  caused  by  prolife 
tion  of  the  cells  of  the  intim.%  an 
result  of  the  compression  of  ihi*  lij 
ture,  and  tho  subseipjent  developmeal 
of  this  cushion  of  thickene*!  intima  in 
tibrous  tissue.  This  etleci  may  \h*  \ 
duced  when  the  iumen  of  the  art**] 
has  lieen  merely  narroweil,  or  t^mjM 
a  ri ly  occluded,  or  temptiraril)  '  1' 
with  rupture  more  or  less  i>  i 
i  ts  i  n  n  e  r  coats.  ( *N>>?  Fig ,  1 5  »j ,  >  \\  i  >  r 
sn  arter}*  is  tied  in  its  continuity,  tbi« 
pressui't^  of  the  blood  within  it  tends  to  loosen  thetirst  knot  whih^  t 
second  is  Innng  made,  and  thiw  in  the  case  of  the  surgical  knot  n*  wii 
as  the  reef  knot.  For  this  reason  Bal lance  and  Edmunds  havt^  reooi 
mended  the  **  stay  knot  ^'  (Fig.  l'>7),  which»  they  say,  can  V**^  wtj.t. 
without  any  risk  of  this  accident.  The  "stay  knot*'  is 
usinrr  two  strand^  of  ligatui*e  material,  making  a  simple  ken ><  ^i 
each  singly,  and  then  tying  together  each  jjiiir  of  ends.  If  the  rr 
or  surgicJvl  knot  be  used,  the  artery  above  should  be  compresHed  w*K 
it  is  being  tierl,  so  that  the  knot  may  not  1)6  ex}»ost*d  to  the  prt^^^w] 
of  the  Vilood  until  it  is  compiet4.»d  and  secun?  against  slipping. 

Thjis  liability  for  an  arti-ry  wiiich  has  liecn  tied  to  become  pervioi 
again  is  of  giH*at  practical  imfM:n't^nce,     It  may  render  The  Ojieration 
failure  tn  it-*  etlect«,  a*  when  an  aitery  is  tic^l  for  the  cuj'e  i>f  anearv^i 
It  aUo  affords  a  ver^'  str<:»ng  argument  againnt  so  tying  an  artery  as  to 
rupture  its  inner  coats,  and  leave  only  the  thin  imJ  v%»'ak  ouur  .  ,*,\t 


Tig,  IM.— 3S«ktd-«r«  AnpKftnuiM 
of  «i  Uunuuk  Cftrotia  AtKtnj 
Jrte  D»|«  tth#!T  lJffii>f»n»  Witt! 

«torotC»t<''       ""'  ■'     ^ 
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to  witlistand  the  full  force  of  the  arterial  blood  pressure,  with  the 
danger  of  its  yielding  and  forming  an  aneurysm,  or  causing  secondary 
haemorrhage. 

Tliere  are  a  few  cases  recorded  where  the  ligature  of  an  artery 
in  its  continuity  has  been  followed  by  the  development  of  an 
aneurysm :  as  a  result,  no  doubt,  of  the  weakening  of  the  vessel 
by  division  of  its  inner  tunics,  and  failure  of  the  ligature  to  occlude 
the  vessel  permanently.  It  appears  that  the  condition  of  asepsis 
tends  to  lessen  the  length  of  clot  formed  in  a  tied  artery.  In  this 
indirect    mode   it    may  HBH^HHRHE^ji^'  H 

increase  the  liability  to  ^^^^^^^|Hi^''  ^-  ^ 

repatency  of  the  vessel.  ^^^^^^^■PK^^-  ^: 

(b)  Eflects  on  the 
circulation.  —  When 
from  any  cause,  liga- 
ture, emV>olism,  throm- 
lx>8is,  or  tlie  pressure  of 
a  tumour  or  cicatrix,  an 
arterial  trunk  is  obliter- 
ated, the  parts  supplied 
with  blooil  by  it  are 
blanched,  and  the 
bi'anches  arising  below 
the  obstruction  are  pulse- 
less. The  i)ait  quickly 
becomes  cold  and  be- 
numbed, and  if,  from 
the  extent  or  position  of 
the  arterial  obstruction, 
or  from  any  other  cause, 
the  anastomotic  circula- 
tion is  not  established, 
the  part  dies,  under- 
going the  changes  de- 
scril^ed  as  *'  dry "  gan- 
grene. More  usually 
blood  is  carried  into  the  empty  vessels  by  the  numerous  anastomoses 
that  exist  almost  universally  in  the  body.  At  first  all  the  communicat- 
ing vessels  dilate  and  participate  in  this,  for  the  resistance  they  offer 
to  the  passage  of  blood  is  less  than  that  offered  by  the  capillaries,  and 
the  blood  flows  from  the  full  arteries  in  the  direction  of  least  resist- 
ance. Certain  special  vessels  gradually  enlarge,  undergoing  a  true 
hypertrophy,  and  serve  as  the  main  channels  of  the  blood,  while  the 
others  contract  to  their  normal  size.  (See  Fig.  158.)  The  pulseless 
arteries  are  felt  to  beat  again,  and  sometimes  the  enlarged  anasto- 
mosing A'essels  can  be  felt  beating  under  the  finger.  The  temporary 
deprivation  of  blood  causes  the  vessels  beyond  the  ligature  to  yield  to 
the  pressure  of  the  blood  first  brought  to  them  through  the  anasto- 
mosing channels,  and  thus  the  pallor  and  coldness  are  followed  by 


Fig.  157.— The  first  (a  >  and  second  (b)  Stages  of  the  Stay 
knot.    (Ballauce  and  Edmunds.) 
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increased  redness  and  heat  in  the  part,  which  gi'adually  subside  as 
the  tissues  recover  their  full  vitality.  A  similar  effect  is  seen  aft^r 
the  removal  of  an  Esniarch^s  bandage :  the  pallid  ana^niic  tissues 
blush,  and  then  gradually  resume  their  natural  appearance.  In  some 
cases  the  sudden  anaemia  is  attended  with  severe  pain  in  the  part, 
and  in  the  case  of  an  embolus  the  sudden  acute  pain  may  l>e 
associated  with  tenderness  of  the  empty  arteries.  Finally,  the  part 
is  generally  a  little  shrunken  and  cold,  owing  to  the  blood  supply 
bein^  below  the  normal. 

The    treatment   of    such   a   part  requires   care.       It   should  be 
placed  in  the  position  most   favoui'able  to  the  circulation.       As  a 

rule,  this  is  slightly  raised,  i^*ith  the  joints 
a  little  flexed.  It  should  Vie  swathed  in 
cotton- wool,  kept  in  place  by  a  looeelT- 
applied  flannel  bandage,  and  outside  this 
a  hot  bottle  should  be  placed.  Great 
care  must  be  taken  not  to  have  any  tight 
liandage,  splint,  or  other  application,  nor 
any  hot  bottle  next  the  surface,  nor  ex- 
posure of  the  part  to  cold.  Any  such 
injury  may  lead  to  gangrene  from  inter- 
ference with  the  circulation,  or  from  it* 
direct  lethal  influence  upon  the  annemic, 
almost  lifeless,  tissues.  In  the  later  stages 
gentle  massage  promotes  the  circulation 
in  the  part 

Gangrene  after  ligature  or  wound 
of  an  artery. 

Causes.— One  of  the  dangers  of  the 
ligature  of  a  main  artery  in  its  continuity 
or  of  its  division  in  a  wound  is  gangrene. 
It  may  be  of  the  "dry"  or  the  "moist" 
variety,  the  tissues  in  the  one  case  d>'ing 
from  the  insuflScienfc  supply  of  blood, 
and  in  the  other  from  &ilure  of  the 
venous  circulation.  The  causes  of  "  dry  gangrene "  after  ligature 
or  suddou  occlusion  of  an  artery  are  disease  or  degeneration  of 
the  heart  weakening  the  force  of  the  arterial  circulation,  great 
hamorrhagc  lessening  the  blood  pressure,  extensive  disease  of  the 
arteries — either  atheroma  or  calcitication — preventing  their  enlarge- 
ment for  the  anastomotic  circulation,  the  obstruction  of  a  considerable 
length  of  an  artery,  or  the  formation  of  a  thrombus  in  a  diseased 
artery  when  the  feeble  stream  of  blood  first  reaches  it  through  the 
anastomosing  vessels.  In  certain  situations  there  is  special  difficult? 
in  enlarging  the  anastomosing  vessels,  as  when  they  i*un,  like  the 
vertebral  and  internal  carotid,  through  lx)ny  channels ;  tight  bandag- 
ing would  have  the  same  effect.  Dry  gangi*ene  most  often  occurs, 
therefore,  in  the  aged,  or  after  a  profuse  haemorrhage.  Horsley  has 
shown  that  when  the  common  or  internal  carotid  is  ligatured  the 


Fig.  158.— Showiujar  EITects  of 
Ligrature  of  Femoral  Artery. 
(After  Porta.)    . 

a.  Femoral  artery  rf  a  dog  :  b.  obli- 
terated portion  of  arterj' :  c,  c, 
anaotomoftiDK  ve»s«fl«  in  Barcorius 
and  pectineuf. 
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communication  between  the  two  anterior  cerebral  arteries  is  free 
enough  to  maintain  the  vitality  of  the  front  part  of  the  brain,  but 
that  there  is  a  great  danger  of  fatal  anaemia  of  the  parts  supplied  by 
the  middle  cerebral  artery,  as  the  posterior  communicating  artery  is 
unable  to  carry  suificient  blood  into  it.  Hemiplegia  is  a  frequent 
result  of  ligature  of  the  common  carotid  artery,  and  after  death  an 
abscess  is  frequently  found  in  the  parts  that  have  been  rendered 
ansemic,  the  bloodless  tissues  offering  no  resistance  to  the  develop- 
ment of  pyogenic  organisms  which  have  reached  them  through  the 
feeble  stream  of  blood  with  which  they  are  supplied. 

Moist  gangrene  is  more  often  met  with  after  ligature  of  an  artery 
than  is  the  dry  form  ;  it  occurs  when  venous  obstruction  is  super- 
added to  the  block  in  the  artery.  This  may  be  due  to  wound  or 
ligature  of  the  companion  vein ;  or  to  a  thrombus  forming  in  it,  as 
the  result  of  contusion  or  compression ;  or  to  pressure  on  the  vein  or 
veins  by  effused  blood  or  a  tumour — especially  an  aneurysm.  In 
these  cases  the  force  of  the  heart  is  expended,  first,  in  propelling  the 
blood  through  the  anastomotic  channels,  and  then  in  overcoming  the 
resistance  of  the  capillaries;  and  there  is  no  force  remaining  to 
propel  the  blood  through  the  veins  if  any  obstruction  is  offered. 

The  application  of  heat  or  cold  or  an  attack  of  erysipelas  may 
cause  death  of  a  part  whose  vitality  is  lowered  by  ligature  of  its 
main  artery,  when  no  such  effect  would  be  produced  on  healthy 
tissues  by  influences  of  the  same  intensity.  Either  form  of  gangrene 
occurs  more  often  in  the  lower  than  the  upper  limb. 

Exteut.— The  features  of  dry  and  moist  gangrene  are  elsewhere 
described  (page  1 29).  Here  we  need  only  note  that  dry  gangrene  from 
obstruction  in  an  artery  may  be  of  quite  limited  extent,  or  may  involve 
the  whole  part  up  to  the  seat  of  ligature.  Thus  the  circulation  may 
only  fail  in  the  most  distant  parts — e.g,  the  toes — or  a  patch  of  dry 
gangrene  may  be  occasioned  by  a  thrombus  forming  in  an  artery, 
the  seat  of  advanced  calcification ;  or  some  particular  anastomotic 
vessel  may  fail  to  enlarge  :  e.g,  the  posterior  communicating  cerebral 
artery.  In  such  cases  the  gangrene  is  limited  to  a  particular  area  of 
the  primarily  anaemic  part.  But  in  other  instances,  from  great  loss 
of  blood  or  very  feeble  action  of  the  heart,  or  advanced  and  general 
disease  of  the  arterial  system,  or  division  or  compression  of  many  of 
the  channels  of  anastomosis,  the  circulation  in  the  entire  part  fails, 
and  death  occurs  up  to  the  seat  of  the  ligature,  or  embolus,  or  other 
source  of  obstruction.  Owing  to  the  freedom  of  anastomosis  around 
joints,  the  gangrene  is  not  infrequently  arrested  at  a  joint. 

Moist  gangrene,  on  the  other  hand,  usually  extends  at  once  up  to 
the  level  of  the  arterial  obstruction,  for  its  exciting  cause  is  generally 
some  form  of  venous  obstruction  at  this  level,  which  affects  the 
circulation  in  the  entire  limb  below.  By  infection  of  the  tissues  it 
may  spread  up  the  limb  above  the  seat  of  ligature. 

The  gangrene  is  usually  noticed  soon  after  the  ligature — from  the 
third  to  the  tenth  day  is  the  most  frequent  time — but  its  occurrence 
may  be  delayed  even  so  long  as  three  or  four  weeks. 
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The  utmost  care  must  be  taken  to  prevent  gangrene  by  carrying 
out  the  treatment  already  speci6ecl  for  anaemic  parts.     (See  page  534.) 

Treatment*— In  the  case  of  dry  gangrene  involving  only  a 
limited  area  of  the  ansemic  part,  the  surgeon  should  do  his  utmost  to 
-'  nurse  up  "  the  neighbouring  parts  by  local  warmth  and  by  judicious 
feeding  of  the  patient,  and,  if  necessary,  the  exhibition  of  appro- 
priate cardiac  tonics  and  stimulants,  or  narcotics  and  anodynes.  It 
m  ust  be  remembered  that  the  parts  adjacent  to  the  gangrenoui 
tissues  are  in  a  condition  of  '*  suspended  animation ; "  their  life  is 
hanging  in  the  balance,  and  no  operation  should  be  performed  upon 
them.  Gradually,  if  all  goes  well,  the  circulation  becomes  more 
vigorous,  and  the  increased  vitality  of  these  parts  is  shown  by  the 
separation  of  the  sphacelated  portion.  When  this  evidence  of  the 
activity  and  vigour  of  the  living  parts  exists,  the  surgeon  should, 
with  the  least  disturbance  and  injury,  divide  the  bones  and 
tendons — the  most  resistant  structures — and  so  hasten  what  would 
otherwise  be  a  tedious  process  ;  a  little  *nrimming"  of  a  stump  maj 
also  be  required.  This  waiting  for  the  "  line  of  demarcation  *'  is 
unattended  with  danger,  as  absorption  of  poisonous  material  does 
not  take  place  from  the  dry  gangrenous  parts. 

Where  the  entire  member  up  to  the  level  of  the  arterial  ob- 
struction is  in  a  condition  of  dry  gangrene,  amputation  should  be 
performed  as  soon  as  the  patient's  general  condition  renders  it  wise. 
Delay  is  not  dangerous,  as  we  have  seen,  but  there  is  no  local  reason 
for  delay,  as  the  parts  above  the  gangrene  are  not  affected  and 
*'  half  killed  "  by  the  same  injurious  influence  that  has  produced  the 
gangrene.  But  if  the  patient  is  suffering  from  a  severe  loss  of  blood 
or  any  grave  general  disturbance,  delay  in  operating  is,  of  course, 
wise. 

In  moist  gayigrene  the  conditions  are  entirely  different ;  the  dead 
tissues  are  a  source  of  continuous  toxic  infection  of  the  i)atient,  and 
there  may  be  also  a  progressive  local  infection  and  spread  of  the  gan- 
grene. The  extent  of  the  gangrene,  also,  is  known — up  to  the  ligatureL 
For  these  reasons,  as  soon  as  its  existence  is  certain,  the  surgeon 
should  amputate  at  the  level  of  the  obstruction;  that  will  usually 
necessitate  the  division  of  the  bone  at  a  higher  level,  as  the  flaps  must 
be  fashioned  from  unquestionably  healthy  tissue. 


V.     SURGICAL  HEMORRHAGE:   ITS  VARIETIES  AND 
PRINCIPLES  OF  TREATMENT. 

The  varieties  of  haemorrhage,  or  bleeding,  are  classified,  ac- 
cording to  their  cause,  into  pathological  and  traumatic ;  according 
to  their  seat,  into  cerebral,  pulmonary,  uterine,  cutaneous,  etc; 
and  these  are  grouped  into  external  and  internal,  according  as  the 
blood  flows  from  the  surface  or  collects  in  some  cavity  or  tissue 
of  the  body.  External  ha^moirhage  is  of  chief  interest  to  the 
surgeon ;  it  is  spoken  of  as  arterial,  venous,  or  capillary ^  according 
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to  tlie  nature  of  the  vessel  from  which  the  blood  escapes;  and  another 
very  important  classification  is  made,  according  to  the  time  after  an 
injury  at  which  bleeding  occurs,  into  primary,  intermediary,  and 
gecondary. 

External  hsemorrhafire. — When  blood  is  seen  to  flow  from 
the  whole  surface  of  a  wound,  oozing  out  like  juice  from  a  cat 
orange,  and  not  escaping  from  definite  points,  which  can  be  re- 
cognised as  the  mouths  of  severed  vessels,  it  is  usually  spoken 
of  as  capillary  hcBmorrJiage.  The  blood  is  generally  bright  red  in 
colour,  and  i-eally  escapes  from  the  arterioles  of  the  part;  the 
bleeding  from  a  cut  finger  is  a  familiar  instance  of  this  kind  of 
haemorrhage.  It  is  the  least  important  variety,  as  the  loss  of  blood 
is  slower,  and  is  more  easily  arrested  than  when  vessels  of  larger 
calibre  are  opened.  When  blood  flows  very  freely  from  the  whole 
surface  of  a  very  vascular  tissue,  it  is  sometimes  spoken  of  as 
parenchymatous  fuemorrhage ;  haemorrhage  from  the  lung,  liver, 
spleen,  kidney,  erectile  tissue,  and  very  vascular  tumours  is  of  this 
nature. 

When  an  artery  is  divided,  bright  red  blood  is  propelled  from  its 
cardiac  end  in  a  forcible  pulsatile  stream,  which  rises  with  every  beat 
of  the  heart,  and  falls  in  the  interval.  It  can  be  arrested  by  firm 
pressure  on  the  cardiac  side  of  the  wound.  As  the  loss  of  blood 
continues,  and  the  hearths  power  becomes  less,  or  the  opening  in  the 
vessel  becomes  narrowed,  the  distance  to  which  the  blood  is  pi-opelled 
diminishes,  and  the  effects  of  the  ventricular  s^^stole  become  less 
marked,  until  the  blood  merely  trickles  from  the  end  of  the  vessel. 
Sometimes  the  spontaneous  closure  of  the  artery  suddenly  arrests  the 
flow  of  blood. 

The  characteristic  features  of  arterial  bajmon-hage  may  be  lost; 
thus,  in  cases-  of  asphyxia,  whether  from  obstruction  to  respiration 
or  an  anaesthetic,  the  blood  flowing  from  an  artery  is  dark  in  colour. 
When  the  blood  does  not  escape  directly,  but  flows  along  a  narrow 
or  sinuous  channel,  as  in  the  case  of  a  punctured  wound  of  a  deep 
artery,  it  no  longer  escapes  in  jets  propelled  to  a  distance  from 
the  body,  but  flows  evenly  and  continuously  from  the  surface  ;  but  in 
such  a  case  the  rapid  loss  of  bright  red  blood  indicates  the  source  of 
the  haemorrhage.  Where  anastomoses  are  very  free,  as  in  the  head, 
face,  and  hand,  blood  will  flow  and  even  spurt  out  from  the  distal 
end  as  well  as  the  proximal,  either  at  once  or  after  a  short  interval 

When  a  vein  is  wounded,  dark  red  or  purple-black  blood  wells  up 
in  a  constant  stream,  uninfluenced  by  the  cardiac  contractions.  It 
flows  from  the  distal  end  of  the  divided  vessel,  and  in  the  case  of  a 
large  vein  the  flow  is  very  rapid,  and  the  blood  may  be  projected  to 
a  short  distance  from  the  wound.  The  hajmorrhago  is  arrested  by 
pressure  on  the  distal  side  of  the  wound;  it  is  often  seen  to  be 
increased  by  expiratory  efforts  and  by  muscular  strain.  In  the  case 
of  varicose  veins,  or  of  healthy  veins  wounded  above  their  valves — 
e.g.  the  common  femoral  vein — blood  flows  from  both  ends  of  the 
divided  vessel,  and  the  haemorrhage  may  be  very  profuse. 
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The  force  and  rapidity  with  which  blood  flows  from  a  wounded 
vessel  depend  upon  the  size  of  the  vessel  and  its  nearness  to  the 
heart,  the  size  and  direction  of  the  wound  in  the  vessel,  and  the 
force  of  the  heart's  contractions.  The  complete  division  of  a  vesed 
tends  to  close  it  and  arrest  the  haemorrhage :  in  the  case  of  an  arteiy 
by  allowing  its  retraction  and  contraction,  and  in  the  case  of  a  vdn 
by  its  collapse. 

Internal  hsemorrhafire  ^s  of  great  importance,  not  only  &ott 
the  loss  of  blood  from  the  circulation,  and  in  many  cases  the  gretX 
difficulty  of  arresting  it,  but  also  from  the  disastrous  local  effects 
of  the  effusion  of  blood,  particularly  in  the  brain.  This  subject, 
so  far  as  it  is  surgical,  is  dealt  with  in  other  chapters  of  this  work, 
and  here  we  need  only  refer  to  sttbcutaneous  Jutmarrhages,  or 
haemorrhages  into  the  connective  tissues  of  the  body.  When  the 
infiltrated  blood  is  in  small  quantity,  filling  out  the  potential 
cavities  of  the  connective  tissue,  and  not  forming  a  distinct  tumour, 
it  is  known  as  an  extravasation  or  auggillatiofi ;  when  it  is  massed 
into  a  distinct  tumour,  but  without  communication  with  an  artery, 
it  is  a  lioiinatoma ;  and  when  the  communication  between  the 
artery  and  the  blood  tumour  persists,  it  is  a  traumatic  aneurvBin. 
(See  page  629.) 

Primary  haemorrhage  is  that  which  occurs  as  the  direct  and 
immediate  result  of  a  wound  of  a  vessel.  The  term  is  employed 
exclusively  in  reference  to  bleeding  from  injury ;  where  disease,  such 
as  ulceration,  opens  up  a  vessel,  the  conations  from  the  first  are 
those  of  secondary  haemorrhage. 

The  principles  or  treatment  of  primary  haemorrliaf  e. 
(a)  Arterial. — If  the  hwmon-hage  has  been  arrested  by  natural  pro- 
cesses, the  surgeon  should  not  interfere,  and  should  be  carefiil  not  to 
displace  any  of  the  clots  in  the  wounded  vessels  by  careless  handling 
of  the  wound — especially  rubbing.  There  are  two  exceptions  to  thi« 
rule : — In  the  case  of  an  artery  divided  in  a  wound,  the  distal  end 
may  not  bleed  at  first ;  but  yet  it  is  desirable  to  seek  for  it,  and 
secure  it  in  a  ligature  or  by  torsion,  lest  it  bleed  when  the  anasto- 
motic circulation  is  established  in  full  vigour.  In  a  punctured 
wound  of  an  artery,  even  when  a  clot  has  formed  and  stayed  the 
haemorrhage,  the  artery  should  be  tied  above  and  below  the  puncture, 
and  the  vessel  divided  between  the  two  ligatures,  to  avoid  the 
dangers  specially  connected  with  punctured  wounds,  viz.  recurrent 
and  secondary  haemorrhage  and  traumatic  aneurysm. 

The  second  great  principle  of  treatment  of  wounded  arteries  is 
to  secure  wmmded  vessels  in  situ;  for  this  purpose  the  wound  should 
be  enlarged,  if  necessary,  even  when  this  involves  much  greater 
difficulty  than  would  ligature  of  the  main  artery  of  the  part  on  the 
cardiac  side  of  the  wound.  This  principle  rests  upon  the  following 
facts :— -Until  the  bleeding  point  is  actually  exposed,  it  is  oft«i 
impossible  to  determine  from  what  artery  a  given  hsemorrhage  i« 
occurring,  and,  therefore,  if  the  main  artery  is  tied  on  the  cardise 
side  of  the  wound,  the  bleeding  may  not  be  arrested,  or  the  operatioo 
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may  entail  a  much  greater  interference  with  the  arterial  supply  of 
the  part  than  is  necessary. 

For  example,  a  gentleman  was  shot  in  the  groin  with  a  small 
bullet :  a  great  effusion  of  blood  resulted  :  instead  of  opening  up  the 
wound  and  searching  for  the  wounded  vessel,  the  surgeon  proceeded 
to  tie  the  external  iliac  artery.  After  death  it  was  found  that  the 
blood  had  all  been  poured  out  from  a  wound  of  one  of  the  small  super- 
ficial branches  of  the  common  femoral  artery.  Take,  again,  the  case 
of  a  stab  in  the  axilla,  with  free  arterial  bleeding.  The  bleeding  may 
be  from  wound  of  the  axillary  trunk  or  of  one  of  its  larger  branches, 
such  as  the  circumflex  or  subscapular,  or  from  an  intercostal  artery. 
Without  enlargement  of  the  wound  and  actual  exposure  of  the  bleed- 
ing point,  it  may  be  impossible  to  determine  the  source  of  the 
hfemorrhage.  Suppose  that  in  place  of  this  the  surgeon  were  to  ligate 
the  subclavian  artery  in  the  third  part  of  its  course  :  if  the  wound  had 
involved  an  intercostal  artery,  the  haemorrhage  would  continue  un- 
affected. If,  however,  the  wounded  artery  were  a  branch  of  the  main 
trunk,  the  operation  would  have  interfered  with  the  arterial  supply  of 
the  whole  upper  limb  without  any  necessity ;  and  even  if  the  axillary 
trunk  itself  were  wounded,  such  a  method  of  treatment  might  still  fail 
to  arrest  the  haemorrhage,  because  blood  might  flow  through  anastomos- 
ing channels  into  the  artery  between  the  ligature  and  the  wound. 
This  principle  is  of  extreme  importance,  and  the  exceptions  to  its 
application  are  very  few,  and  only  arise  where  to  carry  it  out  would 
be  impracticable ;  those  exceptions  are  mentioned  in  the  section  on 
the  wounds  of  special  vessels. 

The  third  cardinal  principle  of  treatment  is  to  secure  both  ends  of 
the  wounded  artery^  because  the  anastomoses  of  the  branches  of 
arteries  are  so  numerous  and  free,  and  are  so  capable  of  enlargement, 
that  blood  readily  finds  its  way  into  the  distal  portion  of  a  divided 
artery,  and  escapes  from  the  end  if  it  is  not  securely  closed.  In 
certain  situations,  where  the  arterial  anastomoses  are  particularly 
free — as  in  the  scalp,  face,  and  hand — blood  will  at  once  spurt  out 
from  the  distal  end  of  a  divided  artery  almost  as  forcibly  as  from  the 
cardiac  end.  But  in  other  situations,  even  when  there  is  no  flow  of 
blood  at  first,  the  dilatation  of  anastomosing  channels  soon  brings 
blood  freely  into  the  wounded  artery,  and  then  haemorrhage  is  liable 
to  occur  from  the  distal  end  of  the  vessel.  It  must  be  borne  in 
mind  that  when  an  ai-tery  is  divided  or  ligated  in  continuity,  and  its 
distal  portion  is  for  the  time  empty,  the  resistance  offered  by  the 
anastomosing  channels  opening  into  it  is  less  than  that  of  the  terminal 
capillaries  supplied  by  the  communicating  arteries,  and  this  accounts 
for  the  rapid  establishment  of  the  "anastomotic  circulation."  The 
necessity  for  securing  the  distal  end  of  a  divided  artery  is  an  addi- 
tional reason  for  tying  a  wounded  artery  in  situ.  In  some  cases, 
when  there  is  no  haemorrhage  from  it,  it  may  be  impossible  to  find 
the  distal  end  of  a  divided  artery  ;  but  diligent  search  should  al- 
ways be  made  for  it  in  the  ccise  of  a  vessel  of  any  size. 

In   applying   these    cardinal     principles    for    the    treatment  of 
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wounded  arteries,  torsion  or  the  aseptic  ligature  is  the  best  means 
to  adopt. 

(b)  Venous, — The  treatment  of  venous  haemorrhage  presents  far  lesa 
difficulty,  as  a  rule,  than  does  arterial  bleeding.  The  collapsibility  of 
a  vein,  the  low  blood  pressure  within  it,  and  the  negative  pressure  in 
the  veins  near  the  heart,  combine  to  remove  most  of  the  difficulties 
presented  by  wounded  ai*teries.  As  a  rule,  only  the  distal  end  of  a 
wounded  vein  requires  to  be  secured.  But  the  exceptions  to  this 
rule  are  very  important  exceptions ;  they  are  first,  all  veins 
influenced  by  the  aspiration  of  the  chest  (see  page  504)  ;  secondly, 
all  varicose  veins ;  and  thirdly,  all  veins  devoid  of  valves  on  the 
cardiac  side  of  the  wound  or  which  bleed  from  the  cardiac  end. 
Superficial  veins  are  easily  controlled  by  a  pad  and  bandage ;  deep 
veins  should  be  ligatured.  A  punctured  or  lateral  wound  of  a  vein 
should  be  closed,  if  possible,  by  a  lateral  suture,  or  by  a  compress, 
without  division  of  the  vein.  In  the  case  of  a  wound  of  the  main 
vein  of  a  limb,  it  has  been  suggested  that  the  companion  artery 
should  be  tied  as  well  as  the  vein,  to  prevent  moist  gangrene;  but 
the  suggestion  is  based  on  imperfect  premises,  and  experience  has 
shown  it  to  be  wrong. 

On  the  other  hand,  when  a  surgeon  is  ligating  an  artery  in  its 
continuity  for  any  purpose,  and  he  happens  to  wound  the  companion 
vein,  it  has  been  shown  to  be  the  best  practice  to  tie  the  artery  at 
another  spot,  either  just  above  or  just  below,  and  to  leave  alone  the 
puncture  in  the  vein,  unless  blood  continues  to  flow  from  it  after  the 
ligature  on  the  artery  is  tied.  The  explanation  of  this  point  of 
practice  is  twofold  :  in  the  tirst  place,  a  puncture  or  lateral  wound 
in  a  vein  heals  securely  without  occlusion  of  the  main  channel  ;  and, 
secondly,  the  ligature  of  a  main  ai'tery  in  its  continuity  so  lessens 
the  pressure  of  the  blood  in  the  main  veins  of  the  purt,  that  the 
feeblest  adherent  clot  is  not  displaced,  and  the  process  of  cicatriiui- 
tion  of  the  vein  is  not  imperilled. 

(c)  Capillary  hfemorr/uige  is  readily  arrested  by  the  application 
of  cold,  of  heat,  or  of  pressure ;  none  of  these  means  must  be  used 
of  such  intensity  as  to  injure  the  living  tissues. 

(d)  Parenchymatous  Juemorrhage  is  more  difficult  to  deal  with, 
for  it  only  occurs  in  circumstances  in  which  the  natui-al  means  of 
arresting  haMuorrhage  are  at  a  minimum.  The  best  means  to  employ 
are  heat,  the  actual  cautery,  or  the  compression  of  a  careful  suture, 
or  by  means  of  a  sponge  or  pad  ;  styptics  should  be  avoided,  as  a 
rule.  The  free  haemorrhage  from  an  incision  into  the  kidney  can  often 
be  arrested  either  by  sponge  pressure  or  by  irrigation  with  hot  water, 
and,  if  these  fail,  by  a  suture  ;  haemorrhage  from  the  placental  site  is 
best  controlled  by  flushing  the  uterus  with  hot  water  ;  bleeding  from 
the  liver  or  spleen  may  be  arrested  by  closing  the  wound  accurately 
with  sutures;  haemorrhage  from  very  vascular  tumours  is  best 
arrested  by  styptics  or  the  actual  cautery. 

Intermediary  haemorrhage  is  that  which  is  due  to  interrup- 
tion in  the  temporary  closure  of  a  wounded  vessel.     It  comes  on 
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within  twenty-four  hours  of  the  infliction  of  a  wound,  before  the 
process  which  results  in  the  cicatrisation  of  the  vessel  is  at  all 
advanced.  It  ia,  in  fact^  a  recurrence  of  lite  primary  bleeding,  and 
it  most  often  arises  from  imperfect  arrest  of  tlie  [irlmary  haemorrhage. 
Causes. — (1)  The  first  is  reaction  from  the  shock  of  an  injury  or 
operation  ;  this  is  attended  with  increased  heart-power  and  dilatation 
of  arteries,  and  therefore  soft,  recently-formed  coagula  are  liable  to 
lie  forced  out  of  divided  vessels.  The  frequency  with  which  this 
form  of  haemorrliage  arises  from  premature  or  excessive  reaction  has 
led  to  its  being  also  called  rea^ctionary  hceniorrha^ge. 

(2)  The  other  great  cause  is  movement  of  the  part  displacing  an 
external  clot,  and  dragging  upon  the  central  clot  and  opening  up 
the  vessel  again.  Movement  may  also  displace  a  badly-applied 
ligature  ;  it  is  also  injurious,  by  stimulating  the  heart  and  increasing 
the  arterial  tension. 

(3)  Slipping  of  a  ligature  from  faulty  application,  or  its  very 
rapid  softening,  may  allow  the  vessel  to  o])en  up  again. 

(4)  Failure  to  secure  the  distal  end  of  a  divided  artery. — It 
sometimes  happens  that  the  distal  end  of  a  divided  artery  does  not 
bleed  at  the  time,  but  after  an  interval,  when  the  heart  has  recovered 
its  power,  and  the  anastomosing  vessels  have  dilated,  blood  reaches 
and  flows  from  the  open  distal  end  of  the  artery. 

(5)  Failure  to  occlude  the  lumen  of  a  wounded  artery  which  is 
the  seat  of  a  punctured  wound. — We  have  already  mentioned  the 
great  liability  to  recurrence  of  the  bleeding  from  punctured  wounds 
of  an  artery  if  the  stream  of  blood  through  the  vessel  is  not 
arrested.  The  clot  which  forms  in  the  puncture  is  very  liable  to  l^e 
forced  out  during  reaction  from  the  shock  of  the  injury,  when  the 
blood  pressure  rises  to  the  normal,  or  even  above  the  normal. 

As  intermediary  hsemorrhage  is  a  recurrence  of  primary  haMUorr- 
hage,  and  has  no  special  features  of  its  own,  it  must  be  treated  in 
all  cases  in  accordance  with  the  principles  that  guide  in  the  treatment 
of  primary  bleeding.  The  wound  must  be  opened,  and  the  bleeding 
vessel  sought  and  secured  by  a  ligature. 

Secondary  hSBinorrhage. — Secondary  haemorrhage  is  usually 
defined  as  occurring  at  any  time  between  twenty-four  hours  after 
the  infliction  of  a  wound  and  its  complete  healing.  Such  a  defini- 
tion is  meaningless  and  useless,  and  ought  to  be  abandoned. 
The  true  definition  of  this  variety  of  ha?morrhage  is  "  bleeding 
arising  from  failure  in  the  repair  of  an  injui-ed  or  ligatured  vessel, 
or  from  ulceration  into  a  vessel."  Most  of  the  cases  are  traumatic 
in  origin,  but  hsemorrhage  arising  from  ulceration  into  an  artery  is 
of  the  same  nature,  and  requires  the  same  treatment  as  secondar}' 
traumatic  haemorrhage.  No  fonn  of  bleeding  is  so  insidious  or  so 
terrible  as  secondary  haemorrhage,  and  its  treatment  is  beset  with 
difficulties.  It  is  very  important  for  the  surgeon  to  be  thoroughly 
acquainted  with  its  causation  and  phenomena,  and  to  have  a  firm 
grasp  of  the  principles  to  be  applied  in  its  treatment.  Formerly  it 
was  of  frequent  occurrence,  but  the  introduction  of  aseptic  surgery 
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has  rendered  it  rare,  although  it  has  not  entirely  abolished  it  from 
surgical  practice. 

Canses.— Secondary  haemorrhage  occurs  under  one  of  two 
conditions : 

(1)  When  the  lumen  of  a  vessel  is  opened  up  by  ulceration  of  its 
walls  (septic  arteritis). 

(2)  When  the  pressure  of  the  blood  within  it  ruptures  a  healing 
artery  before  a  strong  resisting  cicatrix  has  been  formed. 

1.  Septic  arteritis. — The  infective  material  may  reach  the 
artery  from  the  general  wound  surface,  on  the  weapon  inflicting  the 
wound,  in  the  ligature  applied  around  the  artery,  from  an  abscess 
cavity  or  infective  ulcer  adjacent  to  the  artery,  or  from  the  blood 
within  the  artery.  The  results  of  such  infection  will  vary  with  the 
intensity  of  the  infective  material  and  with  the  vital  resistance  of 
the  arterial  walls.  Even  when  the  ligature  is  septic,  and  suppura- 
tion occurs  around  the  artery,  there  may  be  no  interference  with 
the  plastic  healing  processes  in  the  artery  and  its  contained  clot, 
and  tlie  vessel  may  be  permanently  and  securely  obliterated  aliove 
and  below  the  line  of  ulceration  about  the  ligature.  But  if  the 
infective  material  in  the  wound  be  very  virulent  or  contains  the 
streptococcus  pyogenes,  a  spreading  destructive  inflammation  of  the 
part  may  occur,  and  expose  the  patient  to  grave  danger  from  bleed- 
ing. On  the  other  hand,  age,  cachexia — especially  from  septicwniia 
and  pyiemia,  diabetes,  chronic  renal  disease,  or  alcoholism — and 
advanced  atheromatous  or  calcareous  disease  of  the  artery,  are 
conditions  which  may  seriously  lessen  the  vital  resistance  of  an 
artery  to  septic  infection  and  destroy  its  power  of  resisting  the 
attacks  of  pyogenic  organisms.  Of  equal  or  even  greater  import- 
ance in  this  respect  is  the  severance  of  some  of  the  coats  of  an 
artery  by  a  ligature  or  other  hsemostatic.  With  all  its  coats  intact 
an  artery  may  be  bathed  in  pus  and  stand  proof  against  ulceration ; 
but  if  the  middle  and  inner  coats  are  ruptured  and  the. outer  cont 
contused  or  strangled,  the  tissues  become  an  easy  j)rey  to  infective 
organisms,  and,  in  any  case,  the  pi*ocess  of  ulceration  is  greatly 
facilitated. 

2.  Rapture  or  a  healiu§:  artery.— We  have  already  seen 
that  the  clot  inside  a  divided  or  ligatured  artery  becomes  honey- 
combed by  intercommunicating  fissures  into  which  blood  flows  fmm 
the  open  artery,  and  that  these  channels  form  communications  with 
new  vessels  developed  from  the  cohmms  of  plasma  cells  passing 
through  the  arterial  walls  into  the  clot.  The  blood  in  these  channels 
is  flowing  with  the  same  pressure  as  the  blood  in  the  artery,  and 
thus  it  comes  about  that  the  young  cellular  tissue,  which  is  destined 
to  repair  the  arter}'  and  develop  into  firm  resistant  cicatricial  tissue, 
is  exposed  to  considerable  force  ;  in  adverse  circumstances  it  i* 
ruptured  by  it,  and  secondary  hiemorrhage  results.  The  conditions 
which  tend  to  facilitate  this  accident  are  threefold :  increase  in  the 
blood  pressure  in  the  repairing  artery,  hindrance  to  or  impairment  of 
the  reparative  process,  and  weakening  of  the  arterial  wall. 
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The  blood  pressure  may  be  increased  by  plethora,  by  cardiac 
hypertrophy,  by  chronic  renal  disease,  or  by  excited  action  of  the 
heart  from  mental  or  physical  stimulation. 

The  rapid  and  perfect  repair  of  an  artery  is  impeded  by  advanced 
disease  of  the  vessel,  by  cachexia,  by  haemophilia,  by  adjacent  in- 
flammation, by  the  proximity  of  a  large  branch  of  the  artery  through 
which  blood  continues  to  flow,  and,  in  the  case  of  punctured  wound 
or  incomplete  division  of  an  artery,  by  the  forcible  stream  of  blood 
flowing  through  the  vessel. 

The  weakening  of  the  arterial  wall  is  caused  by  division  of  any  of 
its  coats ;  and  when  it  is  borne  in  mind  how  thin  the  outer  coat  of  an 
artery — particularly  of  some  arteries — is,  and  how  great  a  proportion 
of  the  total  thickness  of  an  artery  is  due  to  the  inner  and  middle  coats, 
it  is  apparent  that  a  ligature  or  other  haemostatic  agent  which  severs 
the  inner  coats  does  thereby  greatly  lessen  the  strengtli  of  the  artery 
and  its  power  to  withstand  the  pressure  of  the  blood.  {See  page  531.) 
We  may  repeat  here  that  the  physiological  occlusion  of  such  an 
artery  as  the  ductus  arteriosus  is  effected  by  Nature  without  the 
severance  of  any  part  of  its  walls,  and  without  any  danger  whatever 
of  secondary  haemorrhage.  That  severance  of  part  of  the  thickness 
of  an  artery  should  facilitate,  and  render  quicker  and  safer  the 
repair  of  the  vessel,  is  contrary  to  all  we  know  of  the  repair  of 
other  parts  and  tissues.  Nowhere  does  increase  of  an  injury  pro- 
mote its  repair. 

It  must  be  remembered  that  while  we  have  spoken  of  two  con- 
ditions leading  to  secondary  haemorrhage,  and  discussed  them  sepa- 
rately, they  may,  and  often  do,  co-exist.  Septic  arteritis  may  destroy 
the  end  of  a  divided  vessel,  but  above  it  a  plastic  process  may 
obliterate  the  vessel,  and  save  the  patient  from  haemorrhage  when 
a  septic  ligature  separates  and  the  end  of  the  vessel  sloughs  off*.  On 
the  other  hand,  the  influence  of  the  inflammatory  process  may  be 
seen  in  such  a  delay  of  the  reparative  process  in  the  ai-tery  beyond, 
that  when  the  ligature  separates,  the  soft  reparative  material  yields 
before  the  blood  pressure  and  haemoirhage  occurs.  In  other  cases 
the  septic  inflammation  is  so  intense  that  it  aiTests  all  efforts  at 
repair  and  the  artery  is  directly  ulcerated  into. 

One  or  two  other  special  causes  must  be  noticed.  Thus  the  knot 
of  a  ligature,  if  very  hard  and  tied  tirmly,  may  quickly  ulcerate 
through  the  thin  outer  coat  of  the  arteiy,  and  open  up  the  vessel 
before  the  organisation  of  the  thrombus  has  advanced  far  enough  to 
enable  it  to  withstand  the  force  of  the  circulation.  For  this  reason 
a  flat  ligature  is  preferred  by  many  surgeons,  and  in  any  case  a 
supple  thread.     {See  Fig.  152.) 

In  tying  an  artery  in  its  continuity,  a  branch  may  be  wounded 
just  below  the  seat  of  ligature.  At  the  time  no  hajmorrhage  occurs, 
because  the  vessel  is  empty,  but  gradually,  as  the  anastomotic  circu- 
lation becomes  more  vigorous,  the  tension  rises  in  the  wounded  vessel 
until  the  organising  thrombus  in  it  is  displaced  or  torn  through,  and 
secondary  haemorrhage  occurs.     Premature  softening  of  a  ligature 


544  INJVEIES    OF   BLOOD-VESSELS. 

which  liag  severed  the  inner  and  middle  coats  of  an  artery,  by  leaving 
the  thin  outer  coat  unsupported  at  a  time  when  the  healing  procesti  is 
not  sufficiently  advanced  to  withstand  the  blood  pressure,  is  another 
occasional  cause  of  secondary  luemorrhage. 

Idiopathic  secondary  haemorrhage  occurs  in  all  cases  from  di^ 
integration  of  the  arterial  wall  by  septic  arteritis.  It  is  met  with  in 
abscesses,  ulcers,  and  infected  wounds  opening  into  a  neighbouring 
artery. 

Thus  we  may  enumerate  the  causes  of  secondary  Lsmorrliage 
as  follows: — (1)  Septic  infection  or  sloughing  of  the  ai-tery,  doe 
to  infection  of  the  wound,  of  the  ligature,  or  of  the  blood  clot ;  (2) 
yielding  of  an  arterial  cicatrix  ;  (3)  division  of  the  inner  coats  of  *n 
artery,  weakening  its  walls ;  (4)  advanced  disease  of  the  arterial 
wall ;  (5)  cachexia,  htemophilia,  chronic  renal  disease,  diabetes ;  (6) 
plethora ;  (7)  increase<l  force  of  the  ventricular  contractions :  (8) 
punctured  wound  or  incomplete  division  of  an  artery  ;  (9)  proxiinity 
to  the  ligature  of  a  large  branch ;  (10)  special  thinness  of  the  oater 
coat  of  an  ai*teiy ;  (11)  wound  of  a  branch  arising  just  below  a 
ligature  in  continuity  ;  (12)  faulty  ligature. 

As  the  cause  of  secondary  hiemorrhage  is  in  all  cases  a  change  in 
the  wall  of  an  ai-tery,  causing  it  to  yield  to  the  internal  blood 
j)ressure,  it  often  happens  that  the  bleeding  is  preceded  by  an 
aneurysmal  dilatation  of  the  end  of  the  vessel.  This  is  well  seen 
in  the  case  of  hiemorrhage  from  phthisical  lung  cavities,  where 
arteritis  is  the  cause  of  the  bleeding,  and  is  usually  attended 
with  marked  uneuiysmal  dilatation  of  the  vessel  before  tJie  bleeding 
occurs.  This  occurrence  of  aneurysm  must  not  be  confused  with  the 
bulbous  fonii  of  a  tied  arteiy,  which  is  due  to  the  contraction  of  the 
artery  above  the  tied  end  from  lessening  of  its  function ;  the  actual 
tied  part  cannot  at  once  contract,  because  it  is  filled  with  clot. 

Secondary  haemorrhage  very  often  occurs  from  the  distal  side  of 
an  artery  ligated  in  its  continuity.  Various  reasons  have  been  given 
for  this.  It  has  been  stated  that  the  application  of  a  ligature  luust 
necessarily  interfere  with  the  vasa  vasorum  supplying  the  vessel  wall 
immediately  below  it,  while  it  need  not  affect  at  all  those  supplying 
the  vessel  above  it.  Again,  the  internal  clot  is  smaller  and  later  in 
being  formed  on  the  distal  than  the  proximal  side  of  a  ligature. 
Another  and  probably  more  important  explanation  lies  in  the  fact 
that  the  obstruction  offered  by  the  capillaries  of  a  part  is  greater 
than  that  offered  by  the  anastomosing  channels  through  which  the 
blood  flows  when  a  main  artery  is  tied.  The  blood  pressure  in  the 
ai-tery  above  the  ligature  is  determined  by  the  obstruction  offered  br 
the  channels  of  anastomosis ;  but  the  blood  pressure  in  the  art^rr 
below  the  ligature  is  determined  by  the  obstruction  offered  by  the 
capillaries  of  the  part  it  supplies.  The  pressure  may,  therefore,  be 
gi-eater  in  the  artery  on  the  distal  than  on  the  proximal  side  of  a 
ligature. 

Phenomcua  of  secondary  hflemorrhage. — Secondan' 
haemoirhage  is  always  caused  by  progressive  molecular  disintegration 
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of  an  artery,  and  the  breach  in  its  walls  is  at  first  minute,  and  allows 
only  a  tiny  stream  of  blood  to  escape.  In  and  around  this  tiny 
aperture  a  clot  forms  and  stops  the  loss ;  but  as  the  disintegration 
proceeds,  this  clot  is  detached,  and  fresh  hemorrhage  resulta  This 
also  may  be  arrested  by  a  clot,  and  again  a  further  disintegration 
taking  place,  the  hajmorrhage  is  renewed.  This  recurrent  character, 
with  a  progressive  increase  in  the  amount  of  blood  lost,  until  it 
escapes  in  a  full  stream,  is  peculiar  to  secondary  haemorrhage,  and  is 
exceedingly  important  to  bear  in  mind,  for  serious  secondary  haemo- 
rrhage is  always  pi*eceded  by  a  slight  loss,  which  should  warn  the 
surgeon  of  what  is  about  to  occur. 

The  earliest  sign,  therefore,  is  the  escape  of  a  few  drops  of  blood, 
merely  staining  the  pus  or  other  discharge,  and  this  may  be  mistaken 
for  ooadng  from  granulations.  The  blood,  however,  will  be  noticed  to 
come  from  the  depth  of  the  wound,  and  to  be  unconnected  with  any- 
thing that  could  injure  granulations,  such  as  probing.  This  oozing 
stops,  and  in  a  few  hours,  or  longer,  is  followed  by  another  oozing 
— more  free  this  time — and  again  the  bleeding  stops.  But  after  a 
short  interval  another  bleeding  occurs,  and  this  time,  perhaps,  the 
loss  is  so  rapid  that  unless  quickly  arrested  by  the  surgeon  it  proves 
£ataL  Too  much  importance,  therefore,  cannot  be  attached  to  the 
occurrence  of  a  slight  oozing  of  blood  from  the  deep  part  of  a  wound  in 
which  an  arteiy  has  been  tied  or  exposed,  or  from  an  abscess  cavity 
near  a  large  artery.  It  is  the  herald  of  the  dreaded  secondary 
bleeding,  and  the  surgeon  who  observes  it  should  at  once  make  his 
preparations  to  deal  with  the  yielding  artery,  and  the  patient  should 
be  continuously  watched  by  a  skilled  attendant. 

In  some  cases  the  hsemorrhage  is  preceded  by  a  rise  of  tempera- 
ture and  by  pain  and  deep  swelling  in  the  part,  due  to  escape  of 
blood  around  the  artery. 

Principles  of  treatment  of  secondary  haemorrhage.— 
As  soon  as  ever  it  is  clear  that  secondary  haemorrhage  has  occurred, 
active  measures  should  be  taken  to  deal  with  it.  The  fact  that  the 
bleeding  has  ceased  when  the  surgeon  reaches  his  patient  in  no  way 
modifies  this  injunction.  In  the  case  of  primary  haemorrhage,  when 
the  bleeding  has  ceased  the  surgeon  should  not  interfere ;  but  in  a 
case  of  secondary  haemorrhage  no  such  rule  must  be  followed,  for 
Nature  is  unable  to  deal  permanently  with  a  yielding  and  ulcerating 
vessel,  and  the  cessation  of  bleeding  is  but  temporary,  and  will  surely 
be  followed  by  a  more  profuse  haemorrhaga  For  the  same  reason, 
the  amount  of  blood  lost  must  not  be  allowed  to  decide  the  course 
to  be  pursued.  The  slight  haemorrhage  is  but  the  prelude  to  the  more 
jiTofuse,  and  if  the  surgeon  waits  to  interfere  until  the  bleeding  is 
serious  in  intensity,  he  exposes  his  patient  to  grave  danger,  and 
will  certainly  be  called  upon  to  act  in  less  favourable  circum- 
stances. It  is  necessary  to  insist  upon  this  point,  because  in  its 
early  stages  secondary  haemorrhage  is  very  deceptive,  and  the  surgeon 
may  easUy  be  thrown  off  his  guard ;  and  the  means  to  be  adopted 
may  appear  to  the  unthinking  out  of  proportion  to  the  obvious 
I  I 
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necessities  of  the  case.     If  success  is  to  be  attained,  the  proper  tret(- 
ment  cannot  be  carried  out  too  early  or  too  thorouglily. 

When  the  very  first  trace  of  haemorrhage  is  noticed,  the  nuun 
artery  above  should  be  controlled  by  digital  compression  or  an  artery 
compressor,  in  the  hope  that,  by  diminishing  the  blood  pressure  in 
the  injured  artery,  repair  may  progress  and  seal  over  the  wound  with 
an  unyielding  cicatrix.  The  pressure,  if  successful,  most  be  con- 
tinued for  several  days,  and  left  off  gradually.  This  treatment  is 
likely  to  succeed  in  those  cases  where  tiie  hiemorrhage  is  due  to  the 
proximity  to  the  ligature  of  a  large  branch  of  the  artery,  or  to  the 
weakening  of  the  arterial  walls  by  disease,  or  their  severance  by  the 
ligature.  It  is  not  so  likely  to  succeed  where  septic  arteritis  is 
disintegrating  the  vessel.  Where  it  fails,  or  where  a  free  btemo- 
rrhage  has  already  occurred,  and  in  situations  where  it  cannot  be 
employed,  the  artery  should,  if  possible,  be  ligatured. 

For  secondary  haemorrhage  from  wounded  arteries,  such  as  those 
in  amputation  stumps,  or  from  arteries  in  the  walls  of  abscesses  and 
ulcers,  the  treatment  that  is  almost  always  necessary  is  to  open 
the  wound — however  far  advanced  healing  may  be — turn  out  the 
clots,  and  expose  the  bleeding  vessel,  which  must  then  be  secured  by 
a  carefully-applied  ligature.  Until  this  is  done,  the  hiemorrhage  b 
stayed  by  the  use  of  a  tourniquet,  where  that  is  possible.  The 
wound  itself  should  be  opened  up  rather  than  the  main  artery  be  cut 
down  upon  at  a  distance,  because  it  is  often  uncertain  exactly  what 
vessel  may  be  bleeding;  and  to  ligature  the  main  artery  of  a  stomp 
or  imrt  may  be  unnecessary,  while  the  anastomotic  circulation  msj 
quickly  lead  to  further  loss  from  the  unobliterated  vesseL  When  the 
wound  is  opened  up,  a  careful  search  may  be  needed  to  find  the  artery 
at  fault,  for  the  opening  in  it  may  l)e  closed  by  a  clot ;  the  surgeon 
must  carefully  look  for  such  a  clot,  may  then  rub  the  wound  well  with 
a  six>nge,  and  particularly  follow  up  any  sti*eam  of  bright  artoiil 
blood,  however  small.  Having  found  the  vessel,  he  must  proceed  to 
ligature  it  This  is  not  so  easy  as  in  the  case  of  a  primary  wound. 
The  artery  is  more  or  less  peifectly  eml>edded  in  inflammatory  exuds- 
tion  or  granulation  tissue,  which  fixes  it  to  its  companion  vein,  nerres, 
and  other  structui-es.  Its  own  wall  may  also  he  so  attenuated  by  the 
former  ligature,  or  by  septic  arteritis,  that  it  tears  through  at  once 
if  seized  in  a  forceps.  The  blunt  end  of  a  director  should  be  used 
to  se^mrate  the  arter}'  rather  than  a  knife  or  any  sharp  instrument 
When  the  artery  has  been  previously  divided  in  a  wound,  it  is 
separated  well  above  the  wound  sui*face,  and  there  carefully  tied 
When  the  artery  has  been  previously  tied  in  its  continuity,  or  is 
ulcerated  into  in  its  continuity,  a  double  ligature  should  be  placed  on 
it,  above  and  below  the  leak,  and  well  away  from  the  surface  of  the 
wound.  The  ligatures  should  be  of  aseptic  silk,  and  tied  so  as  not 
to  divide  the  inner  and  middle  coats  of  the  vessel.  Torsion, 
acupressure,  and  forcipressur-e  should  not  be  employed  in  the  treat- 
ment of  secondary  hiemorrhage. 

To  secure  the  artery  with  a  ligature  is,  however,  only  half  the 
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surgeon's  aim.  He  must  also  endeavour  to  render  the  part  aseptic; 
for  if  he  does  not  succeed  in  this,  the  continuation  of  the  process 
which  led  to  the  bleeding  will  lead  to  its  recurrence.  The  greatest 
care  should  be  taken  to  apply  efficient  antiseptics  to  every  part  of 
the  wound,  and  especially  to  the  vessel  and  the  tissues  around  it. 

A  light  antiseptic  dressing  should  be  applied,  through  which 
bleeding,  if  it  recurs,  will  at  once  be  detected,  and  the  patient  should 
be  constantly  watched.  Great  care  should  be  taken  to  keep  the 
arterial  tension  as  uniform  as  possible ;  to  this  end,  strict  rest  should 
be  enjoined ;  the  diet  should  be  light  and  unstimulating ;  the  bowels 
should  be  carefully  regulated  and  relieved,  if  necessary,  by  enema ; 
while  pain  and  restlessness  must  be  subdued  by  opium.  As  far  as 
possible,  all  excitement  must  be  allayed,  and  the  patient  must  be 
encouraged  to  believe  that  no  recurrence  of  the  bleeding  will  occur. 

In  certain  conditions  the  treatrnerU  by  ligature  cannot  be  car- 
ried out: — 

(a)  Where  the  tissues  are  sloughy,  and  a  ligature  cannot  be 
made  to  hold,  but  at  once  cuts  through  the  vessel,  the  actual  cautery 
should  be  employed.  The  cautery  must  be  at  a  dull  red  heat,  and 
applied  for  a  long  time,  so  as  to  char  the  artery  and  surrounding 
tiissues  deeply.  This  not  only  secures  a  firm  temporary  closure  of 
the  vessel,  but  it  renders  its  end  aseptic,  and  it  is  this  fact  which 
explains  the  success  yielded  by  the  cautery  in  some  apparently  des- 
perate cases. 

(6)  In  certain  suppu^fiting  and  sloughy  wounds,  the  hiemorrhage 
occurs  not  from  any  one  lai^ge  artery,  but  blood  oozes  out  from  the 
whole  surface — *'  parenchymatous  oozing."  The  bleeding  has  the 
recurrent  character  of  arterial  secondary  haemorrhage,  and,  if 
unchecked,  is  ultimately  fataL  To  tie  the  bleeding  vessels  is  im- 
possible, and  pressure  is  of  only  temporary  avail.  Such  cases  may 
be  dealt  with  by  searing  the  wliole  surface  with  a  hot  iron,  by  daily 
application  of  finely-powdered  dried  sulphate  of  iron,  or,  best  of  all, 
by  continuous  irrigation  with  ice-cold  boric  acid  solution. 

(c)  There  are  rare  cases  in  which,  a  few  days  after  an  opei-ation, 
venous  bleeding  occurs,  and  recui*s  day  after  day,  delaying  healing, 
and  eventually  becoming  serious  from  loss  of  blood.  Where  it  can  be 
exerted,  firm  pressure  is  the  best  means  to  adopt  in  these  cases ;  in 
other  instances  styptics  may  be  injected  into  the  wound.  The  writer 
has  met  with  two  instances  of  this  hsemorrhage.  In  one  the  venous 
bleeding,  gradually  becoming  more  abundant,  persisted  for  more  than 
a  week  after  excision  of  the  mamma  for  scirrhus  ;  in  the  other  it 
occurred  after  amputation  through  the  lower  third  of  the  thigh. 

{d)  In  certain  other  cases  the  opening  up  of  the  wound  and 
ligature  of  the  bleeding  artery  is  impracticable,  ou  account  of  the 
position  of  the  vessel.  The  deep  arteries  of  the  neck,  groin,  and 
abdomen  are  instances  of  this.  In  such  cases  the  only  course  open 
to  the  surgeon  is  the  careful  plugging  of  the  wound  with  aseptic 
gauze,  which  must  be  kept  in  position  undisturbed  for  several  days. 
In  the  case  of  cancerous  ulceration  into  arteries,  which  occurs  most 
I  I  2 
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often  in  the  neck  and  groin,  any  treatment  is  nna vailing  to  laTe  life; 
and  many  surgeons  regard  active  efforts  to  stop  the  bleeding  u 
uncalled-for  and  inexpedient  if  they  give  pain  to  the  patient.  In 
the  groin  success  may  be  obtained  by  passing  a  large  curved  armed 
needle  deeply  beneath  the  artery  and  vein  and  ligaturing  them  en 
masse. 

{e)  In  the  case  of  amputation  at  the  shoulder  joint  or  hip  joint, 
where  secondary  hiemorrhage  comes  on  when  the  stump  is  almost 
healed,  it  has  been  proposed  to  ligature  the  main  artery  higher  up 
rather  than  cause  severe  shock  and  extensive  wound  8ur£aoe  by 
o[>ening  up  the  stump.  Such  a  practice  has  been  followed  by  sucoeii, 
but  the  ligature  of  the  bleeding  vessel  at  the  seat  of  injury  it  tbe 
more  satisfactory  procedure,  as  already  stated. 

if)  In  some  instances,  when  it  is  known  what  artery  is  bleeding, 
instead  of  opening  up  the  original  wound,  and  finding  a  healthy 
]K)rtioii  of  vessel  to  tie  above  or  below  the  leak  in  it,  it  is  better  to 
cut  down  on  the  artery  through  a  fresh  wound,  and  Apply  the 
ligature.  This  may  not  only  be  an  easier  means  of  reaching  and  of 
tying  the  vessel,  but  it  may  be  safer,  inasmuch  as  the  aeoond  woond 
can  be  kept  free  from  infection  from  the  first.  For  example,  in  a  can 
of  amputation  through  the  lower  end  of  the  femur  with  aecondaiy 
haemorrhage,  known  to  be  from  the  popliteal  artery,  it  is  sound 
pi*actice  to  tie  the  su])ei'ficial  femoral  artery  in  Hunter's  canaL 

((f)  In  certain  cases  where  the  ligature  presents  special  difficohiei 
— e,(j.  either  tibial  artery  in  the  leg — firm  compression  of  the  ptrt 
has  been  recommended ;  the  pressure  must  be  applied  very  evenly 
and  cautiously,  and  should  be  left  undisturbed  for  several  days. 

When  secondary  htemorrhage  occurs  from  an  artery  that  has  been 
tied  in  its  continuity,  careful  compression  of  the  artery  where  tied  by 
a  ])ad  and  bandage  may  be  tried  at  the  first  occurrence  of  the  bleeding; 
hut  if  it  is  not  wholly  successful,  valuable  time  must  not  be  lost  in 
readjusting  the  bandage,  but  a  ligature  should  be  put  on  above  and 
Ix^low  the  bleeding  point.  If  now  we  take  the  case  of  an  artery  tied 
in  its  continuity  from  which  secondary  haemorrhage  recurs  even  after 
renewed  ligature,  there  are  at  least  two  courses  open  to  the  surgeon. 
He  may  tie  the  main  artery  higher  up,  or  he  may  amputate  the  limh 
In  the  lower  limb  a  double  block  in  the  main  artery  expoaes  the 
patient  to  so  great  a  risk  from  gangrene  that  it  should  not  be  made. 
In  the  upper  limb  the  conditions  are  more  fiiivourable,  and  a  second 
block  in  the  arteries  may  not  cause  gangrene.  The  main  arteiy  nay, 
therefore,  be  ligatured  higher  up,  and  only  when  that  has  fiuled 
should  amputation  be  resorted  to.  In  the  lower  limb,  where  n^ 
ligature  of  the  artery  at  the  same  spot  has  failed,  amputation  is  tbf 
only  resource.  The  amputation  may  be  at  a  spot  immediately  above 
the  seat  of  ligatui-e.  The  explanation  of  the  success  attending  amfio- 
tation  when  ligature  in  continuity  fails  lies  in  the  fact  that  lemovil 
of  the  limb  greatly  lessens  the  function  of  the  main  artery,  and  thif 
leads  to  contraction  of  the  arterial  trunk  for  some  distance  above— 
as  high  as  the  subclavian  or  iliac  trunk — and  to  diminution  of  the 
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lumen  of  the  vessel  by  endothelial  overgrowth.  In  some  cases  the 
amputation  substitutes  an  aseptic  for  a  septic  wound. 

The  constitutional  treatment  of  haemorrhage  already  described 
must  be  carefully  carried  out.  The  patient  must  be  kept  at  rest, 
and  a  nurse  must  be  in  constant  attendance  both  to  attend  to  all  his 
wants  and  to  observe  immediately  any  recurrence  of  the  bleeding, 
and  to  arrest  it  by  a  tourniquet. 

V.     WOUNDS  OF  SPECIAL  VESSELS. 

Of  the  head  and  neck. — Wounds  of  the  common  carotid 

artery,  if  not  immediately  fatal,  roust  be  treated  by  a  double  liga- 
ture of  the  vessel,  and  if  secondary  haemorrhage  occurs,  the  artery 
may  be  re-ligatured  above  and  below  the  first  ligature ;  and  if  that 
fails  to  arrest  the  bleeding,  the  wound  must  be  cai-efully  plugged. 
Wounds  of  the  internal  carotid  artery  must,  if  possible,  be  dealt 
with  by  a  double  ligature  at  the  seat  of  injury;  if  secondary 
hiemorrhage  occurs,  the  common  cai-otid  artery  and  the  orifice  of 
the  external  carotid  artery  should  be  tied.  When  the  vessel  is 
wounded  close  to  the  skull  it  is  quite  impossible  to  ligature  it  there, 
and  the  surgeon  must  then  trust  to  tying  the  artery  lower  down  in 
the  neck  or  the  common  tiiink. 

Wounds  of  the  external  carotid  artery  and  its  branches. — 
Wherever  possible  the  divided  ends  of  the  artery  should  be  picked  up 
and  tied,  and  care  must  be  taken  to  tie  the  distal  end,  as  the  anasto- 
moses of  the  branches  of  this  artery  are  so  free.  In  the  case 
of  haemorrhage  from  the  deep  branches  of  the  external  carotid,  such 
as  the  internal  maxillary,  where  the  local  ligature  cannot  be  ap- 
plied, the  external  carotid  trunk  should  l)e  tied  just  beyond  the 
origin  of  its  thyroid  branch  ;  and  if  this  fails  to  arrest  the  bleeding, 
the  external  carotid  ai-tery  of  the  opposite  side  should  be  tied,  as 
in  such  a  case  the  continuance  of  the  haemorrhage  will  be  due  to 
tilood  reaching  the  wounded  vesseb  across  the  middle  line  through 
the  anastomoses  from  the  other  side.  In  no  case  should  the  com- 
mon trunk  be  tied  for  wound  of  the  external  carotid  or  its  branches. 
In  the  case  of  the  lingual  artery  wounded  in  the  mouth,  when  the 
bleeding  point  cannot  be  seized  the  vessel  may  l)e  tied  in  the  neck 
where  it  lies  above  the  hyoid  bone. 

Wounds  of  the  palatine  arteries  often  bleed  very  freely  :  iu 
the  soft  palate  the  vessel  can  be  seized  in  pi-essure  forceps ;  in  the 
hard  palate,  if  this  l)e  impracticable,  a  ligature  may  \>e  passed  by 
means  of  a  fine  curved  needle,  and  tied  ;  and  if  other  means  fail,  a 
peg  of  ivory  or  wood  may  be  forced  up  the  posterior  palatine  canal. 

The  arteries  in  the  face  and  scalp  are  often  most  conveni- 
ently occluded  by  a  suture,  which  serves  the  double  purpose  of  clos- 
ing the  wound  and  arresting  the  bleeding ;  harelip-pins  or  silk  sutures 
may  be  employed,  care  being  taken  to  pass  the  suture  beneath  each 
end  of  the  vessel.  For  the  scalp,  pressui*e  by  pad  and  bandage  may 
be  safely  employed,  as  the  underlying  bone  fonns  a  firm  surface  for 
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counter- pressure.  Bleeding  fnun  a  punctured  scnlp  urtfiy  tiui? 
HtiinetimeA  l»e  arn^sted  \iy  ccmiplet^»ly  severing  thr  Vi'jwrl ;  tJiin 
iiiethocl  us«*d  to  be  eniploypfi  after  arterioUimjr  of  thm  tentponl 
artery. 

Wniiiid  of  ntf^tiiiii^f'fil  iiitory  must  be  clr>«ed  by  a  fine  dottU** 
Jignture  ;  it  is  of  ton  imposKiMo  to  seize  the  artery  in  forc^i^  asul  tif 
it,  and  then  the  ligature  mnst  be  carried  round  the  artery  by  i 
needle  pa^ed  under  it.  If  wounded  in  ri  bony  ciuml,  it  mitst  W 
plumed  by  gauze  or  an  ivory  {>eg. 

w^oundn  of  the  siil»cln%'iitii  nrtery  appear  to  be  invimakly  btiJ ; 
wound*  of  the  snpra^tcapttlaf  or  tran^fy^n*'  Cfrnc*tl  arteriea  itiiut  W 
treated  by  double  ligature  in  the  wound.  Wounds  of  the  t^eri^fral 
artery  pi*e8ent  n  »{>eciiil  ditticulty  I  with  in  diagiiimis  and  tri*atl])«nt ; 
for  as  comj>reK8ion  of  the  couitnon  carotid  artery  agmijist  the  tnuu- 
verne  process  of  the  sixth  cervical  vertebm  may  occlude  the  \ iTtrliml 
trunk  also,  it  13  eAi»y  to  see  that  the  arrest  of  thts  lileeding  from  thh^ 
pr*?shm^i  may  be  wRjngiy  tiiken  to  indicate  that  the  wounded  vvmel 
is  the  carotid  or  one  of  it8  deiivativet*  when  it  is  really  the  v^ertebnJ 
trunk*  The  only  way  to  make  sure  of  the  source  of  the  bleetling  U 
to  enlarge  the  wound  until  the  tinger  t»an  be  intro<Iuoe<l  and  feel 
the  bleeding  f»oint.  If  the  wound  iiivolves  the  vesHel  Ijelow  it»i 
entrance  into  the  cervical  «pine,  the  artery  should  be  tied  aliovo  and 
below  the  puncturt^ ;  hut  whei'e  it  is  punctured  lietwe^n  two  trann- 
verse  processes,  there  is  no  room  to  place  a  double  ligatunt  j  ih«* 
best  plan  in  sucli  a  case  ap|>«*ai-s  to  l>e  to  plug  the  wound  very  can?- 
fiilly,  taking  great  pains  to  )iave  tlie  deetjest  part  of  the  plug  accu 
rately  fitted  in  l>etween  the  tranHvei*8*!  processes  of  the  vrrtebm*. 
Ligature  of  the  arU'ry  below^  the  sLxth  xertebra  and  above  tb«  atUa 
has  been  suggested  :  the  operation  is  attended  with  dilEculty  and 
Home  degi'ee  of  danger. 

8mH)l  wounds  of  tlie  infernal  J  iiiriiliii*  vein  should  W  cIomiI 
by  a  lat**ral  ligature  or  sutun-  of  the  vein  ;  extensive  wounds  of  Ite 
vein  reipure  a  double  ligature*  Wounds  of  a  etitniett  #«VttM  inuat  In* 
dealt  with  by  careful  plugging  with  a  strip  of  itseptie  gauze. 

Hi»*morrhage  f»x>m  the  ftockft  «l  a  laotli  may  be  long  eo^k* 
tinned  and  serious  in  amount.  It  is  to  be  ari^estetl  by  rrmovioff  all 
clots  from  the  socket,  and  paasuig  a  narrow  Kirip  of  lint  timdy  damn 
to  the  very  bottom  of  the  fti>cket  from  which  the  blood  is  oomin^ 
and  then  filling  in  the  cavity  lately  occupied  by  tlie  tooth  witJi  Unt, 
until  the  little  |«ul  rises  ju»t  al»ove  the  level  of  th^'     '  f  teetli. 

Tint  pad  is  held  in  |K»4ition  by  lirmly  closing  the  pati»  tb* 

Of  the  trunk.  Wounds  ctf  tht'  liiirrtial  tnniiiiRitr|^  and 
liitcrro«»ffil  airterte«  are  U-st  trentetl  by  doulde  ligature  in  niu. 
This  subject  is  more  fully  dtscuiiaed  in  Article  XLIV.»  on  Tlia 
HUHOEIiV  OF  TBK  Chicst,   Vol.   II. 

W*ounds  of  the  rpiirtiHtrii*  and  litmbiir  luierlra  maat  be 
closed  by  doutde  ligature,  and  it  is  often  neoesnar}^  to  enlaxge  the 
wound  considerably  t^j  expi^se  the  aevered  veasel ;  the  enda  of  the 
epignfitric  artery,  in  particular,  may  be  found  considerably  retneted 


4 

I 
I 


I 

f 


WOUNDS  OF  SPECIAL  VESSELS.  551 

The  ai'tery  of  the  /rctnuin  prdptUii  is  sometimes  torn,  and  continues 
to  bleed  freely.  Complete  division  of  the  vessel  in  the  wound  often 
stops  the  hasniorrhage,  especially  with  the  aid  of  gentle  pressure ;  if 
not,  the  proximal  end  of  the  vessel  must  be  seized  and  tied.  The 
artery  of  the  hi/men^  when  torn,  may  also  lead  to  serious  hsemorrhage ; 
if  pressure  fails  to  arrest  it,  the  vessel  must  be  tied. 

Of  the  upper  limb. — If  the  axillary  artery  or  one  of  its 
branches  be  wounded,  the  bleeding  vessel  must  be  exposed  and  a 
ligature  applied  to  hoiti  ends.  It  is  important  to  follow  the  cardinal 
rule  in  these  cases,  as  it  is  often  difficult,  and  even  impossible,  to 
determine  by  other  means  what  vessel  is  wounded ;  and  the  anasto- 
moses of  the  branches  of  the  axillary  artery  are  so  free  that  if  a 
ligature  is  not  applied  to  the  distal  end  of  the  wounded  vessel  the 
hcemorrhage  is  almost  certain  to  recur.  In  such  a  case,  considerable 
enlargement  of  the  wound  may  be  necessary ;  and  if  the  wound  is 
high  up  in  the  axillary  trunk,  the  pectoral  muscles  may  have  to  be 
divided.  Until  the  vessel  is  securely  ligatured  the  hfemorrhace 
most  be  controlled  by  compression  of  the  third  pai-t  of  the  sub- 
clavian artery.  Wounds  of  the  axillary  vein,  if  not  too  ex- 
tensive, should  be  closed  by  a  lateral  ligature. 

Wounds  of  the  brachial  artery  and  of  the  radial  and  uhiar 
arteries  in  the  fore-arm  must  be  treated  by  double  ligature  in  situ. 

Wounds  of  the  palmar  arches  often  occasion  considerable 
trouble.  They  may  be  dealt  with  by  a  carefully-applied  graduated  com- 
press over  the  wound;  combined  with  full  flexion  of  the  elbow.  But  the 
results  of  this  plan  of  treatment  have  been  in  many  cases  disastrous. 
It  is  far  better  to  enlarge  the  wound  carefully,  expose  the  bleeding 
artery,  and  tie  it  on  each  side  of  the  wound  in  it.  To  expose  the 
deep  arch,  the  inner  head  of  the  abductor  indicis  may  be  detached 
from  the  second  metacarpal  bone.  If  treatment  by  compression  has 
been  tried,  and  has  failed,  the  local  ligatui*e  should  be  resorted  to 
whenever  possible.  But  if  this  is  impracticable  owing  to  the  slough- 
ing in  the  palm,  the  graduated  compress  may  be  tried  once  more ; 
and  if  this  fails,  the  radial  and  ulnar  vessels  may  be  tied  close  above 
the  wrist,  or  the  brachial  artery  at  the  bend  of  the  elbow.  Wher- 
ever possible,  the  vessel  should  be  tied  at  the  seat  of  injury. 

Of  the  lower  limb. — Wounds  of  the  i^lutearand  sciatic 
arteries  in  the  buttock  are  very  serious  injuries ;  they  should  not  be 
treated  by  plugging  the  wound  or  the  application  of  styptics.  When 
the  vessel  is  wounded  outside  the  pelvis,  it  should  be  cut  down  upon, 
and  a  ligature  applied  to  each  end.  If  exploration  of  the  wound  in 
the  buttock  shows  that  the  haemorrhage  is  from  a  wound  inside  the 
pelvis,  the  surgeon  may  resort  to  compression  of  the  common  iliac 
artery  by  tourniquet  or  the  rectal  lever,  or  he  may  place  a  ligaturt* 
on  the  internal  iliac  artery ;  and  the  best  way  to  reach  it  is  through 
the  peritoneal  cavity.  Of  these  methods,  the  ligature  is  to  be  pre- 
ferred whenever  possible.  Wounds  of  the  femoral  artery  or  its 
branches  require  double  ligature  at  the  seat  of  injury.  The  same 
method  must  be  employed  in  wounds  of  the  popliteal  or  tibial  arteries, 
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and  wounds  of  the  plantar  arch  are  to  be  treated  in  the  same  way  as 
wounds  of  the  palma/r  arch. 

In  cases  of  secondary  haemorrhage  from  wounds  of  the  femoral  or 
popliteal  artery,  the  wound  must  be  opened  up,  and  the  vessel  re- 
ligatured  above  and  below  the  bleeding  point.  When  the  hwino- 
rrhage  is  threatening,  it  may  be  prevented  by  digital  or  otlier 
compression  of  the  main  artery  higher  up,  or  by  careful  aneptic 
plugging  of  the  wound.  If  the  bleeding  recurs  after  a  second  liga- 
ture of  the  vessel,  amputation  at  the  level  of  the  wound  in  the  artery 
is  the  only  resource,  as  ligature  of  the  artery  at  a  higher  level 
exposes  the  patient  to  the  gravest  risk  of  gangrene. 

Wounds  of  the  femoral  vein  are  very  grave  injuries.  A  smaU 
wound  should  be  closed  by  a  lateral  ligature  of  the  vessel,  a  large 
wound  by  a  double  circular  ligature ;  the  companion  artery  should 
not  be  ligated  unless  wounded.  If  the  heart  and  vessels  are  health j, 
the  popliteal  or  the  femoral  artery  and  vein  may  be  simultaneouslv 
ligatured  without  the  occurrence  of  gangrene.  RnptHre  %i  ■ 
varicose  vein  of  the  leg — or  its  wound — may  be  easily  con- 
trolled by  the  pressure  of  a  pad,  fixed  on  by  a  liandage  extending 
up  from  the  roots  of  the  toes. 


XXIV.    DISEASES   OF  BLOOD-VESSELS, 

By  a.  PEAECE  GOULD,  M.S.  Lond.,  F.R.C.8., 
Senior  Astittant  Surgeon,  Middlesex  Hospital, 

I.     ARTERITIS. 

Seybral  varieties  of  arteritis,  or  inflammation  of  arteries,  have  been 
described.  These  varieties  are  distinguished  by  their  cause  as 
traumatic,  embolic,  and  spontaneous ;  by  their  intensity  and  course  as 
acute  and  chronic,  and  by  the  coat  of  vessel  most  markedly  or  earliest 
affected,  as  endarteritis,  mesarteritis,  and  periarteritis.  As  a  rule, 
it  is  the  inner  coat  which  is  the  special  seat  of  inflammatory  change. 
The  older  surgeons  described  a  diffuse  acute  or  erysipelatous  arteritis 
as  a  common  disease.  It  is  now  known  not  to  exist,  the  post-mortem 
staining  of  the  tunica  intima  having  been  mistaken  for  the  redness 
of  inflammatory  hypersemia.  Very  occasionally,  in  acute  rheumatism, 
the  part  of  the  aorta  immediately  adjacent  to  the  heart  may  be  the 
seat  of  changes  exactly  resembling  acute  endocarditis.  Rarely,  also, 
atheroma  may  develop  acutely,  run  a  rapid  course,  and  lead  to  the 
production  of  scattered  patches  of  swelling  in  the  tunica  intima 
of  the  aorta.  These,  however,  are  pathologic  curiosities  of  little  or 
no  importance  in  surgery.  The  following  varieties  of  arteritis  are 
of  great  practical  moment : — 

The  acute  varieties  include  plastic  or  traumatic  arteritis,  sup- 
purative arteritis,  and  embolic  arteritis.  Several  forms  of  chronic 
(arteritis  have  been  recognised.  Of  these  the  most  important  are — 
at/ieroma,  syphilitic  arteritis,  tuhercuUyus  arteritis,  and  ohliterathig 
arteritis.  In  each  form  the  changes  are  most  marked  in  the  inner 
coat  of  the  artery. 

1.  Plastic  or  traumatic  arteritis.— By  this  is  meant  the  sum 
of  the  processes  which  lead  to  the  healing  of  a  wounded  artery.  It 
is  characterised  by  the  effusion  of  plastic  lymph  and  its  subsequent 
organisation.  According  to  circumstances,  this  lymph  either  seals 
a  wound  in  an  artery,  closes  the  end  of  a  divided  vessel,  or  infiltrates 
a  thrombus  and  occludes  some  extent  of  the  lumen  of  the  tube.  It 
is  associated  with  similar  changes  in  the  sheath  of  the  artery,  for  the 
injuries  which  it  repairs  always  involve  the  sheath  as  well  as  the 
vessel.  It  is  a  strictly  local  process,  with  no  tendency  to  spread  far 
beyond  the  injured  area.  It  is  also  a  consei^vative  constructive 
I  I  ♦ 
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process,  giving  rise  to  no  symptoms,  requiring  no  treatment ;  and  it 
is  hardly  accurate  to  speak  of  it  as  a  disease  of  arteries,  but  rather 
as  a  process  of  repair.  We  have  already  considered  the  details  of 
this  repair  in  the  previous  Article.     (See  page  512.) 

2.  Suppurative  arteritis. — ^This  is  an  intense  acute  inflamma- 
tion of  the  coats  of  an  artery,  caused  by  the  growth  of  pyogenic 
organisms,  and  is  exactly  analogous  to  acute  suppuration  in  other 
tissues.  The  arterial  wall  is  infected  in  one  of  three  ways :  mort 
often  by  the  spreading  of  suppuration  and  idoeration  from  the 
surrounding  tissues,  sometimes  by  an  infected  ligature,  and  some- 
times the  poison  may  be  contained  in  the  blood,  and  infect  the  tobmI 
through  the  thrombus  formed  in  it.  However  the  disease  originate!, 
it  is  attended  with  dilatation  of  the  vasa  vasorum  in  the  sheath  and 
the  outer  coats  of  the  vessel,  and  by  a  rapid  exudation  of  aemm  and 
migration  of  leucocytes.  The  wall  of  the  artery  is  swelled  and 
softened,  the  endothelium  is  slied,  and  blood  coagulates  in  the  interior. 
By  the  peptic  action  of  the  pyogenic  toxines,  the  cells  and  fibres  d 
the  arterial  wall  are  broken  up  and  dissolved,  and  the  arterr 
"  ulcerates."  In  some  cases  the  destructive  process  is  marked  hj 
the  formation  of  distinct  sloughs  of  the  vessel.  The  softening  and 
destruction  of  the  vessel-wall  exposes  the  patient  to  grave  nsk  cl 
hemorrhage — this  disease  is  the  chief  caiise  of  secondary  hsmorrfaagi 
— and,  indeed,  this  result  would  be  invariable  were  it  not  that  the 
blood  coagulates  within  the  vessel,  and  that  often  the  clot  oompktelT 
fills  the  artery  and  extends  beyond  the  infected  portion  of  the  tmkL 
which  then  becomes  shut  off  by  plastic  arteritis.  In  small  arteriei 
this  often  occurs.  In  large  arteries  the  rapid  stream  of  blood 
interferes  with  coagulation,  and  may  prevent  complete  obliteratifiB 
of  the  lumen  with  a  clot,  and  then  haemorrhage  is  sure  to  oocnr  when 
the  arterial  wall  softens.  A  striking  instance  of  this  is  when  a  large 
artery  is  exposed  in  the  wall  of  an  acute  abscess ;  if  the  artery 
becomes  infected,  that  part  of  its  wall  which  projects  into  the  abscea, 
yields,  forming  an  aneurysmal  pouch,  and  then  bursts  into  the 
abscess  cavity.  The  hsemorrhage  in  the  late  stages  of  phtbiaiB  may 
be  from  this  cause.  A  few  years  ago  I  had  a  case  of  sappurmtioB 
in  the  neck,  in  which  nearly  the  whole  length  of  the  common 
carotid  artery  was  destroyed  by  this  disease,  and  death  occorred 
from  secondary  hfemorrhage.  An  abscess  in  the  neck,  into  which  the 
common  carotid  artery  had  opened,  was  incised  by  Liston  with  diasi- 
trous  result.  The  liability  for  the  suppurative  process  to  extend  to 
arteries  is  the  reason  why  all  acute  abscesses  near  large  vessels  should 
be  opened  and  disinfected  at  the  earliest  possible  moment.  Injury 
of  an  artery,  as  by  a  bullet  or  other  foreign  body,  a  sequestrum  or  « 
ligature,  renders  it  less  able  to  withstand  the  influence  of  infectioD., 
and  the  destructive  process  advances  more  rapidly. 

3.  Embolic  arteritis  may  be  considered  separately,  owing  to 
its  great  interest.  When  a  non-infective  embolus  lodges  in  an 
artery,  the  blood  coagulates  upon  it  until  it  completely  blocks  the 
vessel,  the  endothelium  proliferates,  and  all  the  changes  of  plastic 
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arteritis,  ending  in  permanent  obliteration  of  the  vessel,  ensue.  But 
if  the  embolus  is  infective — e»pL.li  portion  of  iibrin  containing  micro- 
cooci  washed  from  an  aortic  valve  in  a  case  of  ulcerative  endocarditis — 
an  acnte  inflammation  of  the  artery  ensues,  which  often  ends  in 
suppuration,  and  this  is  the  explanation  of  the  abscesses  which  occur 
in  "tiie  course  of  ulcerative  endocarditis  and  pyaemia.  The  arteritis 
may,  however,  stop  short  of  'suppuration,  and  merely  cause  softening 
di  the  arterial  wall.  Then,  under  the  pressure  of  the  blood,  the 
artery  yields,  forming  an  aneurysm,  or  it  may  burst  and  occasion 
hsBmorrhage.  Idiopathic  aneurysm  in  children  and  young  people  is 
probably  always  due  to  the  softening  effect  of  an  irritant  embolus ; 
and  some  aneurysms  in  older  patients  are  caused  in  the  same  way. 
This  form  of  arteritis  occasionally  occurs  in  the  course  of  acute 
rheumatism. 

4.  Atheroma,  arteritis  deformans,  chronic  endarteritis.— 

These  names  denote  a  chronic  suVinflammatory  disease  of  the  arteries, 
which  is  so  common  in  old  persons  as  to  have  been  regarded  as  a 
conatant  effect  of  old  age.  The  inflammatory  products  always 
nndergo  fatty  or  calcareous  degeneration,  and  it  has  sometimes  been 
omsidered  a  degeneration  of  arteries  rather  than  an  inflammation. 
Bat  the  disease  is  distinctly  inflammatory  in  nature,  and  in  its  most 
intense  form  has  been  described  by  Cor  nil  and  Ranvier  as  acute 
endtvrteriiis.  All  grades  of  intensity  between  this  form  of  the 
disease  and  the  least  intense,  which  most  nearly  resembles  a  de- 
generation, are  met  with. 

Causes. — Old  age  is  the  predisposing  cause  of  atheroma,  by 
lessening  the  power  in  the  arteries  to  withst^ind  the  strain  of  the  circu- 
lation and  the  the  pressure  of  the  blood  within  them.  The  exciting 
cause  of  the  disease  is  mecJuinical  strain^  and  we  therefore  find  that 
all  conditions  which  increase  this  strain  tend  to  induce  atheroma. 
The  disease  is  more  frequent  in  men  than  women,  and  in  those  whose 
occupation  or  habits  expose  them  to  sudden  and  severe  or  prolonged 
effort.  Plethora  acts  in  a  similar  way,  and  on  the  other  hand, 
wasting  disease  protects  from  atheroma.  The  obstruction  to  the 
flow  of  blood  through  the  arterioles  from  arterio-capilhiry  fibrosis,  or 
from  spasm  of  the  arterioles,  which  occurs  in  chronic  renal  diaease 
with  contracted  kidney,  by  raising  the  blood  pressure  in  the  arteries 
excites  this  disease.  Gowt  leads  to  atheroma,  chiefly  by  causing  renal 
disease  and  arterio-capillary  change,  but  possibly  also  in  this 
dyscrasia  the  blood  itseft  acts  as  an  irritant.  Alcoholic  excess  is  an 
important  cause  of  chronic  endarteritis,  partly  from  the  direct  irritant 
influence  of  the  alcohol,  partly  from  the  chronic  renal  disease  it  sets 
up,  and  partly  from  the  cardiac  excitement  it  induces.  Syphilis  has 
been  asserted  to  cause  atheroma,  but  this  is  doubtful ;  if,  however, 
there  is  widespread  syphilitic  endarteritis  of  the  smaller  vessels,  the 
obstruction  to  the  circulation  thus  induced  may  lead  to  atheroma. 
That  syphilis  has  any  more  dii*ect  influence  in  exciting  the  disease 
has  not  been  proved. 

The  disiriftition  of  the  disease  is  strong  evidence  of  the  influence 
1  I  2* 
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of  8ti*aiu  in  its  causation.  It  is  mo8t  frequent  in  Uie 
e8})ecially  its  arch — and  the  large  ai*terie8.  It  is  less  oommon  in  the 
smaller  arteries,  excepting  those  at  the  base  of  the  brain.  It  is 
more  common  in  the  arteries  of  the  lower  limb  than  of  the  upper, 
because  the  pressure  in  them  is  greater ;  and  of  all  the  Tiieml 
arteries  the  coronary  of  the  heart  and  the  splenic  are  the  moat  liable 
to  the  disease.  Atheroma  is  rare  in  the  pulmonary  arteiy,  and  b 
only  met  with  when  the  pressure  in  the  vessel  is  increased,  owing 
to  obstruction  in  the  circulation  in  the  lungs  or  at  the  mitral  valve, 
with  compensatory  hyperti*ophy  of  the  right  ventricle.  The  ditene 
attacks  especially  the  curved  parts  of  arteries  and  the  parts  arouad 
the  mouths  of  lateral  branches,  and  where  the  vessel  is  in  ooiitaci 
with  bone,  as  along  the  back  of  the  descending  aorta,  at  the  back  of 
the  femoral  artery  where  it  passes  over  the  pelvis,  and  at  the  front 
of  the  popliteal  artery. 

Naked-eye  appearances. — The  disease  occurs  in  the  form  d 
circumscribed  raised  patches  on  the  inner  sur&u»  of  the  artery. 
These  may  be  in  the  form  of  circles  around  the  mouths  of  brutcbei, 
or  in  linear  streaks,  but  are  often  oval  in  form  ;  they  grow  at  their 
margins,  and  so  tend  to  coalesce.  When  these  patches  are  nnmerou 
and  much  raised  they  justify  the  term  sometimes  applied  to  tk 
disease — arteritis  nodosa  vel  deformans.  The  patches  are  firm  in 
consistence,  a  dull  white  or  yellow  in  colour,  and  they  make  tlw 
vessel  less  elastic  and  resilient.  In  the  later  stages  flat  calcarBOoi 
plates  are  seen,  and  the  edge  or  surface  of  a  plate  may  be  bared  <rf 
endothelium,  and  then  is  liable  to  have  fragments  of  clot  adhering  to 
it.  In  other  cases,  the  atheromatous  patches  are  softened  down, 
and  when  cut  into  a  thick  grumous  fluid  escapes — an  €Uhercwakm 
ahscess — or  such  an  abscess  having  burst,  a  depressed  pit  is  left  in 
the  arterial  wall — an  atlieroinaJtous  ulcer. 

Pathological  chang^es. — The  disease  begins  in  the  deeper 
layers  of  the  tunica  intima,  in  a  proliferation  of  the  small  flattened 
cells  lying  between  the  layers  of  fibrous  tissue ;  this  tissue  also  incresiei 
in  amount,  and  in  all  but  the  more  acute  forms  of  the  disease — called 
sometimes  acute  endarteritis — the  diseased  patches  are  formed  in 
greater  part  of  thickened  layers  of  fibrous  tissue  with  a  few  oval,  llat 
or  stellate  cells  between  them.  Over  this  diseased  area  the  super- 
ficial layers  of  the  intima,  with  the  endothelium,  are  continued 
unaffected.  No  vessels  are  developed  in  the  new  tissue,  and  after  a 
time,  which  varies  much  in  different  cases,  degeneration  sets  in. 
This  assumes  two  forms :  most  often  it  is  a  fatty  degeneration  of 
the  tissue,  but  calcareous  degeneration  is  quite  common,  and  it 
may  follow  upon  the  fatty  change,  or  occur  independently.  Tke 
fatty  degeneration  may  be  attended  with  softening  of  the  tiane, 
even  to  complete  liquefaction  and  the  formation  of  the  socalled 
**  atheromatous  abscess,"  the  contents  of  which  are  not  pna,  but  fMt? 
granules,  oil-drops,  and  crystals  of  margarine  and  cholesterine.  If 
the  li([uef action  is  less,  a  soft  yellow  patch  is  produced,  and  it  mav 
be  so  entii*ely  absent  that  the  yellow  area  is  dry  and  firm.     Lastly, 
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the  fatty  granules  and  debris  may  be  absorbed  and  leave  a  cicatrix- 
like  depression  in  the  vessel.  The  thin  layer  of  endothelium  and 
superficial  part  of  the  intima  over  a  softened  atheromatous  patch 
is  very  liable  to  be  ruptured  ;  the  contents  of  the  "  abscess "  are 
then  swept  away  in  the  blood  stream,  the  larger  portions  blocking 
up  arterioles  or  capillaries,  but  owing  to  their  non-infective  nature, 
not  giving  rise  to  any  serious  consequences.  The  deep  surface  of 
the  patch,  which  is  then  exposed,  forms  an  ''  atheromatous  ulcer  "  : 
its  floor  always  shows  fatty  or  calcareous 
change. 

Calcareous  degeneration  appears  first 
in  the  form  of  fine  granules  of  lime-salts; 
these  then  coalesce  into  flat  plates  of 
varying  size,  and  this  form  has  given 
rise  to  the  name  of  laminar  calcification^ 
to  distinguish  it  from  the  annular  calci- 
Jicaiion  met  with  in  the  middle  coat  of 
arteries.  These  plates  sometimes  attain 
a  considerable  size;  the  endothelium 
covering  them  is  apt  to  be  disintegrated 
and  expose  sometimes  the  whole  plate, 
sometimes  a  sharp  edge  only.  Occasion- 
ally, such  a  plate  gets  partly  or  wholly 
detached,  leading  to  thrombosis  or  em- 
bolism. The  causes  which  determine  in 
some  cases  fatty  change,  and  in  othei-s 
calcareous  degeneration,  are  not  known  ; 
heredity  may  play  some  part :  at  any 
rate,  some  individuals  appear  to  have  a 
special  tendency  to  calcareous  deposit 
(Fig.  159). 

The  middle  coat  of  the  artery  is 
invaded  by  the  cellular  growth  in  the 
deeper  layers  of  the  intima,  and  the 
muscle  cells  undei'go  fatty  degenei'ation. 
It  has  been  suggested  that  the  primary  disease  is  atrophy  of 
the  tunica  media,  and  that  the  changes  in  the  intima  are  of  the 
nature  of  compensatory  hypertrophy,  but  most  authorities  are 
now  agreed  in  considering  the  disease  as  essentially  a  chronic 
endarteritis.  The  outer  coat  of  the  diseased  artery  is  the  seat  of  a 
varying  degree  of  compensatory  fibroid  thickening,  which  is  greatest 
where  the  other  coats  of  the  artery  have  been  most  destroyed  by  the 
disease.  It  is  this  thickening  of  the  outer  coat  which  prevents 
rupture  of  the  artery  when  an  "  ulcer  "  has  formed. 

EiTecis. — The  most  constant  effect  of  atheroma  is  a  loss  nf 
elasticity  in  the  artery,  which  entails  a  loss  of  force  in  the  circulation, 
as  the  systole  of  the  heart  is  not  supplemented  by  the  elastic  recoil  of 
the  large  arteries.  The  diseased  vessel  is  also  liable  to  yield  under  the 
pressure  of  the  blood,  and  atheroma  is  therefore  of  great  importance 


Fig.  158.— Laminar  Calcification 
of  the  Aorta.  (Middlesex 
Hospital  Museum.) 
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in  the  causation  of  aneurysm.  In  the  smaller  arteries  the  ihidcening 
of  the  intima  partially  occludes  the  hutien  of  the  veesel,  and  in 
some  situations,  as  in  the  coronary  arteries  of  the  hearty  the  oerebnl 
arteries,  and  the  arteries  of  the  legs,  this  may  lead  to  serioiu  c(»9e> 
quences  from  impairment  of  the  blood  supply.  It  is  stated  that  the 
loss  of  power  in  the  muscular  coat  of  atheromatous  arteries  interferei 
with  the  due  regulation  of  the  local  supply  of  blood,  and  is  one  ouae 
of  cerebral  symptoms  in  old  people  with  rigid  arteries. 

Exposed  calcareous  plates  may  excite  thromhoM^  and  detscbed 
portions,  as  we  have  seen,  may  form  emboli;  either  of  these  con- 
ditions may  lead  to  gangrene.  Arteries  thus  diseased  are  more 
liable  to  rttpture  under  the  influence  of  injury  than  are  supple, 
healthy  vessels ;  and  when  the  affection  is  far  advanced  it  interfere! 
with  the  repair  of  injured  vessels,  and  with  the  distension  of  arterici 
which  occurs  in  the  establishment  of  anastomotic  circulation.  When, 
from  any  cause,  the  force  of  the  arterial  circulation  is  markedl? 
diminished — e.g.  loss  of  blood,  ligature  of  a  main  artery — this  diseue 
is  very  liable  to  excite  coagulation  of  the  feeble  stream  of  blood. 
Atheroma,  therefore,  is  an  exceedingly  important  condition,  and  in 
many  ways,  directly  and  indirectly,  leads  to  grave  results. 

Sig^s. — Well-marked  atheroma  can  be  recognised  during  life  by 
the  elongation  and  tortuosity  of  superflcial  arteries,  such  as  the 
temporal  and  brachial,  and  by  the  too-marked  ''  locomotion  "  of  the 
vessel  with  each  pulse- wave ;  the  arteries  are  also  less  compressihle 
than  normal.  The  effects  of  advanced  atheroma  are  also  to  be 
sometimes  seen  in  coldness,  wasting  and  diminished  function  d 
pai-ts,  or  in  special  effects,  such  as  giddiness. 

Treatment* — There  is  no  method  known  whereby  any  improve- 
ment or  recovery  can  be  obtained,  but  when  atheroma  is  recognised, 
the  individual  should  so  regulate  his  life  as  to  reduce  the  arteritl 
strain  to  the  minimum,  and  to  sustain  the  nutrition  of  his  tissues. 

5.  Syphilitic    arteritis. — The  disease   is  best   known  ss  it 
affects  the  smaller  arteries,  especially  of  the  brain  and  other  viscen, 
and  in  gummata  ;  but  it  is  stated  to  occur  in  larger  arteries  abo, 
and  in  them  to  lead  to  aneurysm.     The  arteries  become  thickened, 
indurated,    and  narrowed  :    the  lumen  may  be  completely  blocked, 
and  the  vessel  i*educed  to  a  fibrous  cord.      The  changes  are  moil 
constant   and   most   marked   in   the  tunica  intima.     This  becomei 
enormously  thickened.     Fine  nuclei  and  cells  appear  beneath  the 
endothelium,    then  multiply  and    enlarge,    and   at   the   same  tioie 
become   separated    by    fine    fibre-cells  and  fibres.     As   the   disesee 
progresses,  a  tissue  like  loose  granulation  tissue  is  formed,  which 
tends  to  become  more  fibrous ;  new  capillaries  are  developed  in  it 
which  communicate  with    the  vasa  vasonim.      By  this  growth  of 
the  inner  coat  the  lumen  of  the  artery  is  narrowed,  genenJly  dis- 
torted, often  converted  into  a  mere  slit ;  and  it  may  be  compJetdf 
obliterated  in  the  case  of  small  arteries,  either  by  extension  ol  tW 
gi'owth  of  the  intima,   or  by   the  formation  of  a  thrombus.    The 
tunica  media  is  generally  unaffected ;  occasionally  it  is  involved  Hv 
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an  extension  of  the  disease  in  the  intima.  The  tunica  adventitia  is 
generally  thickened  bj  an  addition  of  fibrous  tissue ;  in  rare  cases 
the  change  is  most  marked  in  the  outer  coat.  The  disease  is  chronic, 
and  probably  recurrent;  it  is  the  cause  of  thrombosis  and  local 
anemia,  and  so  leads  to  cerebral  softening  and  to  the  degenerative 
changes  in  a  gumma ;  as  already  mentioned,  it  is  believed  by  some 


Fig.  100.— Syphilitio  ArteritiB.    (From  the  Path.  Soc  Trans.,  1887.) 

A,  Ontereomt;  h^  middle  cott;  c.  feneatrated  membmne  of  Uenle:  internal  to  wbich  it  the  greatly 
ttaickeoed  intima :  d,  greatly  reduced  lumen  of  the  artoo  •    (A  Bpecimcn  of  Dr.  Sharkey's.) 


to  play  an  important  part  in  the  causation  of  aneurysm.  A  prolonged 
course  of  iodide  of  potassium  is  the  best  means  of  combating  the 
disease  (Fig.  160). 

6.  Tuberculous  arteritis. — The  arteries  in  tissues  the  seat  of 
tubercular  lesions  show  a  change  very  similar  to  that  in  syphilia 
The  intima  is  enormously  thickened  by  a  fine  cell  growth,  and  the 
other  coats  are  usually  the  seat  of  inflammatory  change ;  but  the 
essential  and  most  constant  and  marked  change  is  the  thickening  of 
the  intima,  which  is  caused  by  the  tubercle  bacilli  finding  their  way 
into  the  vessel-wall.  The  lumen  of  the  vessel  may  be  reduced  to  a 
fine  slit  only,  or  be  wholly  obliterated  by  the  growth  of  the  intima. 

7.  Obliterating  arteritis. — This  name  has  been  applied  to  a 
rare  disease,  occurring  independently  of  syphilis,  tubercle,  gout, 
rheumatism,  or  other  constitutional  malady,  and  independently  also 
of  embolism  or  injury.  The  cause  is  unknown  ;  it  is  most  often 
seen  in  persons  of  middle  age,  but  the  writer  has  met  with  the 
disease  in  an  otherwise  healthy  man  of  nineteen  years  of  age  and 
in  a  woman  of  twenty-seven.  The  disease  is  believed  to  commence 
in  the  small  arteries,  and  thence  to  extend  into  the  larger  vessels. 
It  is  characterised  by  a  great  proliferation  of  the  endothelium, 
which  gradually  narrows  the  vessel,  until  it  occludes  it ;  sometimes 
thrombosis  occurs  to  complete  the  occlusion.     The  new  tissue — and 
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where  present,  the  blood-clot — organises  into  fibrous  tusue,  new 
vessels  passing  down  into  it  from  the  vasa  vasorum.  The  arteriet 
are  felt  first  of  all  to  be  firmer  than  natural  with  feeble  pulaatioii, 
and  then  they  become  hard,  enlarged,  and  tender  pulBelefis  cords, 
and  finally  these  cords  shrink  and  lose  their  sensitivenen.  IW 
disease  is  a  chronic  one,  often  extending  over  years;  but  in  loiiie 
cases,  at  any  rate,  it  is  arrested  spontaneously.  The  parts  supplied 
by  the  affected  arteries  are  pale  and  cold,  livid  on  exposure,  wasted, 
and  the  seat  of  pain,  which  may  be  intense.  Dtr 
gangrene  of  the  extremities  may  occur.  When  th^ 
disease  is  very  severe,  the  pain  is  excessive,  and  slight 
pyrexia  may  be  produced.  It  has  been  met  with  in 
both  the  upper  and  the  lower  limb,  more  often  the 
latter.  No  special  treatment  has  been  found  of  tnr 
avail.  While  the  disease  is  in  pn^press  the  part 
affected  should  be  kept  at  rest  and  warmly  swathed ; 
anodynes  may  be  required.  Afterwards  great  can? 
must  be  taken  to  preserve  the  anaemic  parts  from 
exposure  to  cold.  Amputatic^  has  been  practised 
when  gangrene  has  occurred.  This  disease  stands  in 
need  of  a  distinctive  name,  for  other  fonns  d 
arteritis  are  equally  "  obliterating,"  "  proliferating,'' 
and  "hyperplastic";  for  this  we  must  wait,  until  iti 
cause  has  been  ascertained. 

Other  affections  of  arteries.— Pertarteritif 

is  an  inflammation  of  the  tunica  adventitia  and  sheath 
of  an  artery.  As  an  independent  affection  it  is  rare. 
It  is  stated  to  occur  in  the  cerebral  vessels,  and 
cause  such  weakening  of  their  walls  as  to  lead  to 
rupture,  and  Charcot  stated  that  it  is  a  frequent 
cause  of  senile  apoplexy.  Occurring  in  the  limbt,  it 
occasions  swelling  in  the  course  of  an  artery  with 
pain  and  tenderness,  but  owing  to  the  disease  not 
affecting  the  inner  coats,  no  thrombosis  occurs  :  the 
pulse  is  not  lost,  nor  is  the  nutrition  of  the  parts 
supplied  by  the  arteiy  interfered  with. 
Calcification  of  arteries. — Calcification  is,  as  we  have  seen,  a 
fi'equent  termination  of  atheroma,  large  flat  plates  often  being  found 
in  the  aorta  and  other  large  arteries.  This  form  is  known  as  ^minar 
or  secondary  calcification  (Fig.  159).  Calcareous  degeneration  is  also 
met  with  as  a  primary  change  affecting  the  middle  coat  of  arteriea 
The  lime-salts  are  deposited  in  the  muscular  fibre  cells,  aind  as  these 
run  circularly  round  the  aiteries,  calcareous  rings  are  formed,  and 
this  variety  is  therefoi'e  known  as  annular  or  primary  oalcifieatum; 
when,  by  the  extension  of  the  degeneration,  adjacent  rings  are  welded 
together,  it  is  known  as  tubular  calcification  (Fig.  161).  This  diRaue 
is  a  senile  change,  it  occurs  symmetrically,  and  is  often  associated 
with  atheroma.  Its  chief  seat  is  in  the  small — not  the  smallest— 
arteries,  but  it  is  common  in  the  brachial,  popliteal  and  femonl 


?ig.  161.— Tubu- 
lar Calcifica- 
tion of  an  Ar- 
tery. (Middle- 
sex Hospital 
Museum.) 
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trunks,  and  different  portions  of  these  vessels  may  be  the  seat  of 
atheroma  and  of  primary  calcification.  It  can  be  recognised  by  the 
rigidity  of  the  artery  under  the  finger,  and  sometimes  by  the 
irregularity  that  can  be  felt  when  the  finger  is  passed  along  the 
vessel.  By  lessening,  and  then  destroying,  the  elasticity  of  the 
arteries,  it  impedes  the  circulation  through  the  capillaries,  and  when 
the  degeneration  is  advanced,  it  also  narrows  the  lumen  of  the  aff*ected 
vessel  The  part,  therefore,  is  cold  and  slowly  wastes,  and  sometimes 
it  is  the  seat  of  ill-detined  pain«  This  degeneration  has  great  surgical 
importance,  from  three  special  eff*ects  that  may  follow  it: — (1)  The 
intima  is  liable  to  become  detached,  owing  to  the  interference  with 
its  nutrition  by  the  rigid  barrier  between  it  and  the  vasa  vasorum  in 
the  adventitia;  thrombosis  is  then  very  liable  to  occur,  and  as  a  result 
of  this,  gangrene.  (2)  Under  the  influence  of  strain  or  slight  injury, 
it  is  believed  that  the  calcified  middle  coat  may  snap,  and  that  an 
aneurysm  may  form  in  the  thus  weakened  artery.  (3)  When  from  any 
cause — thrombosis,  embolism,  pressure,  or  ligature — a  main  artery  is 
occluded,  if  the  channels  by  which  the  anastomotic  circulation  have 
to  be  carried  on  are  calcified,  they  are  unable  to  enlarge  in  response 
to  the  call  made  upon  them,  and  gangrene  may  result.  This  affec- 
tion, therefore,  plays  a  very  important  part  in  the  causation  of 
senile  gangrene  and  gangrene  after  wound  or  ligature  of  an  artery. 
Portions  of  bane  have  occasionally  been  found  in  arteries  ;  they  are 
said  to  be  formed  in  the  outer  coat  adjacent  to  areas  of  calcification. 
Primary  fatty  deg^eneratlon  of  arteries  is  a  disease  of  very 
little,  if  any,  surgical  importance.  It  is  met  with  principally  in  the 
aorta  and  the  large  arteries,  and  occurs  even  in  young  people — in  them, 
it  is  said,  from  antemia.  It  appears  in  the  form  of  bright  yellow  spots 
and  streaks  in  the  intima,  which,  under  the  microscope,  are  found  •to 
be  caused  by  fatty  degeneration  of  the  flat  subendothelial  cells.  If 
very  advanced,  the  fatty  degeneration  may  cause  a  little  softened 
spot,  which  may  give  way  into  the  vessel  and  form  a  very  superficial 
erosion,  known  sa  fatty  erosion.  It  has  been  suggested  that  such  an 
erosion  may  be  the  starting-point  of  a  dissecting  aneurysm. 

II.     DISEASES  OF  VEINS. 

ThrombOBiS  and  phlebitis. — Inflammation  of  the  coats  of  a 
vein  is  called  phlebitis;  when  it  affects  the  intima  it  always  causes 
coagulation  of  the  blood  in  the  vessel,  and  this  is  called  thrmtibosi^. 
It  was  at  one  time  held  that  the  presence  of  a  clot  in  a  vein  wan 
evidence  of  previous  inflammation  of  its  coats,  and  every  case  of 
venous  thrombosis  was  spoken  of  as  phlebitis.  But  it  has  been 
shown  that  a  thrombus  may  form  in  a  vein  quite  independently  of 
phlebitis,  although  it  subsequently  excites  inflammation  of  the  vein. 
The  two  conditions — thrombosis  and  phlebitis — are  therefore  very 
closely  associated,  but  they  must  be  considered  separately. 

Venous  thrombosis. — A  blood-clot  foi*med  within  a  vessel 
daring  life  is  known  as  a  thrombus^  and  the  process  of  its  formation 
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and  the  disease  it  characterises  is  called  throinhosis.  As  we  luve 
already  seen,  thrombi  form  in  arteries  as  a  result  of  injary  and 
disease,  and  play  an  important  part  in  the  repair  of  injured  vessek 
But  they  are  of  very  common  occurrence  in  veins,  and  especiaUy 
frequent  as  primary  diseased  conditions,  and  for  this  reason,  and 
from  the  fact  that  the  disease  in  veins  plays  an  important  part  iii 
pycemia  and  septicaemia,  thrombosis  is  discussed  under  the  heading 
of  diseases  of  veins. 

Causes. — Fibrin  is  formed  by  the  union  of  the  fibrinogen  of  tht- 
liquor  sanguinis  with  the  fibrino-plastin  or  paraglobulin  of  the  whit« 
corpuscles,  under  the  influence  of  a  fibrin  ferment,  contained  eitlier 
in  the  same  white  blood  cells  or  in  certain  special  small  colourless 
corpuscles,  called  blood  platelets.  The  setting  free  of  this  ferment  k 
an  act  of  death ;  it  occurs  when  the  corpuscles  are  brought  intu 
contact  with  dead  or  imperfectly  vitalised  material,  or  when,  from 
any  other  circumstance,  the  corpuscles  lose  their  vitality.  The 
pathological  causes  of  venous  thrombosis  may  be  ranged  under  two 
heads  as  follows]: — 

(a)  Conditions  afreciing:  the  physiologrical  intei^ty  •! 
tiie  1%'alis  of  veins* — These  are  Injuries^  such  as  incisions,  con- 
tusions, lacerations,  exposure  in  a  wound,  bums,  and  the  action  of 
caustics;  injiamvwition  of  the  vein,  whether  spreading  to  it  from 
without,  or  lit  up  by  an  irritating  thrombus  or  embolus ;  deyen/era- 
tions,  which  are  much  less  common  in  veins  than  arteries,  aud  are 
chiefly  met  with  in  varices ;  and  the  eflects  upon  the  veins  of  bloofi 
stasis  and  ex/iatistion.  It  is  believed  that  the  integrity  of  tb« 
endothelium  of  a  vessel  depends  upon  the  rapid  and  uninterrupted 
flow  of  blood  through  the  vessel,  and  upon  the  activity  of  the 
cii'culation  in  the  vasa  vasorum.  In  stasis  both  of  these  conditions 
are  wanting. 

(b)  Conditions  afleetinir  directly  the  physiolo^cml  ia- 
tegrity  of  the  hiood,  particularly  of  its  white  corpuscles.  These 
are  less  clearly  determined.  The  experimental  introduction  of  a 
suflicient  quantity  of  "  fibrin-ferment  "  into  the  circulation  has  been 
shown  to  cause  widespread  intravascular  coagulation ;  and  a  smaUer 
(|UHntity  of  the  "  ferment  ^'  causes  febrile  disturbances  without 
thrombosis.  It  is  believed  that  in  septicaemia  and  pyemia  4 
liberation  of  the  "  fibrin-ferment "  occurs,  caushig  fever  and  the 
multiple  thromboses  met  with  in  these  diseases.  Other  blood  con- 
ditions, such  as  gout  and  the  result  of  exhaustion,  may  have  the 
same  eflect,  and  one  way  in  which  stasis  leads  to  thrombosiB  may  be 
by  the  white  corpuscles  being  depiived  of  their  pi*oper  supply  of 
oxygen.  Foreign  bodies  in  the  blood  stream,  such  as  a  needle  or  a 
thread  transfixing  a  vein,  emboli,  existing  thrombi,  and  micrococci, 
cause  coagulation  of  the  blood  by  destroying  its  physiologioAi 
integrity. 

While  these  may  be  regarded  as  the  pathological  causes  of  throm- 
bosis, certain  clinical  causes  must  be  separately  considered.  Of 
these,  the  most  important  is  interfei^ence  with  the  circulation  of  the 
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blood,  especially  when  it  amounts  to  stems.  Outside  the  body,  com- 
plete rest  of  the  blood  retards  its  coagulation,  but  during  life  it  is 
an  important  cause  of  thrombosis,  owing  to  its  interfering  with  the 
perfect  vitality  of  the  vessel  wall  and  with  the  proi>er  interchange  of 
gases  in  the  blood  ;  it  also  favours  the  adhesion  of  the  colourless 
oorpascles  to  the  vessel  wall  and  to  one  another.  A  slow  venous 
cir^tdation  may  be  due  to  a  weak  heart,  to  loss  of  elasticity  in  the 
arteries,  to  dilatation  of  the  veins,  or  to  obstruction  to  the  outflow  from 
the  vein,  whether  caused  by  a  clot  in  the  vessel  above,  constriction 
by  a  ligature  or  tight  bandage,  the  pressure  of  a  tumour,  inflammatory 
exudation  or  cicatrix,  or  to  disease  of  the  heart  or  lungs.  Compression 
of  a  vein,  as  of  the  femoral  in  long-standing  flexion  of  the  hip  joint, 
may  be  followed  by  thrombosis.  The  influence  of  stasis  is  shown  by 
the  frequency  with  which  coagulation  begins  in  the  sinuses  behind 
the  valves  in  a  vein,  where  it  is  reasonable  to  suppose  that  there  is 
least  movement  in  the  blood  when  the  whole  stream  is  slowed.  In 
the  longitudinal  sinus,  the  clot  forms  flrst  along  the  superior  surface, 
at  the  f)art  farthest  removed  from  the  openings  of  the  cerebral  veins, 
where,  in  conditions  of  marasmus,  the  flow  of  blood  is  slowest.  A 
sudden  alteration  in  the  condition  of  the  circulation  may  lead  to 
thrombosis.  For  example,  when  a  patient  flrst  gets  up  and  moves 
about  after  an  illness  which  has  confined  him  to  bed,  the  resumption 
of  the  upright  position  may  be  followed  by  thrombosis  in  a  vein  of 
the  leg,  especially  in  a  varicose  vein. 

Exhaustion  is  a  frequent  cause  of  thrombosis.  This  is  often 
exemplified  in  the  later  stages  of  phthisis  and  other  sui>purative 
diseases,  after  typhoid  and  rheumatic  fever,  and  after  severe  opei-a- 
tions.  The  slowing  of  the  circulation  due  to  the  weak  action  of  the 
heart,  and  the  diminution  in  the  quantity  of  the  blood,  the  lowered 
vitality  of  the  vessel  walls,  and  probably  also  of  the  white  corpuscles 
themselves,  are  the  cause  of  the  coagulation.  When  a  clot  has  been 
produced  by  some  strictly  local  process,  such  as  a  wound,  ligature,  or 
ulcer,  exhaustion  will  often  lead  to  its  extension  for  a  considerable 
distance  from  its  starting-point. 

Injective  blood  conditions,  such  as  pysemia  and  septicsemia,  have 
alreaidy  been  mentioned.  Apart  from  the  debility  they  induce,  and 
the  possible  liberation  of  "  fibrin-ferment  "  they  cause,  the  micrococci 
circulating  in  the  blood  have  a  powerful  influence  in  exciting  coagu- 
lation wherever  they  happen  to  lodge. 

GoiU  is  a  frequent  cause  of  thrombosis,  but  it  is  not  determined 
whether  the  process  starts  in  the  blood — thrombosis,  or  as  a  gouty 
inflammation  of  the  vein — ^phlebitis. 

Many  cases  of  thrombosis  occur  in  which  it  is  impossible  to 
assign  a  cause,  and  these  are,  for  want  of  exact  knowledge,  spoken 
of  as  tdiopatJiic  in  origin. 

Varieties  of  thrombus. — When  blood  at  rest  coagulates,  all 
the  corpuscles,  both  red  and  white,  are  enclosed  in  the  meshes  of  the 
fibrin,  and  the  clot  is  red  in  colour ;  it  is  a  red  thrombus.  On  the  other 
hand,  when  the  blood  is  in  rapid  motion,  as  in  the  case  of  a  puncture 
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in  a  vein,  or  a  thread  transfixing  it,  the  white  corpuscleR  adhere 
together,  and  then  break  up  and  lose  their  outline,  and  form  a 
greyish  granular  mass  of  fibrin,  in  which  an  occasional  white 
corpuscle  may  be  recognised ;  this  is  a  white  thrombus.  As  such  a 
clot  extends,  some  of  the  red  corpuscles  may  be  entangled  in  it,  and 
impart  to  it  a  deeper  colour,  and  thus  all  grades  between  the  white 
and  the  red  thrombus  may  be  met  with.  Sometimes  a  white 
thrombus  grows  until  it  occludes  a  vein  and  causes  stasis  above  and 
below  it,  and  then  a  red  thrombus  is  formed  on  each  side  of  the 
original  white  thrombus;  such  a  clot  is  called  a  mixed  thrombus. 
The  colour  of  a  recent  clot  in  a  vein,  therefore,  enables  us  to  judge 
how  it  has  been  formed.  The  term  hyaline  tliromhus  has  been  sug- 
gested for  a  white  thrombus,  in  which  ^the  fibrin  is  in  the  form  of 
structureless  hyaline  material. 

The  growth  of  a  thrombus. — An  uninfected  traumatic 
thrombus  is  usually  limited  to  the  portion  of 
the  vessel  that  is  injui'ed,  but  it  is  liable  to 
extend  upwards  and  downwards  as  far  as  the 
next  branch,  where  the  rapid  flow  of  blood 
appears  to  stop  the  coagulation.  In  cases 
of  exhaustion  a  thrombus,  once  fonned,  often 
extends  for  a  considerable  distance  along  the 
vein.  Where  the  thrombus  is  infected  there 
is  also  a  special  tendency  to  its  extension, 
until  it  is  closed  in  by  a  layer  of  uninfected 
clot 
r-    ,«,    on.      V   .    .,.  The    chaui^es  which    occur  te  a 

Fig.  162.— ThrombcMnaofVenu   ^_  _  •  j-ir  4.  j 

Cara  and  Iliac  Veins.        thrombus   vary  in     different    cases,    and 
upon  them  the  importance  of  the  condition 
very  largely  de})ends. 

(1)  Organisation, — The  process  of  organisation  of  a  clot  in  a  vein 
is  similar  to  that  already  described  in  an  artery.  {Sf,e  page  512.)  It 
may  convert  the  vein  into  a  fibrous  cord,  or  the  spaces  which  form  in 
the  contracting  clot  and  open  into  the  vein  beyond  may  enlarge  and 
coalesce,  and  eventually  form  a  continuous  channel  and  restore  the 
]mtency  of  the  vein.  This  channel  may  be  placed  centrally,  the 
remains  of  the  clot  appearing  as  a  circular  thickening  of  the  vein,  or 
it  may  be  excentric,  the  vein  appearing  greatly  thickened  on  one 
side. 

(2)  Calcification :  the  product  being  known  as  a  pfUeboliih. — 
Phleboliths  are  usually  small,  and  are  formed  most  often  in  clots 
lying  behind  the  valves  of  varicose  veins,  and  in  the  branches  of  the 
pelvic  plexuses  of  veins.  They  may  He  free  in  the  channel  of  a 
vein,  being  attached  to  its  wall  by  a  narrow  pedicle,  or  they  may 
mark  the  site  of  an  occluded  vessel.  They  are  composed  chiefly  of 
phosphate  of  lime,  with  a  small  quantity  of  the  sulphates  of  lime  nnd 
potash,  together  with  about  20  per  cent  of  proteid  matter. 

(3)  Bed  80jteni7ig,  disitifegration,  absorption. — A  blood-clot'  niay 
lie  changed   into   a  greyish -red   pulp,  the   softening   commencing 
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in  the  centre  and  gradually  involving  the  whole,  until  the  pro- 
ducts are  poured  into  the  circulating  blood.  The  same  process 
may  occur  at  the  tip  of  a  projecting  thrombus,  gradually  melting  it 
away.  In  either  case  the  detritus,  or  products  of  the  softening  or 
disint^^tion  of  the  clot,  may  be  arrested  in  the  pulmonary 
capillaries,  but  being  non-infective  and  unirntating,  they  give  rise 
to  no  symptoms,  nor  any  inflammation.  The  disappearance  of  a  clot 
in  this  way,  without  obvious  embolism,  is  sometimes  spoken  of  as 
its  *^  absorption,"  but  the  term  is  not  then  used  accurately.  In  this 
process  the  blood-cells  do  not  return  to  the  circulation  as  living 
functional  corpuscles — the  detritus  of  the  clot  is  dead  matter. 

(4)  Yellatv  or  infective  softening. — This  is  the  most  important 
change  that  occurs  in  thrombi.  It  is  only  met  with  as  the  result 
of  infection  of  the  clot  with  septic  micrococci,  whether  these 
organisms  have  reached  it  in  the  coagulating  blood  or  from  the  wall 
of  the  vein.  It  is  always  associated  with  septic  phlebitis,  either  as 
cause  or  effect.  It  is  the  result  partly  of  the  peptic  action  of  the 
toxines  of  the  cocci,  and  partly  of  the  suppurative  phlebitis  which 
always  accompanies  such  a  change  in  the  thrombus.  The  clot  breaks 
down  into  a  reddish-yellow  pus-like  creamy  pulp,  which  consists  of 
granular  detritus,  pus-cells,  and  micrococci.  If  this  softening  involves 
the  whole  clot,  the  products  of  it  are  poured  into  the  circulating  blood, 
and  the  particles  are  carried  to  the  lungs  and  lodge  in  the  arterioles  ; 
as  they  are  infected  emboli,  and  contain  septic  micrococci,  they  sot 
up  suppuration  and  "  secondary  abscesses.''  This  process  plays  a 
very  important  part  in  most  cases  of  pysemia.  A  softened  septic 
clot  may  be  shut  in  by  coagulation  extending  beyond  the  infected 
portion  of  the  vein,  and,  happily,  this  often  occurs  in  the  less  intense 
forms  of  infection,  and  so  many  cases  of  infected  thrombosis  end  in 
a  local  abscess. 

(5)  Emboligm  may  occur  from  either  a  portion  or  the  whole  of  a 
clot  being  dislodged,  or  from  softening  of  the  thrombus.  Its  results 
depend  upon  the  nature  of  the  embolus,  whether  simple  or  infective, 
and  upon  its  size  and  place  of  arrest.  It  is  an  accident  of  extreme 
danger,  and  often  occurs  under  slight  provocation,  and  without  any 
warning.  The  possibility  of  its  occurrence  must  not  be  lost  sight  of 
in  every  case  of  thrombosis,  and  it  may  be  useful  to  mention  two 
or  three  illustrative  cases.  A  man  in  the  out-patient  room  of  the 
hospital  with  a  thrombus  in  the  saphena  vein,  slapped  the  part  to 
show  how  little  regard  lie  paid  to  it — and  fell  dead  upon  the  floor — 
the  thrombus  had  been  displaced  by  his  blow  and  carried  to  the 
heart,  whose  action  it  at  once  arrested.  A  woman,  who  had  been  in 
Middlesex  Hospital  for  six  weeks  for  a  fracture  of  the  shaft  of  the 
femur,  attempted  to  sit  up  in  bed,  and  almost  immediately  died  from 
a  thrombus  in  the  profunda  vein  getting  displaced  and  carried  to  the 
pulmonary  artery.  A  woman,  who  had  thrombosis  of  the  pelvic  and 
iliac  veins  after  delivery,  when  all  the  acute  symptoms  had  subsided, 
turned  in  l)ed  and  lifted  her  infant  from  the  cot  by  her  side,  and  by 
this  effort  she  displaced  a  large  thrombus,  which  lodged  in  her  heart 
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aiid  caused  immediate  death.  These  cases  are  mentioned  merely  to 
indicate  the  extreme  ease  with  which  an  embolus  may  be  detadied. 
In  many  cases,  fortunately,  the  embolus  is  smaller,  and  lodges  in  a 
branch  of  the  pulmonary  artery,  and  after  causing  more  or  leas 
intense  dyspncBa  with  slight  hiemoptysis,  and  periiaps  a  small  area  of 
pneumonia,  the  patient  recovers. 

Site  of  thrombi. — Thrombosis  occurs  most  often  in  varicose 
veins  of  the  lower  extremity  (see  page  575)  and  in  the  pelvic  vdm. 
The  thromlK)sis  of  marasmus  is  very  prone  to  affect  the  superior  longi- 
tudinal sinus.  The  lateral  sinus  is  often  thrombosed  as  the  result 
of  infection  from  chronic  disease  of  the  middle  ear,  and  the  pro- 
funda femoris  vein  from  septic  osteitis  of  the  femur.  No  vein  is 
exempt. 

Effects  of  thi-ombosls* — The  first  effect  is  obstruction  to  the 
venous  return  of  blood,  and  the  result  of  this  varies  with  the 
situation  of  the  tlirombus.  There  may  be  no  appreciable  result; 
the  channels  of  the  venous  circulation  are  so  large  and  so  numerous, 
that  in  many  situations  the  blocking  up  of  one  of  them  leads  to  no 
serious  consequence.  In  other  cases  slight  and  temporary  oedema 
occurs,  which  passes  off  as  the  anastomosing  veins  enlarge  in  response 
to  the  special  need.  If  a  main  vein  is  blocked  the  oedema  is  mmt 
extensive,  involving  the  whole  thickness  of  the  limb,  and  it  is  more 
persistent.  In  these  cases  it  is  very  liable  to  lead  to  a  condition  of 
^*  solid  cedema/'  Blocking  of  a  deep  vein  may  cause  considerable 
swelling  of  a  limb  without  any  superficial  oedema. 

The  presence  of  a  thrambus  in  a  vein  sets  up  inflammation  of 
the  vein — phlebitis.  If  the  thrombus  is  infective,  this  inflammadon 
is  suppurative  and  terminates  in  abscess ;  if  it  is  non-infective,  the 
inflammation  is  of  a  low  grade  of  intensity,  and  does  not  end  iu 
suppuration. 

The  occurrence  of  embolism  and  pyaemia  have  been  already 
sufficiently  refeired  to.  Lastly,  thrombosis  often  plays  an  important 
part  in  bringing  about  gangrene. 

Symptoms. — The  symptoms  of  thrombosis  are  the  presence  of  a 
firm  cord-like  swelling  in  the  course  of  a  vein,  and  local  oedema*  The 
cylindrical  swelling  caused  by  the  distended  vein  is  enlarged  opposite 
each  valve,  but  the  exact  outline  of  the  vein  may  become  more  or 
less  obscured  by  inflammatory  swelling  around  it.  The  patient  ex- 
periences a  sense  of  stiffness  or  tightness  in  the  part,  or  even  acute 
pain,  and  it  is  tender  to  the  touch,  particularly  when  septic  suppura- 
tion is  occurring;  occasionally  superficial  veins  are  dilated.  Tlie 
temperature  at  the  outset  is  a  little  i*aised ;  in  septic  thrombosis  it 
becomes  of  the  septicsemic  or  pysemic  type.  When  suppuratioo 
occurs  there  are  the  usual  signs  of  abscess. 

Treatment. — As  in  phlebitis. 

FMebitis. — The  various  forms  of  inflammation   of  veins  are 
sliarpty  divided  into  two  great  classes:  the  non -suppurative  or  plastic^ 
the  suppurative  or  septic. 

najitie  phlebitis  is  an  inflammation  of  the  coats  of  a  vein, 
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attended  with  effiimon  of  plastic  lymph,  and  terminating  in  resolution 
or  in  obliteration  of  the  lumen  of  the  vessel 

Caiiaes,— The  causes  of  plastic  phlebitis  are  in  the  first  place 
injuries  of  all  kinds,  and  this  variety  is  called  traumatic  phlebitis. 
The  formation  in  a  vein  of  a  non-inf ^tive  thrombus  is  a  common 
cause  of  phlebitis — tltrombo-pfihbitis.  Inflammation  may  extend 
to  a  vein  from  the  tissues  around  it — phlebitis  by  extension. 
Certain  other  cases  are  due  to  gout — goiUy  phlebitis  ;  and  other  cases 
in  which  no  definite  cause  can  be  determined  are  spoken  of  as  idio- 
pathic phlebitis.  Heightened  blood  pressure  in  the  veins  produces  a 
chronic  inflammatory  thickening  of  their  walls,  to  which  the  name 
pldebo-sderosis  has  been  given. 

Falhology. — The  coats  of  the  vein  are  affected  in  various 
degrees.  When  the  disease  is  lit  up  by  the  presence  of  a  thrombus 
the  change  is  mainly  seen  in  the  inner  coat,  which  is  the  seat  of 
active  proliferation  of  the  endothelial  cells,  many  of  which  pass  into 
the  clot.  The  middle  coat  shows  but  little  change ;  the  outer  coat 
is  swelled,  its  vessels  are  enlarged,  and  the  number  of  nuclei  and 
cells  in  it  is  increased.  In  traumatic  phlebitis,  or  phlebitis  by 
extension,  the  swelling  and  softening  of  the  outer  coat  are  more 
marked,  owing  to  a  more  abundant  cell-infiltration  ;  the  middle  coat 
is  also  invaded  by  the  '*  plastic  lymph,"  and  the  proliferation  of  the 
endothelium  is  a  marked  feature.  In  all  cases,  a  thrombus  forms  on 
the  altered  intima.  Generally  the  vessel  undergoes  the  same  changes 
as  occur  in  the  permanent  closure  of  a  wounded  artery  (page  512), 
but  in  some  cases  the  inflammation  subsides,  and  the  vein  is  restored 
to  its  former  state.  We  have  already  mentioned  that  lateral  wounds 
of  veins  are  far  less  often  followed  by  occlusion  of  the  vessel  than  are 
similar  injuries  to  ai'teries.  In  some  cases  this  is  due  to  the  small 
extent  of  clot  formed,  but  more  often  to  the  dilatation  and  coalescence 
of  the  spaces  in  the  clot.  (See  page  511.)  TrauTnatic  phlebitis  is 
limited  in  extent  to  the  injured  part  of  the  vein,  and  has  no  tendency 
to  spread.  Thrombo-phlebitis  also  corresponds  in  extent  with  the  clot 
within  the  vessel.  We  have  seen  that  thix)mbi  grow,  and  may  some- 
times extend  far  up  a  vein,  until  an  active  stream  of  blood  is  encoun- 
tered, and  so  it  happens  that  while  thrombo-phlebitis  is  usually  limited 
in  extent,  in  some  cases  it  spreads  for  some  distance  along  a  vein. 
Gouty  phlebitis  is  usually  symmetrical,  often  subsides  in  one  vein  to 
light  up  in  another,  and  has  a  tendency  to  recur  and  to  attack  the  same 
vein  more  than  once.  A  very  chronic  fonn  of  plastic  phlebitis, 
which  slowly  spreads  along  a  vein  in  the  direction  of  its  current, 
converting  it  into  a  hard  impervious  cord,  is  sometimes  met  with. 
Phlebitis  may  attack  any  vein,  but  it  is  most  common  in  those  of  the 
lower  limb,  and  particularly  in  the  saphena  vein. 

Symptoms. — The  symptoms  are  primarily  those  of  thrombosis- 
a  firm  knotted  cord  is  felt  in  the  position  of  a  vein,  with  oedema  of  the 
tissues  drained  by  it.     The  inflamed  vein  is  tender  and  painful ;  it 
is  swelled,  with  an  indistinct  outline,  owing  to   the  inflammatory 
exudation  in  its  sheath,  and  if  the  vein  is  superficial  the  skin  over  it 
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is  reddened,  and  often  it  pits   on  pressure.     There  luay  be  aliglit 
febrile  disturbance. 

Goutj  phlebitis  may  complicate  an  oixliuary  attack  of  goutj 
arthritis,  or  may  occur  independently;  the  areas  of  iniUmmation  air 
often  multiple,  and  the  disease  appears  to  be  primarily  an  inflam- 
mation of  the  vein-wall,  and  secondarily  thromboais;  the  pain  is 
often  very  severe,  and  it  may  last  after  the  other  acute  symptoms 
have  subsided.  In  chronic  obliterative  phlebitis  there  is  veiy 
little  pain,  but  the  veins  are  felt  as  hard  impervious  corda,  and  this 
condition  slowly  spreads  up  along  the  vein.  In  phlebo-sderosis  of 
superficial  veins  the  vessels  stand  out  like  tendons  and  roll  under 
the  finger,  but  the  blood  current  in  them  is  not  obliterated. 

Treatment, — A  patient  with  phlebitis  should  be  placed  in  bed, 
with  the  affected  part  at  rest  and  evenly  supported  and  raised  on  a 
pillow  to  favour  the  venous  return.  All  sudden  movement  of  the 
part,  friction,  or  careless  handling  must  be  most  carefully  avoided, 
lest  embolism  occur,  and  owing  to  this  danger  the  treatment 
must  be  continued  after  all  acute  symptoms  have  pasaed  away. 
Heat  relieves  the  pain  and  favours  resolution,  but  poultices  and 
fomentations  are  objectionable  on  account  of  the  disturbance  of  the 
pai*t  attending  their  renewal.  The  best  local  application  is  a  thick 
layer  of  cotton  wool  held  in  place  by  a  *' many-tailed "  flannel 
bandage  loosely  adjusted ;  some  surgeons  recommend  that  the  in- 
flamed imrt  should  be  thickly  smeared  with  equal  parts  of  extiacl 
of  belladonna  and  glycerine  under  the  wool.  This  dressing  shonkl 
only  be  disturbed  at  long  intervals,  and  it  has  the  merit  of  protecting 
the  clot  in  the  vein  from  the  fingers  of  patient,  8Ui*geon  and  nurse. 

The  bowels  should  be  unloaded,  if  necessary,  by  a  saline  purge, 
and  the  diet  nmst  be  suitably  regulated.  In  gouty  phlebitis  it 
should  be  restricted  to  fish,  light  farinaceous  foods,  and  a  moderate 
amount  of  milk ;  alcohol,  sweets,  meat,  and  butter  are  best  with- 
held. In  marasmic  or  *^  post-febrile  "  thrombosis,  on  the  other  hand, 
the  diet  nmst  l)e  liberal — as  liberal  as  the  patient's  powers  of 
digestion  permit  It  used  to  be  thought  that  many  cases  ol 
thrombosis  and  phlebitis  were  due  to  an  excess  of  fibrin  in  the 
blood,  and  that  to  combat  this  condition  a  lowering  diet  was  in  all 
cases  indicated,  but  this  view  is  incorrect.  With  the  same  view, 
alkalies  and  iodide  of  potassium  were  generally  prescribed  **  to  ke^ 
the  fibrin  liquid'';  in  gouty  phlebitis  alkalies  are  undoubtedly 
indicated,  and  if  the  symptoms  are  very  acute,  colchicum  may  be 
added  ;  but  in  niarasuiic  thrombosis,  tonics  and  cod-liver  oil  shooki 
be  given ;  in  traumatic  phlebitis  no  drug  need  be  ezhiluted ;  if 
there  is  any  reason  to  suspect  a  syphilitic  taint,  iodide  of  potassium 
may  do  good.  When  the  inflammation  has  subsided,  if  the  cedema 
]>ersists,  a  l)andage  should  be  worn,  and  for  threatened  '*  solid 
t edema,"  gentle  upward  frictions  and  hot  douches  are  of  service.  In 
cases  of  slowly -spreading  chronic  phlebitis  an  attempt  should  be  madf 
to  stop  the  process  by  excising  a  short  portion  of  the  vein  above  the 
diseased  part. 
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2.  Suppurative  phlebitis. — This  form  of  the  disease  is  some- 
times called  "  spreading  phlebitis,"  but  it  is  not  a  good  name  for  it,  as 
it  does  not  always  spread,  and  spreading  phlebitis,  as  we  have  seen, 
may  be  adhesive  or  plastic  in  nature.  It  has  also  been  called  thrombo- 
phlebitis, bat  this  is  too  nai-row  a  use  of  the  term,  for  thrombosis 
and  phlebitis  are  associated  in  other  conditions. 

Catues. — The  cause  of  suppurative  phlebitis  is  infection  of  the 
wall  of  a  vein  with  pyogenic  organisms,  chiefly  micrococci.  The 
infective  material  may  be  in  the  circulating  blood,  as  in  cases  of 
puerperal  phlebitis  remote  from  the  uterus,  or  may  reach  the  vein  in 
the  blood  returning  from  a  focus  of  suppuration,  as  a  wound,  '*  acute 
necrosis,"  "facial  carbuncle,''  or  middle-ear  disease.  Infective  in- 
flammation may  spread  to  a  vein  from  the  surrounding  tissues,  or  a 
portion  of  a  broken-down  infective  thrombus  may  lodge  in  another 
vein  and  set  up  inflammation — embolism.  The  poison,  therefore,  in 
some  cases  acts  primarily  upon  the  vein,  setting  up  phlebitis,  which 
excites  thrombosis ;  and  in  others  the  poisoned  blood  coagulates 
within  the  vein — thrombosis — and  the  infection  spreads  thence  to 
the  vein,  setting  up  inflammation.  The  disease  occurs  most  often  in 
connection  with  septic  wounds,  difluse  cellulitis,  and  **  acute  necrosis," 
and  it  plays  an  important  part  in  most  cases  of  septicaemia  and 
pyemia,  as  the  poison  of  these  disea8es  generally  enters  through 
the  veins.  In  the  secondary  phlebitis  of  septicaemia,  some  local 
condition  may  be  at  work  to  determine  the  part  attacked.  A 
patient  lately  under  the  wi-iter's  care  illustrates  this :  a  woman,  who 
had  been  confined  a  month  before,  was  admitted  to  the  hospital 
with  suppurating  phlebitis  over  the  right  shin,  at  the  back  of  the 
right  thigh,  and  in  the  two  saphena  veins  in  the  right  leg.  The 
question  arose,  why  the  septic  poison  had  attacked  these  particular 
veins  only  ?  We  learned  that  the  inflammation  immediately  followed 
the  patient's  going  about  after  her  confinement,  and  it  appeared  pro- 
bable that  the  slight  venous  engorgement  caused  by  the  change  of 
posture,  or  varicosity  of  the  veins,  or  possibly  some  long-standing  de- 
generation of  the  veins,  had  been  the  predisposing  or  localising  cause. 

PcUhology. — The  changes  in  the  coats  of  the  vein  ai*e  those 
common  to  suppurative  inflammation.  The  thrombus  undergoes 
"  yellow  softening,"  and  the  products  eventually  blend  with  those  of 
the  disintegrated  vessel  itself.  Septic  micro-organisms  are  always 
found,  both  in  the  softened  thrombus  and  in  the  inflamed  vein. 
The  infection  spreads  to  the  tissues  around  the  ^'ein,  and  in  some 
cases  large  abscesses  are  thus  formed.  Very  commonly,  septic 
emboli  pass  into  the  blood  stream  from  the  softened  thrombus, 
and  each  one  becomes  the  starting-point  of  a  "  secondary  abscess." 
Toxic  products  of  the  micro-organisms  are  also  poured  into  the 
blood,  or  absorbed  from  the  inflamed  tissues  ;  and  so  septic  phlebitis 
leads  to  septicaemia  and  pyaemia.  The  infective  nature  of  this  form 
of  phlebitis  imparts  to  it  a  tendency  to  spread  along  the  vein  in  the 
direction  of  the  current  of  blood,  a  tendency  so  marked  that  it  gave 
rise  to  the  name  *'  spreading  phlebitis." 
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Syinptom^t, — When  a  superficial  vein  is  attacked,  it  is  felt  as  i 
solid  cord  with  "  knots  "  opposite  the  valves;  the  vein  ia  tender,  and 
its  outline  is  quickly  lost  by  inflammatory  swelling  around  it,  thr 
skin  over  it  becomes  reddened,  and  later,  fluctuation  and  all  the 
signs  of  acute  abscess  or  abscesses  are  recognised.  The  lirst  onset 
is  accompanied  with  a  sense  of  stifihess  in  the  part,  and  this 
increases  to  smarting  and  throbbing  pain.  The  disease  may  be 
limited  in  area,  or  it  may  rapidly  creep  along  the  vein.  The  puts 
drained  by  the  vein  may  be  oedematous.  With  these  local  symptoms 
there  is  fever,  often  of  high  grade  with  rapid  soft  pulse,  dry 
tongue,  fetid  diarrhcea,  and  low  delirium ;  or  a  sucoession  of  rigon 
may  mark  the  development  of  pysemia.  In  some  cases  the  septic 
poisoning  is  slight,  and  the  fever  is  less  intense,  and  subsides  wbeo 
the  abscess  bursts  or  is  opened.  When  attacking  a  small  deep 
vein,  the  only  signs  of  the  disease  may  be  those  of  the  septicaemia  or 
pyiemia,  to  which  it  gives  rise.  Abscesses  occurring  in  the  course  of 
septic  inflammations  are  in  many  cases  the  result  of  suppurative 
phlebitis,  and  some  of  the  secondary  abscesses  of  pyaemia  are  of  this 
nature. 

Prognosis. — The  prognosis  of  this  disease  is  very  grave.  It  varies 
to  some  extent  with  the  jwsition  of  the  vein  attacked,  and  with  the 
virulence  of  the  infection  and  the  power  of  resistance  in  the  patient's 
tissues.  It  largely  depends  upon  the  practicability  of  thorough 
removal  or  destruction  of  the  infective  material  before  it  has  infected 
the  mass  of  the  blood. 

TreatttienL— 'The  prevention  of  this  disease  by  perfect  asepsis 
is  one  of  the  gi^eat  advances  of  modem  surgery.  As  soon  as  the 
disease  is  recognised,  the  inflamed  vein  should  be  freely  laid  open, 
all  the  infect^  thrombus  removed,  the  whole  cavity  thoroughly 
cleansed,  as  by  swabbing  it  well  with  pure  carbolic  acid,  and  the 
vein  stuffed  with  an  antiseptic  gauze.  Abscesses  occorring  in  the 
course  of  the  disease  should  be  opened  early,  and  the  cavities 
thoroughly  cleansed.  To  prevent  blood-poisoning  the  vein  has  been 
divided  and  tied  on  the  cardiac  side  of  the  clot.  In  some  cases 
amputation  may  be  the  only  means  of  preventing  or  arresting  general 
infection.     The  constitutional  treatment  is  that  of  septicaemia. 

III.     VARICOSE  VEINS. 

A  permanent  pathological  dilatation  of  a  vein  if  called  a  rarix, 
and  a  vein  so  affected  is  said  to  be  varicose,  this  name  being  given  to 
the  disease  because  of  the  tortuosity  of  such  veins  A  varicose  vein 
nmst  be  distinguished  from  a  merely  engorged  vein,  and  the  differ- 
ence is  twofold,  for  the  vein  is  enlarged  beyond  any  mere  physiological 
distension,  and  the  enlargement  is  permanent  It  is,  in  fact,  an 
overgrown  vein. 

Pathology. —  As  to  situation^  the  disease  is  most  common  in  the 
veins  of  the  lower  extremity,  hut  it  is  also  frequently  met  with  in 
the  8})ermatic  cord  (varicocele),  in  the  labia,  and  around  the  anns 
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(htemorrhoidsV  less  often  in  the  neck,  upper  limbs,  and  trunk.  Very  few 
veins  are  wholly  exempt  from  it.  It  is  chiefly  observed  as  a  disease  of 
the  superficial  veins,  but  dissection  shows  that  it  affects  very  often  the 
intermuscular  and  intramuscular  veins  also ;  but  the  main  deep  veins 
of  the  limbs,  with  the  exception  of  the  posterior  tibial  veins,  are 
generally  free.  It  has  been  met  with  in  the  internal  jugular  vein. 
The  disease  varies  very  greatly  in  its  extent  and  distribution.  It 
may  be  limited  to  one  or  more  of  the  main 
subcutaneous  veins,  as  either  saphena,  or  to 
a  limited  portion  of  it ;  or,  leaving  these 
veins  free,  it  may  involve  only  some  one  or 
more  branches  opening  into  them,  or  some 
of  the  small  venous  radicles  in  the  skin ; 
while  in  some  cases  all  the  subcutaneous 
veins  of  a  part  appear  to  be  affected.  It  is 
stated  that  a  superficial  varix  often  com- 
mences at  the  point  where  a  deep  vein 
communicates  with  a  superficial  one,  and 
that  the  enlargement  is  apt  to  be  most 
marked  at  such  situations. 

A  varicose  vein  is  not  only  enlarged 
ti-ansversely,  but  also  in  length.  This  elon- 
gation of  the  vein  is  often  very  great  and 
more  marked  than  the  lateral  dilatation ; 
and  as  the  ends  of  the  vein  are  fixed  points, 
it  causes  great  sinuosity.  It  is  not  un- 
common to  find  a  varix  three  times  as  long 
as  the  healthy  vein  (Fig.  163).  In  some  cases, 
however,  the  elongation  of  the  vein  is  very 
slight.  For  example,  the  saphena  vein  may 
be  greatly  enlarged  from  the  groin  to  the 
ankle,  and  may  stand  out  under  the  skin 
as  a  straight  tube,  with  perhaps  only  one 
short  convolution  near  the  knee.  The  lateral 
dilatation  differs  not  only  in  degree  in 
different  cases,  but  in  the  same  varix,  pro- 
ducing often  a  marked  pouching  of  the  wall 
of  the  vein,  and  so  adding  to  its  varicosity. 
These  pouches  may,  in  large  veins,  attain 
to  the  size  of  a  large  cherry  or  a  medlar. 
The  best  examples  of  them  occur  at  the  upper  end  of  the  internal 
saphena  vein,  where  they  form  what  may  well  be  called  '*  venous 
cysts"  (Fig.  164). 

The  wall  of  a  varix  is  notably  thickened,  so  that  when  cut 
Hcross  the  vein  gapes  like  a  divided  artery.  The  intima  is  thickened 
und  shows  longitudinal  strife.  Sometimes  it  is  atheromatous,  or  even 
calcified.  The  thickening  of  the  intima  may  be  general,  or  especially 
marked  at  one  part  of  the  circumference  of  the  vein  (Fig.  165).  It 
probably  has  an  important  influence  in  the  production  of  thi-o mitosis. 


Pig.  163.— JL  Varicose  VeiiL 
( Middlesex  Hospital 
Mnseum.) 
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III  the  middle  coat  thei*e  is  an  increase  in  both  the  muscular  md 

the  fibrous  elements,  especially  the  latter.     The  outer  ooat  is  also 

thickened,  but  to  a  less  degree.  Tbe 
sheath  of  the  vein  is  condensed,  and  the 
convolutions  of  a  tortuous  vein  are 
often  united  together,  and  to  the  over- 
lying skin,  by  slender  but  firm  oordt 
and  bands  of  fibrous  tissue.  The  valves 
of  varices  do  not  undergo  compeoM- 
tory  enlargement,  but,  on  the  ocmtraiy, 
are  often  shrunken,  or  preeent  in  the 
form  of  cords,  which  may  be  adherent 
by  oue  end  only,  or  the  valves  may  be 
entirely  wanting.  While  the  coats  d 
a  varix  are  generaUy  thickened,  it  ii 
very  important  to  remember  that  local- 
ised thinning  is  a  very  frequent  oocnr- 
rence,  particularly  in  the  pouches.  It 
appears    to    occur  most   markedly  in 

certain  individuals,  and  it  is  most  frequent  in  the  veins  of  the  tfkin 

and  the  smaller  subcutaneous  veins.     This  thinning  may  be  entire! j 

absent 

The  general  view  of  the  nature  of  varix  is  that  it  is  the  result  of 

over-distension  of  the  vein  and  that  the  changes  in  the  wall  are  all 

the    i*esult    of    increased 

venous    pressure.      There 

is    much  reason  to  think, 

however,  that  the  disease 

is  more  allied   to  a   true 

venous  overgrowth. 

iEtiology.-  -The  usual 

view  is  that  varix  results 

from  a  disturbance  in  the 

normal    relation   between 

the   intravenous    pressure 

and  the  resistance  of  the 

vein  wall.     This    may   be 

either  an  increase  in   the 

blood  pressure,  or  a  diwi- 

uution   in  the  tone  of  the 

vessel.     The    weakneas    of 

the  vein   wall  may  Ikj  an 

inherited  condition,  or  the 

i^esult  of  soint'  ocx'ult  error 

in  development,  or  it  may 

n*sult  from  absorption  of  surrounding  structures  depri^-ing  the  vessel 

of   its  wonted  support,  or  from  inflammatory  changes  in  the  outer 

coat  of  a  vein,  leading  to  its  softening. 

It  is  generally  held  that  increased  iniravetunis  prestnirt  is  the  diow 


Fi^.  165.— Transverie  Section  of  a  VscjeoM  V«b 
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important  factor.  This  inci'eased  pressure  may  be  brought  about  by 
several  causes.  It  may  be  due  to  geiieral  venous  obstnintton  from 
chronic  heart  or  lung  disease,  or  to  local  obstruction  from  the  pressure 
of  a  tumour,  as  the  pregnant  uterus,  or  of  an  ill-fitting  truss,  or  of  a 
tight  garter.  It  is  believed  that  defect  in  the  valves  of  a  vein  may  have 
the  same  result  The  valves  are  of  use  in  breaking  up  the  veins  into 
segments,  each  of  which  is  to  some  extent  relieved  from  the  weight  of 
the  column  of  blood  above  it.  When  a  valve  is  absent  or  useless  by 
over-distension  of  the  vein,  or  ruptura  of  the  valve,  the  segment 
below  loses  the  relief  it  would  otherwise  obtain  and  it  may  yield 
under  the  extra  strain  thrown  upon  it.  The  increased  supply  of 
blood  to  a  part,  which  occurs  in  inflammation,  chronic  ulceration,  or 
prolonged  muscular  action,  also  raises  the  intravenous  pressure. 
Gravity^  too,  may  play  an  important  part,  for  although  the  column 
of  blood  in  the  veins  of  the  lower  limb  is  su|>ported  by  that  in  the 
arteries,  yet  the  pressure  of  the  blood  upon  the  vessels  is  increased 
by  gravity  and  is  greatest  at  the  lower  end  of  the  column.  Occupa- 
tions that  entail  prolonged  standing  or  walking  are  believed  to 
predispose  to  varix.  This  is  attributed  pai-tly  to  the  influence  of 
gravity,  partly  to  the  compression  of  the  deep  veins  by  the  con- 
tracted muscles  forcing  more  blood  into  the  superficial  vessels,  and 
partly  to  the  additional  blood  supply  attending  prolonged  muscular 
action. 

A^  atid  sex, — Varicose  veins  are  rare  in  children.  They  most 
often  develop  between  the  ages  of  puberty  and  full  manhood,  but 
many  cases  are  not  noticed  until  after  thirty  years  of  age.  The  disease 
is  probably  more  common  in  men  than  women;  but,  owing  to  the  fre- 
quency with  which  pregnancy  increases  the  fulness  of,  and  the  pain 
in,  the  veins,  women  apply  for  treatment  more  frequently  than  men. 

The  influence  of  hei'edity  is  marked.  In  some  cases  every  member 
of  a  family  is  affected  and  it  is  seen  in  two  or  three  successive  genera- 
tions ;  and  not  only  so,  but  the  affection  will  sometimes  present  the 
same  local  characters  in  several  members  of  a  family,  the  same  vein  or 
the  same  part  of  a  vein  being  attacked.  The  disease  occurs  in  the 
robust  and  well-developed  more  often  than  in  the  puny  and  weakly,  in 
those  who  lead  a  sedentary  occupation,  as  well  as  in  the  active.  It 
attacks  all  classes  and,  as  we  have  seen,  it  comes  on  most  often  during 
the  later  stages  of  growth,  when  the  organism  is  reaching  maturity, 
and  not  when  the  vessels  are  becoming  worn  out  by  the  strain  of  life. 
These  facts  render  it  exceedingly  probable  that  the  real  cause  of 
varix  is  an  inherited  tendency  to  over-development  of  veins,  or 
perhaps  to  some  defect  in  the  veins.  The  upright  position  of  man 
appears  to  be  an  important  factor,  for  the  disease  is  vastly  more 
common  in  the  lower  limbs  than  elsewhere  ;  and  we  may  therefore 
regard  varix  as  the  result  of  the  special  strain  thrown  upon  the  veins 
of  the  lower  limbs  by  the  upright  position  of  men  influencing  and 
transmitted  through  countless  generations. 

Constipation  has  been  thought  to  lead  to  varix  by  the  loaded 
colon  pressing  upon  the  iliac  veins.     There  is  no  sufficient  evidence 
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of  this.  Statistics  on  the  point  ai*e  misleading,  for  constipation  snd 
varix  being  both  of  them  of  gi*eat  frequency,  it  is  certain  that  a  \u^ 
number  of  varicose  patients  will  also  exhibit  constipation.  Moit 
aggravated  constipation,  extending  over  years,  certainly  ^U  to 
produce  varix  in  a  large  number  of  individuals ;  and  in  cases  of 
obstruction,  where  the  colon  is  most  distended  and  must  press  moM 
upon  the  iliac  veins — cases  of  cancer  of  the  rectum,  for  example— 
vaiix  does  not  arise. 

It  is  important  to  bear  in  mind  that  the  conditions  which  revetl 
varicose  veins  are  by  no  means  necessarily  those  that  induce  them. 
Anything  which  produces  fulness  of  the  venous  system  not  only 
makes  the  large  veins  evident  to  sight,  but  the  distension  of  the 
dilated  veins  may  cause  pain.  It  is  this  fact  which  leads  patienti, 
and  surgeons,  too,  to  attribute  too  great  an  setiological  iraportaace  to 
standing  or  exercise,  to  pregnancy  or  constipation.  In  many  castt 
these  are  only  the  conditions  which  lead  to  the  varix  being  notioed. 

EflTects* — It  is  commonly  held  that  the  varicose  dilatation  of  a 
vein  impedes  the  return  of  blood  along  it  and  leads  to  chronic  con- 
gestion and  oedema  of  the  parts  drained  by  it,  while  these  in  torn 
induce  eczema,  ulceration,  and  chronic  induration  of  the  skin  and 
subcutaneous  tissue.  The  frequent  association  of  these  latter  con- 
ditions with  varicose  veins  is  a  fact,  but  that  they  are  related  m 
cause  and  effect  is  highly  improbable.  Even  in  cases  of  extresie 
and  long-continued  varix  no  one  of  these  phenomena  may  W 
observed,  and  they  are  all  of  tiiem  very  often  met  with  apart 
from  varix.  It  is  also  interesting  to  note  that  varix  in  the  thi^ 
and  varix  of  the  main  subcutaneous  veins,  even  when  greatly 
developed,  is  not  associated  with  these  complications  nearly  au 
often  as  varix  in  the  leg  and  varicosities  of  the  smaller  subcu- 
taneous veins.  Varix  of  the  spermatic  veins  certainly  does  not 
cause  chronic  thickening  of  the  testicle  ;  but  if  any  etlect  at  all  is 
produced  on  this  organ,  it  is  at  the  most  a  slight  softening.  Meif 
dilatation  of  a  vein  slows  the  current  of  blood  along  it,  but  it 
(>ffei*s  no  obstruction  to  the  flow  of  blood  into  it  from  tributaries ; 
on  the  contrary,  it  favours  it.  The  lack  of  efficient  valves  in 
varices,  which  would  otherwise  tell  injuriously,  is  generally  oon- 
peiisated  by  the  extreme  tortuosity  of  the  enlarged  yeins,  the  numer- 
ous and  abrupt  curves  in  the  channel  acting  like  valves ;  where  a 
vein  is  greatly  enlarged  transversely  without  these  convoliiti<Hi8  doe 
to  its  increased  length,  the  eflect  upon  the  circulation  is  liable  Ui 
l>e  more  marked.  Varix  is  sometimes  attended  with  a  thickening 
and  pigmentation  of  the  skin  over  it :  more  often,  however,  the 
skin  is  thinned  by  the  constant  pi'essure  ;  and  when,  as  may  happen, 
this  is  combined  with  a  thinning  of  the  coats  of  the  vein,  the  vessel 
is  liable  to  burst  externally,  either  spontaneously,  or  as  a  result  of 
strain,  or  of  an  injury,  or  ulcer.  The  thinning  of  a  vein  chieflj 
occurs  in  saccular  dilatations  of  its  walls. 

Symptoms. — An  extreme  degree  of  varix  may  exist  witboat 
giving  rise  to  any  subjective  symptom.     More  usually  the  polient 
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experienced  a  sense  of  fulness,  or  an  aching  paui  in  the  part,  on 
standing  or  after  long  walking;  this  pain  is  quickly  relieved  by 
raising  the  limb.  Deep  varix  may  cause  cramp-like  pains  as  well  as 
a  sense  of  fulness  and  tension.  The  superficial  enlarged  veins  are 
readily  recognised ;  often  their  blue  colour  is  visible,  and  their 
tortuous  outline  is  plainly  seen.  By  raising  the  part  the  large 
veins  ai-e  emptied  and  are  hardly  visible  or  palpable ;  by  depress- 
ing the  part .  they  become  fuller.  In  large  varices  there  is  often  an 
impulse  on  coughing  felt  as  far  down  the  limb  as  below  the  knee.  In 
the  skin  the  dilated  veins  show  as  blue  lines  arranged  in  a  stellate 
manner  and  these  may  exist  alone,  or  in  combination  with,  and  over, 
deeper  varicea  The  gi-eat  dilatations  of  veins  forming  venous  cysts 
are  recognised  by  occurring  in  the  course  of  a  vein,  by  their  ixjunded 
outline,  softness,  and  compressibility,  and  by  their  emptying  and  filling 
under  the  influence  of  position  ;  they  are  usually  met  with  at  the 
upper  end  of  the  internal  saphena  vein  and  have  a  distinct  impulse 
on  coughing,  which  sometimes  leads  to  their  being  mistaken  for  hernia. 
ComplicatioHB.  1.  Haemorrhage. — Varices  may  be  wounded, 
may  burst  under  the  influence  of  strain  or  long-continued  pressure, 
or  may  be  opened  by  ulceration  ;  in  the  majority  of  cases  of  so- 
called  "  bursting  of  a  vein,"  the  haemorrhage  is  due  to  an  ulcer  having 
opened  into  it.  When  from  any  of  these  causes  a  varicose  vein  is 
opened,  the  loss  of  blood  is  very  rapid ;  not  only  because  the  vein  is 
enlarged  and  does  not  collapse,  but  chiefly  because  the  valves  being 
lost  the  blood  flows  both  from  above  and  below.  If  the  patient  con- 
tinues standing  or  sitting  with  the  leg  hanging  down,  many  pints  of 
blood  may  be  lost,  and  death  ensue  in  a  sliort  time.  Happily,  this 
serious  haemorrhage  is  most  easily  controlled  ;  the  patient  should  imme- 
diately lie  flat  down  and  have  the  aflected  leg  well  raised  :  this  will 
at  once  arrest  the  bleeding ;  a  pad  should  then  be  fixed  over  the 
wounded  vein  by  a  bandage  carried  from  the  root  of  the  toes  to  the 
knee.  From  ignorance  of  this  simple  treatment  many  a  life  has  been 
lost,  and  many  patients  have  been  permanently  crippled  by  incur- 
able ansemia. 

2.  Thrombosis  is  a  frequent  and  a  serious  complication  of 
varices,  much  more  often  met  with  in  the  leg,  thigh,  and  anus  than 
ill  the  spermatic  veins.  The  coagulation  of  the  blood  may  be  due  to 
its  slow  flow  over  the  altered  inner  coat,  or  to  injury — and  the  mere 
prominence  of  varicose  veins  exposes  them  to  injury  ;  at  the  anus 
the  enlarged  veins  are  liable  to  be  bruised  by  the  passage  of  a  large 
hard  motion,  or  over-distended  by  straining  efl<>rts. 

3.  Chronic  eczema  is  a  frequent  complication  of  varicose 
veins  and,  as  already  stated,  it  and  (4)  chronic  induration  and 
(5)  chronic  ulcer  of  the  leg  have  been  commonly  regarded  lis  resulting 
from  varix,  and  the  term  vancose  ulcer  has  bt^en  given  to  an  ulcer  in 
the  middle  of  a  patch  of  thickened  adherent  skin  with  varicose  veins 
leading  from  it.  The  only  way  in  which  a  varix  ceitain*}  leads  to 
an  ulcer  is  when  it  "bursts,"  and  primary  healing  of  the  wound 
is  not  obtained.     The   benefit   to  a  chronic  ulcer,   often  following 
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operation  upon  an  associated  varix,  is  due  pai'tly  to  the  rest  in  tiie 
raised  position  this  treatment  necessitates,  partly  to  the  inflaenoe  of 
the  incision  in  draining  the  part,  and  partly  to  the  asepsis  secured. 

Treatment. — In  many  cases  no  treatment  is  required,  for  no 
discomfort  is  caused  by  the  disease.  For  the  majority  of  othrr 
instances,  palliative  treatment  only  is  indicated.  This  consists 
in  supporting  the  enlarged  veins  by  a  carefully-applied  bandage  or 
well-fitting  elastic  stocking,  in  improving  the  patient's  genenl 
health  by  overcoming  constipation,  or  by  the  exhibition  of  tonks, 
or  digitalis  where  these  are  indicated.  Prolonged  standing  And 
straining  efforts  should  be  forbidden  ;  but  exercise,  short  of  fatigue, 
should  be  taken :  patients  should  not  be  made  chronic  invalids  on 
account  of  varicose  veins. 

The  curative  treatment  consists  in  obliterating  or  removing 
the  diseased  vessels.  It  is  indicated  in  certain  cases  only,  particoLirij 
when  the  i)atient  is  in  good  health,  not  past  middle  Ufe,  where  tht* 
varix  is  limited  in  area,  and  where  it  is  a  source  of  pain  to  th«» 
patient.  A  vein  may  be  operated  on  when  it  leads  up  from  a  cfaronii.* 
ulcer  or  leads  up  to  a  venous  cyst.  Three  modes  of  radical  cure  ut 
now  chiefly  practised. 

(1)  Acnpresstcre. — By  passing  a  hare-lip  pin  beneath  the  vein, 
placing  a  piece  of  gum  bougie  over  the  vessel,  and  then  throwing 
a  silk  thread  in  a  flgure-of-8  over  the  ends  of  the  pin,  the  walls  of 
the  vessel  can  be  compressed,  and  a  certain  amount  of  traumatic 
phlebitis  excited,  which  may  lead  to  the  occlusion  of  the  vesseL 
One  or  many  pins  are  employed  as  may  l>e  required:  they  shoold 
be  withdrawn  in  about  a  week,  unless  marked  irritation  is  exciteil 
earlier,  and  they  may  be  left  longer  if  the  local  irritation  is  veiy 
trivial.  If  in  passing  the  pin  the  vein  is  punctured,  as  shown  by 
the  free  escape  of  venous  blood,  the  pin  should  be  withdrawn  and 
passed  more  deeply.  This  operation  often  fails  to  obliterate  tbe 
vein.  If  two  pins  are  introduced  close  together,  and  then  the 
vein  divided  subcutaneously,  the  result  is  rendered  more  certain. 
Tliis  method  has  long  been  practised,  but  it  is  far  inferior  to  either 
the  ligature  or  incision,  and  lias  nothing  to  commend  it  to  the 
surgeon. 

(2)  Lif/afnre. — An  incision  about  three-quarters  of  an  inch  lonj; 
is  made  down  to  the  vein,  and  an  aneurysm  needle  is  carefully  pssied 
round  the  vessel,  threaded,  and  withdrawn.  The  ligature  maj  be 
of  Jiseptic  silk  or  chromic  catgut;  it  may  be  single  or  doable, 
the  vein  then  being  divided  Ijetween  the  two  threads.  A  sin^rlt* 
suture  closes  the  skin  wound.  This  method  is  reliable  in  that  it 
obliterates  the  vein,  but  the  obliteration  is  usually  very  limiteil  in 
extent.  It  is  to  be  employed  in  cases  of  numerous  limited  xaricei, 
or  for  the  obliteration  of  a  vein  leading  from  an  ulcer,  or  up  to  « 
**  venous  cyst"  It  is  sometimes  modified  by  excising  a  short  length 
of  vein — say  up  to  an  inch—between  two  ligatures.  The  numerow 
branches  and  communications  opening  into  the  affected  veins  explaini 
the  limited  obliteration  produced  by  the  ligature. 
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(3)  Excision. — This  is  the  operation  which  gives  the  best  re- 
sults and  18  to  be  employed  in  the  majority  of  cases.  An  incision 
IB  made  along  the  varix  to  be  removed,  the  vein  is  carefully  exposed, 
and  a  double  ligature  is  tied  at  each  end,  and  the  vein  divided 
between.  The  vessel  is  then  raised  from  its  bed,  and  each  branch 
tied  or  seized  in  forceps  before  it  is  divided.  The  skin  incision  is 
carefully  closed  with  a  fine  suture.  This  operation  is  rendered  at 
times  a  little  troublesome  from  the  great  length  of  the  tortuous  veins 
and  the  number  of  branches  opening  into  them,  but  it  gives  the 
most  satisfactory  results.  It  has  been  mollified  by  exposing  the 
Tarix  through  an  inch-long  incision,  freeing  a  short  length  of  it, 
and  then  seizing  this  in  torsion  forceps,  and  slowly  twisting  the 
vein,  so  as  to  draw  out  a  considerable  length  of  the  vein.  Some- 
times this  answers  admirably,  but  at  other  times  the  divided  ends  of 
the  veins  bleed,  and  some  trouble  is  given  to  find  and  secure  the 
bleeding  points. 

Of  course  all  operations  upon  veins  should  be  performed  only 
with  thorough  aseptic  precautions.  It  is  a  fact  of  great  interest 
that  excision  of  varicose  veins  in  well-selected  cases  is  followed 
by  most  satisfactory  results — by  cure.  The  patient's  pain  and 
inability  to  stand  long,  to  undergo  fatigue,  or  to  bear  exposure  to  heat, 
are  entirely  removed.  But  not  only  so,  in  most  cases  there  is  no 
fresh  development  of  varicose  veins  nor  any  sign  of  injury  from 
obstruction  to  the  venous  return ;  this  shows  not  only  how  abun- 
dantly free  the  provision  for  the  return  of  blood  is,  but  also  that 
varix  is  not  simply  the  effect  of  over-distension  of  veins.  In 
some  cases  new  varices  do  develop  after  operation ;  but  this  is  to 
be  considered  as  the  natural  progress  of  the  particular  case,  for  it 
is  often  observed  without  any  operative  or  other  treatment.  If  a 
case  has  long  been  stationary  without  any  new  varices  appearing, 
operation  will  not  be  followed  by  such  event ;  but  where  new  varices 
have  recently  appeared,  the  removal  of  those  visible  may  be  followed 
by  the  development  of  others :  not,  however,  as  the  consequence  of 
the  operation. 

IV.     ANGEIOMATA. 

Varieties.— An  angeioma  is  a  tumour  composed  mainly  or  ex- 
clusively of  blood-vessels ;  some  of  these  vessels  are  newly  formed, 
others  are  pre-existing  ones  more  or  less  greatly  dilated.  The 
vessels  may  be  arteries,  veins,  or  capillaries,  and  scattered  among 
them  may  be  enlarged  lymphatics.  Arterial  angeioma  is  more  often 
called  cirsoid  aneurysm;  capillary  and  venous  angeiomata  are 
commonly  called  nosvi^  or  "  mothers  marks"  It  is  common  to  find  two 
or  more  of  these  varieties  associated  together,  and  such  cases  are  then 
classified  in  accordance  with  the  predominant  character  of  the  tumour. 
(See  also  Article  XXXVII.,  on  Diseases  of  the  Head,  Vol.  11.) 

Arterial  varix;  cirsoid  aneurysm;  plexiform  angeioma.— 

These   names   are    applied   to   various    conditions   of    dilated    and 
elongated   arteries.      When   a   single    large   artery   is   lengthened, 
J  J 
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tortuous,  and  pouched  like  a  varicose  vein,  it  is  known  as  an  arUrial 
varix.  When  this  condition  affects  several  arteries,  forming  a 
tumour  composed  of  a  congeries  of  enlarged  arteries,  it  is  called  s 
cirsoid  aneurysm.  When  the  condition  of  vascular  dilatation  hu 
spread  from  the  arteries  to  the  capillaries  and  veins,  it  is  known  as 
aneurysm  by  anastomosis  or  plexijhrm  anyeionia.  In  different  cases 
the  exact  condition  of  the  vessels  varies  considerably. 

Seat  and  causes. — The  disease,  in  any  of  its  varieties,  is  a 
rare  one.  It  may  be  met  with  in  any  part  of  the  body,  but  its  most 
frequent  seat  is  in  the  scalp,  affecting  the  superticial  temporal,  pot^ 
terior  auricular,  or  occipital  arteries.  It  occurs  also  in  the  orbit,  on 
the  face,  on  the  trunk  and  limbs,  and  even  in  internal  organs,  such 
as  the  liver.  Sutton  has  seen  a  large  one  in  the  perineum;  ''Un' 
corpus  spongiosum  was  surrounded  by  a  number  of  arteries  as  lai;gc 
as  the  coronary  branches  of  the  facial,  and  veins  as  big  as  the  cephalic/ 
Erichsen  observed  cases  on  the  side  of  the  chest,  nates,  and  foot,  and 
others  involving  the  hand  or  the  upper  limb  extensively  are  recorded. 
Such  cases,  however,  are  very  rare,  and  the  disease  has  been  chiefly 
met  with  in  the  scalp. 

In  some  cases  it  follows  an  injuiy,  such  as  a  cut,  bruise,  or  bum, 
and,  on  this  account,  has  been  considered  inflammatory  in  nature. 
In  other  cases  it  has  supervened  upon  a  congenital  erectile  tumour, 
.  or  venous  nsevus,  developing  siK)ntaneously — sometimes  at  puberty— 
or  as  a  result  of  injury.  Like  venous  varix  the  disease  most  often 
commences  l>etween  puberty  and  thirty  years  of  age. 

Patbolop^cal  cbaui^es. — The  arteries  are  considerably  dilated, 
pouched,  and  greatly  convolute*!.  Their  walls  are  very  thin,  chiefly 
owing  to  the  atrophy  of  the  middle  coat.  They  may  lie  in  parallri 
convolutions  or  be  arranged  most  irregularly,  and  connected  with  them 
there  may  be  enlarged  and  varicose  veins.  The  arteries  leading  to  a 
cirsoid  aneurysm  are  varicose,  and  the  disease  tends  to  spread,  botL 
centrally  along  the  arteries  feeding  it,  and  towards  the  captllariei. 
The  skin  covering  the  angeioma  and  the  other  soft  tissues  may  lie 
pigmented,  thickened,  and  spongy,  or  thinned  and  tlie  seat  of  ulcen, 
which,  by  extending  into  the  arteries,  occasion  very  dangerous 
haemorrhages.  Subjacent  bone  may  be  grooved,  or  even  perforata 
by  the  enlarged  vessels. 

Symptoms  and  eonrse. — Arterial  varix  occurs  as  a  tingle 
enlarged  tortuous  artery,  which  can  be  traced  in  tlie  scalp  or  other 
part ;  the  vessel  is  compressible  and  the  seat  of  strong  pulsation. 

Cirsoid  aneurysm  occurs  as  an  ill-defined  pulsating  swelling,  in 
which  tortuous  vessels  can  sometimes  be  distinguished.  The  swelling 
is  soft  and  compressible ;  its  pulsation  is  forcible  and  a  distinct 
thrill  is  often  felt ;  usually  there  is  a  very  loud  bruit  of  a  rasping 
cooing,  or  musical  character,  and  the  patient  is  sometimes  oonsdoiis 
of  the  bruit  Dilated  and  tortuous  arteries  can  generally  be  traced 
leading  to  the  tumour  and  giving  it  an  indistinct  outline;  v<>fT 
enlarged  veins  may  also  be  traced  passing  from  it.  By  compression 
of  these  arteries  the  pulsation  is  lessened,  and  the  thrill  may  be  Icat, 
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but  us  a  rule,  the  arteries  feeding  the  "  aneurysm  "  are  so  numerous, 
that  digital  compression  of  those  felt  does  not  entirely  arrest 
the  pulsation.  The  skin  over  the  swelling  is  hotter  than  natural 
and  has  a  dull  bluish  colour;  it  may  be  thin,  or  thickened  and 
pigmented,  or  with  an  abundant  growth  of  hair. 

The  tumour  may  remain  stationary  and  cause  little  or  no  incon- 
venience ;  in  very  rare  instances  it  has  been  known  to  undergo 
spontaneous  cure.  More  often  it  steadily,  and  even  rapidly,  enlarges, 
involving  more  and  more  vessels.  If  the  skin  over  it  ulcerates,  the 
bleedings  which  occur  gradually  exhaust  the  patient. 

The  diai^nosis  is  usually  very  easy.  From  common  aneurysm 
it  is  distinguished  by  its  position,  irregular  outline,  compressibility, 
and  by  the  enlai^ement  of  the  vessels  feeding  it.  The  character  of  the 
bruit,  and  the  effects  of  compressing  the  main  artery  of  the  part, 
differ  in  the  two  cases.  Cirsoid  aneurysm  following  upon  an  injury 
might  be  mistaken  for  a  varicose  aneiirysm,  as  the  bruit  and  thrill,  and 
the  enlargement  of  many  vessels,  are  somewhat  alike  in  the  two  cases  ; 
but  the  tumour  formed  by  a  cirsoid  aneurysm  is  less  well-defined  and 
its  pulsation  is  not  arrested  by  the  compression  of  a  single  arterial 
trunk. 

From  aneii/rysmal  varix  a  cirsoid  aneurysm  is  distinguished  by 
noting  that  the  tumour  is  arterial,  not  venous,  that  it  is  connected 
with  several  arteries,  and  that  its  pulsation  is  not  controlled  by  com- 
pression of  a  single  arterial  trunk. 

Treatment. — Owing  to  the  ill-detined  character  of  the  tumour, 
its  tendency  to  spread  and  involve  new  vessels,  and  still  more  to  the 
fact  that  the  aneurysm  is  fed  by  many  arteries,  so  that  cutting  off  the 
supply  of  blood  from  one,  or  even  several,  sources  does  not  starve  it, 
the  treatment  of  cirsoid  aneurysm  is  beset  with  special  difficulty  and 
often  fails  altogether.  In  some  cases,  after  temporary  improvement 
—  mistaken  for  "cure" — the  tumour  has  developed  again.  There- 
fore if  the  aneurysm  is  not  increasing  in  size,  is  not  ulcerating,  and 
is  not  causing  grave  distress  to  the  patient,  the  surgeon  should  be 
content  to  protect  it  with  a  metal  or  leather  covering,  if  in  a  part 
exposed  to  injury,  and  should  not  undertake  any  operation  for  it.  If. 
however,  the  tumour  is  growing,  or  the  skin  over  it  is  ulcerating  and 
threatens  to  open  a  vessel,  or  if  haemorrhage  has  already  occurred,  an 
attempt  to  cure  the  disease  must  be  made,  and  the  surgeon  must 
choose  one  of  the  following  methods,  according  to  the  nature  of 
the  particular  case. 

(1)  Excision  of  the  angeioma. — The  operator  must  be  very  careful 
to  cut  wide  of  the  diseased  vessels,  and  to  tie  each  artery  as  it  is 
divided.  Neglect  of  either  of  these  precautions  may  lead  to  frightful 
hfemorrhage.  This  method  is  applicable  to  cases  of  limited  extent 
and  fairly  circumscribed  in  character. 

(2)  Ligature  of  the  angeioma  is  preferred  by  some  to  its  excision. 
It  is  unattended  with  the  risk  of  htemorrhage,  if  the  ligatures  are  care- 
fully passed  beyond  the  tumour.  It  may  be  followed  by  recurrence 
of  the  growth  and  in  this  respect  is  less  reliable  than  excision.     It 
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may  be  used  in   the   same   cases  as   excision   and  in  some  when 
excision  cannot  l>e  practised. 

(3)  Ligature  of  the  feeding  vessels  alone  has  never  yet  been 
successful.  When  combined  with  division  of  the  soft  pMkrts  between 
the  ligatured  arteries,  it  has,  in  a  few  cases,  effected  a  cure.  It 
generally  fails,  owing  to  the  presence  of  arteries  entering  the  aneurysm 
on  its  deep  surface.  It  may  be  employed  in  cases  where  digital  com- 
pression of  the  arteries  to  be  tied  entirely  arrests  the  pulsation  in 
the  swelling. 

(4)  Ligature  of  the  main  artery  of  tJie  part, — A  cirsoid  aneurysm 
of  the  scalp,  too  large  and  difi'use  for  excision  or  ligature,  may  be 
treated  by  simultaneous  ligature  of  the  two  external  carotid  arteries, 
combined,  if  necessary,  with  ligature  of  the  frontal  and  supraorbital 
branches  of  the  ophthalmic  artery.  The  common  carotid  artery 
should  not  be  ligatured  for  such  a  case. 

(5)  Electrolysis  is  strongly  recommended  by  some  authorities  and 
has  been  advocated  as  ^^the  only  justifiable  method  of  treatment.'*  A 
strong  current  of  from  150  to  200  milliamperes  is  required.  The 
needles  passed  into  the  vessels  are  attached  to  the  positive  pole,  and 
a  large  surface  negative  electrode  is  placed  in  contact  with  the  bsck 
or  some  other  indifferent  part  of  the  body.  The  operation  generslljr 
has  to  be  repeated.     An  ansesthetic  is  required. 

(6)  Injection  of  perchloride  of  iron  has  been  practised,  espedaUj 
by  Continental  surgeons,  with  considerable  success.  A  temporarr 
ligature  is  thrown  around  the  tumour  while  the  coagulating  fluid  i^ 
injected  and  until  the  clot  is  firm. 

(7)  AmpiUa4io7i  has  been  called  for  in  cases  of  hsemorriiage  from 
cirsoid  aneurysm  of  a  limb. 

Nsevus. — Nsevi  are  of  two  kinds,  **  simple  "  and  "  cavemoos." 

A  simple  nsBvus  is  a  collection  of  minute  vessels  bound  togetbcr 
by  a  small  amount  of  connective  tissue.  If  the  vessels  are  arte^ 
rioles,  the  nsevus  is  of  a  bright  red  colour,  and  is  called  '*  arterial'* 
If  they  are  venules,  it  is  of  a  blue  colour,  and  is  called  *^  venous.^ 
Intermediate  tints  between  the  two  extremes  are  met  with.  Simple 
nsevi  are  sometimes  called  *^  capillary." 

A  €avei*nous  nsBvus  or  erectile  tumovr,  sometimes  called 
also  a  venous  nceviLs^  is  formed  of  a  series  of  intercommunicating  spaces 
lined  with  endothelium  similar  to  that  of  veins,  embedded  in  fibrous 
tis.sue,  and  fat.  Small  arteries  open  into  these  spaces,  and  lander 
veins  carry  the  blood  away.  The  blood  spaces  ai'e  not  surrounded 
by  pro)>er  vessel-walls.  A  thin  fibrous  capsule  often  encloses  the 
usevus. 

.lilliolOKy. — Nothing  is  definitely  known  of  the  cause  of  mevos. 
Many  na^vi  are  congenital  ;  many  others  are  first  noticed  shortly 
after  birth.  Otiiers  appear  to  originate  about  puberty  and  in  some 
instances  their  development  follows  upon  an  injury. 

Distribution  and  varieties. — Simple  ^iceri  are  chiefly  met 
with  in  the  su|>erticial  layers  of  the  skin,  and  particularly  on  tbe 
scalp,   face,    back,    and   cliest.      They   are  also   found   on  mucous 
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membranes — the  conjunctiva,  lip,  tongue,  and  labium.  They  are 
often  associated  with  a  cavernous  nievus  in  the  dee|)er  tissues.  If 
the  dilated  capillaries  form  but  a  very  thin  layer  in  the  papillary 
part  of  the  skin,  it  is  commonly  called  a  port  loitie  stain  and  these 
**  stains  "  often  cover  a  large  area  of  skin,  even  to  the  extent  of  one 
half  of  the  entire  body.  Occurring  in  the  form  of  stellate  groups  of 
dilated  venules,  they  are  called  phlehiectasea ;  and  these  are  most 
commonly  met  with  in  the  skin  of  the  thigh  or  leg,  and  particularly 
in  adults.  They  occur,  however,  on  the  face  and  other  parts,  and  are 
sometimes  seen  in  the  skin  close  to  a  naevus  either  "simple"  or 
**  cavernous." 

Cavernous  natvi  develop  chiefly  in  and  beneath  the  skin  and 
mucous  membranes,  and  occur  most  commonly  in  the  scalp,  lips, 
cheeks,  on  the  trunk,  and  the  female  genitals.  They  are  also  met 
witli  in  the  breast,  tongue,  liver,  rectum,  and  oesophagus.  In  the  liver 
they  are  l>elieved  to  develop  late  in  life. 

Clinical  cbaracters. — Ntevi  are  often  multiple  and,  as  already 
stated,  the  two  forms  are  often  associated. 

Simple  ncevi  ap{)ear  as  minute  bright  red  or  darker  specks  in  the 
skin,  or  as  large  growths,  which  project  slightly  from  the  surface  of  the 
healthy  skin,  and  may  be  a  little  uneven  on  the  surface.  If  of  large 
size,  the  surface  may  be  felt  to  be  hotter  than  that  of  the  surround- 
ing skin.  The  colour  may  be  lessened  by  pressure,  but  returns  very 
quickly.  "  Port  wine  stains  "  are  of  varying  hue.  Some  are  only 
slightly  purple  ;  others  of  a  deep  purple  colour. 

Cavernous  ruftvi  form  soft,  easily  compressible  tumoui-s,  often  of 
irregularly  lobulated  or  tortuous  outline,  which  become  full  and  tense 
under  the  influence  of  crying,  coughing,  or  straining.  When  of  large 
size  they  may  show  a  tendency  to  b^ome  pedunculated.  Beneath 
mucous  membrane  or  thin  skin  they  show  a  purple  colour,  which  is 
intense  when  the  growth  implicates  the  skin  itself.  Large  veins  may 
often  be  seen  coursing  from  the  tumour  and  the  skin  over  it  may  be  the 
seat  of  a  "simple  nsevus."  In  some  cases  the  blood  spaces  or  enlarged 
veins  are  sepaitited  by  a  considerable  amount  of  healthy  skin  or  other 
tissue,  and  these  cases  pass  by  insensible  degrees  into  a  condition  of 
merely  enlarged  veins  indistinguishable  from  ordinary  varices. 

Beyond  the  fact  of  disfigurement,  nievi  rarely  occasion  any  ill 
effects.  If  cut  they  bleed  freely,  but  the  hsemorrhage  is  easily 
arrested  by  pressure.  They  may  remain  stationary  throughout  life, 
or  may  steadily  increase,  or,  having  remained  stationary  for  a  time, 
may  suddenly  take  on  an  active  growth,  perhaps  from  the  effects  of 
injury  or  the  stimulus  of  puberty.  Nawi  may  become  more  promi- 
nent at  the  menses  and  they  have  been  known  to  be  the  seat  of 
Ticarious  men.struation  ;  puberty  sometimes  arrests  their  growth. 

On  the  other  hand,  they  may  undergo  regressive  changes  ;  the 
centre  becomes  gradually  paler  and  this  change  exUmding,  may 
remove  the  entire  disease ;  in  other  cases  the  tumour  ulcerates  and 
leaves  a  white  cicatrix  ;  this  process  is  attended  with  danger  from 
haemorrhage.     Or  thrombi  may  form   spontaneously  and  becoming 
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organised,  obliterate  the  blood-spaces  in  which  thej  occur ;  in  some 
instances  repeated  limited  thrombosis  occurs. 

In  some  instances  of  cavernous  nsevus  a  blood  cyst  develops,  owing 
to  the  shutting  off  of  a  blood-space  and  its  subsequent  distenaioa ;  in 
other  cases  a  pigmented  warty  growth  has  replaced  a  nsTUB.  A 
combination  of  cavernous  nsevus  with  lipoma — nasvo4ipoma — \m  met 
with  as  a  congenital  tumour. 

A  simple  naevus  cannot  be  mistaken  for  any  other  affection.  A 
cavernous  nsevus,  when  covered  by  healthy  skin  or  mucous  mem- 
brane, is  easily  recognised  by  its  spongy  feel,  compressibilitj, 
distension  under  effort,  purple  colour,  and  the  absence  of  puliation. 

Treatment* — Naevi  undergoing  natural  cure,  and  superficial 
nievi  of  wide  extent,  such  as  ^*  port  wine  stains,''  should  not  be  sob- 
jected  to  any  treatment  Nsevi  on  parts  of  the  body  which  are  coveted 
by  clothing,  and  which  ai*e  stationary,  may  be  left  for  a  time  lud 
watched  ;  but  even  if  they  show  no  tendency  to  grow,  it  is  better  to 
remove  or  destroy  them  than  to  leave  them  to  be  a  possible  sonree  of 
trouble  hereafter. 

There  are  many  ways  of  dealing  with  naevi :  they  may  be 
excised,  strangled  with  a  ligature,  burnt  with  caustics,  obliterated 
by  inflammation,  or  the  blood  within  them  coagulated  by  electrolysii, 
or  the  injection  of  coagulants.  Each  method  has  its  advantages^ 
and  is  to  be  chosen  in  pai*ticular  circumstances,  and  it  is  a  mi*- 
take  to  regard  any  one  treatment  as  universally  adapted  for  a  con- 
dition which  presents  such  striking  variations  as  nsevus  doe&  The 
objects  to  be  aimed  at  are,  in  the  first  place,  complete  cure^  fcur  if 
only  a  minute  portion  of  the  naevus  is  unobliterated,  the  diaeue 
is  apt  to  grow  again,  and  often  with  considerable  vigour ;  sectmdly, 
the  removal  or  destruction  of  diseased  parts  onlf/y  all  healthy  stnic- 
tures  being  preserved  if  possible;  thirdly  the  miiUmum  of  sear, 
particularly  on  exposed  parts  of  the  body ;  and  fourthly,  rapidity, 
painlessness,  and  absence  of  suppuration.  The  methods  cominonly 
employed  are  as  follows  : — 

(1)  Excisioih, — The  surgeon  must  be  careful  to  cut  out  thensvus, 
and  not  cut  into  it,  and  each  bleeding  vessel  must  be  seiied  in 
forceps,  or  tied  at  once,  as  haemorrhage  is  very  serious  in  infants^ 
who  are  the  usual  subjects  of  this  operation.  Owing  to  the  deep 
colour  of  the  tumour,  and  the  presence  in  cases  of  cavernous  nsvni 
of  a  thin  capsule,  the  operation  is  not  attended  with  any  specisl 
difficulty.  The  edges  of  the  wound  are  carefully  approximated  with 
sutures,  and  primary  healing  with  a  linear  scar  is  obtained.  Tbif 
treatment  is  rapid,  practically  painless,  and  by  it  it  is  easy  to  ensoxv 
the  removal  of  the  entire  growth  ;  in  a  large  proportion  of  cases  it 
is  wholly  satisfactory,  but  it  is  unsuited  to  very  superficial  ns?vi,  as 
it  involves  then  a  sacrifice  of  healthy  tissue,  and  to  deep  nievi  of 
important  parts,  such  as  the  eyelid,  cheek,  and  lip,  the  removal  of 
which  would  cause  serious  deformity. 

(2)  Ligature. — Almost  any  uievus  can  be  strangled  by  a  ligature, 
and   when  the  sphacelus  separates,   the  wound  quickly  heals,   bat 
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leaves  a  circular  or  irregular  scar.  It  is  a  painful  method  of  treat- 
ment, much  longer  in  effecting  a  cure  than  excision,  is  attended  with 
suppuration  and  all  its  attendant  evils,  leaves  a  large  scar,  and  bj  its 
means  healthy  tissues  often  have  to  be  sacrificed  in  order  to  ensure 
the  enclosure  of  the  entire  neevus  in  the  ligature  or  ligatures.  The 
advantages  of  the  method  are  its  extreme  simplicity  and  the  avoidance 
of  all  risk  of  hsemorrhage  ;  the  surgeon  can  do  it  single-handed,  and 
in  many  cases  without  the  use  of  an  aneesthetic.  Where  he  can 
secure  proper  assistance,  ligature  is  undoubtedly  inferior  to  excision, 
and  should  only  be  practised  in  unusual  circumstances.  Care  must 
be  taken  to  include  the  whole  of  the  neevus  in  the  loop  or  loops, 
which  should  be  tied  as  tightly  as  possible ;  strong  aseptic  silk  should 
be  used,  and  the  part  be  rendered  aseptic  and  dressed  with  the  usual 
antiseptic  precautions,  in  order  to  prevent  suppuration.  In  no  case 
should  the  ligature  be  made  to  cut  its  way  through  skin,  but  the  thread 
should  be  placed  subcutaneously,  or  the  skin  divided  with  the  knife. 
This  is  the  method  which  was  formerly  most  widely  practised. 

(3)  Electrolysis  is  an  admirable  method  of  treating  any  nsevi.  By 
passing  a  mild  continuous  current  of  electricity  through  the  nsevus, 
coagulation  of  blood  in  the  vessels  or  spaces  is  secured  with  sufficient 
irritant  action  to  lead  to  their  permanent  occlusion,  and  without 
serious  necrosis  or  ulceration.  At  the  positive  pole  oxygen  is  set 
free  and  oxidises  the  electrode  and  the  tissues,  and  if  the  current  is 
strong,  a  certain  amount  of  charring  of  the  tissues  occurs.  At  the 
negative  pole  nascent  sodium  is  produced,  and  at  once  forms  caustic 
soda  and  liberates  hydrogen :  if  this  action  be  too  intense,  a  wide 
and  deep  slough  results.  The  mildest  action  is  obtained  by  inserting 
**  positive  "  needles  only,  and  having  the  negative  electrode  applied 
to  the  skin  ne^ir  by  ;  if  a  more  intense  action  is  desired,  the  needles 
passed  into  the  nsevus  are  connected  with  both  i>ole8  of  the  battery. 
A  good  plan  is  to  have  all  the  needles  but  one  **  positive."  The  best 
current  to  employ  is  such  as  is  developed  from  a  battery  of  5  to  10 
Leclanch^  cells,  and  to  continue  it  for  15  to  20  minutes ;  or  a  current 
of  100  milliamp^res  may  be  passed  for  5  minutes,  and  then  the 
position  of  the  needles  changed. 

A  slow  action  is  to  be  preferred  to  a  rapid.  The  operation  is 
painful  and  necessitates  an  anaesthetic,  but  the  pain  ceases  immediately 
the  current  is  broken.  Small  naevi  may  be  cured  at  one  "  sitting," 
but  for  na»vi  of  any  size,  repeated  operations  are  necessary.  Entirely 
subcutaneous  najvi  may  be  cured  without  leaving  any  scar ;  but 
nievi  involving  the  skin  can  only  be  cured  by  destroying  the  vascular 
tissue  and  replacing  it  by  scar,  this  scar  is,  however,  very  little 
conspicuous.  A  certain  amount  of  shock  is  produced  when  the 
current  is  closed;  and  in  operating  upon  the  head,  especially  in 
infants,  great  care  must  be  taken  to  turn  on  the  current  gradually. 
Port  wine  stains  are  treated  by  flat  metal  electrodes  connected  with 
the  negative  pole,  which  are  applied  to  the  discoloured  skin  only, 
and  a  current  of  40  to  50  millianip^res  is  used,  until  a  soapy  debris 
collects  under  the  plate  from  the  caustic  action  of  the  soda  set  free, 
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and  the  skin  is  destroyed  for  a  sufficient  depth.  Electrolysis  is  in 
excellent  method  of  destroying  small  pblebectasies  as  well  as  larger 
growths. 

(4)  Caustics  of  many  kinds  are  employed  and  in  certain  cases  are 
very  good.  Nitric  acid  or  acid  nitrate  of  mercury,  and  the  fine  point 
of  a  Paquelin's  cauteiy  are  the  best  to  use.  They  are  particularly 
suitable  for  very  superficial  nsevi,  involving  less  than  the  whole 
thickness  of  the  skin,  and  for  scattered  points  of  ntevus. 

(5)  Injection  of  coagulants  is  but  little  practised  and  should  lie 
entirely  superseded  by  electrolysis.  Owing  to  the  danger  of  embolism^ 
a  temporary  ligature  must  in  every  case  be  placed  around  the  ncviu 
for  at  least  fifteen  minutes  after  the  injection ;  perchloride  of  iron,  a 
solution  of  tannin,  or  pure  carbolic  acid  are  the  fluids  employed,  and 
only  a  very  small  quantity  of  either  of  them  is  injected. 

(6)  Setons  and  vaccination  are  employed  to  excite  inflammation 
in  the  nsBvus  and  so  to  obliterate  the  blood-spaces,  but  there  is  great 
practical  difficulty  in  so  regulating  the  area  of  inflammation  as  to 
make  it  exactly  coextensive  with  the  nsevus,  and  its  severity,  so  that 
it  may  "  cure  "  the  nsevus  without  exciting  sloughing  or  deep  sup- 
puration. Superficial  nsevi  may  be  cured  by  vaccination,  but  other 
methods  of  treatment  are  to  be  preferred  ;  deeper  nfevi  have  been 
treated  by  passing  threads  soaked  in  vaccuie  lymph  through  tlieni. 

(7)  Scarification  has  been  advocated  for  the  treatment  of  exteasivc 
very  superficial  iia?vi  such  as  "  port  wine  stains,''  but  the  results  of 
this  method  have  been  very  unsatisfactory. 
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By   a.    PEARCE    GOULD,    M.S.  Lond.,    F.R.C.8 , 
Senior  Astistant  Surgeon  to  the  Middlesex  Hotpital. 


Olassiflcation. 

I.  Idiopathic  or  spontaneous  aneurysm. 

1.  Fusiform. 

2.  Sacculated  :     (a)  Circumscribed. 

\h)  Diffused. 

(i)    Leaking  aneurysm, 
(ii)  Ruptured  aneurysm. 

II.  Traumatic  aneurysm. 

1.  Circumscribed. 

2.  Diffused ;  or  ruptured  artery. 

III.  Arterio- venous  aneurysm. 

1.  Varicose  aneurysm. 

2.  Aneurysmal  varix. 

IV.  Cirsoid  aneurysm.     {See  page  577.) 

Definition. — An  atieurysm  is  a  blood-tumour  communicating  with 
an  arteiy.  If  it  occurs  as  the  direct  result  of  an  injury  to  the  vessel 
wall,  which  severs  all  the  coats  more  or  less  completely,  it  is  called  a 
traumatic  aneuirysm;  but  when  as  the  result  of  disease  having  im- 
paired its  resiliency  and  strength,  the  arteiial  wall  permanently 
yields  under  the  pressure  of  the  blood,  it  is  called  an  idiopathic  or 
spontaneous  aneurysm.  These  two  great  classes  of  aneurysm  differ 
not  only  in  their  mode  of  origin,  but  to  some  extent  in  their  nature 
and  in  their  indications  for  treatment,  and  they  must  therefoi-e  be 
dealt  with  separately.  An  abnormal  communication  between  an 
aitery  and  a  vein  is  known  as  an  arterio-verwus  aneurysm /  this  may 
be  either  traumatic  or  idiopathic  in  origin,  and  its  features  are  so 
peculiar  that  it  is  placed  in  a  separate  class.  Cirsoid  aneurysm 
is  an  arterial  angeiom^,  and  is  described  on  page  577  under 
that  heading ;  it  has  no  pathological  affinities  with  the  other  forms 
of  aneurysm. 

I.     IDIOPATHIC  OR  SPONTANEOUS   ANEURYSM. 

JEtiology. — A  spontaneous  or  pathological  aneurysm  is  formed 
when   an   artery   permanently  yields    under    the    pressure   of  the 
J  J* 
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blood  within  it.  Normally,  such  yielding  is  prevented  partly 
by  the  strength  of  the  ai*terial  wall,  and  partly  by  its  elasticity, 
which  ensures  its  recoil  immediately  the  force  of  the  ventricle  is 
expended.  Healthy  arteries  have  such  a  reserve  of  resistance,  above 
all  the  demands  that  can  be  made  upon  them,  that  simple  increase  of 
blood  pressure,  from  plethora,  over-action  of  the  heart,  or  increased 
resistance  in  the  capillary  circulation,  never  by  itself  causes 
aneurysm.  When,  however,  the  strength  or  the  elasticity  of  an 
artery  is  lessened,  it  may  yield  under  even  the  normal  blood  pressure, 
and  still  more  readily  does  it  yield  when  the  blood  pressure  is  in- 
creased. From  this  it  follows  that  ^Ac  immediate  caitse  of  every  etm 
of  8po7itan€ou8  aneurysm  is  some  condition  \oeakeniny  l/ie  arterial 

wall.  In  many  cases  this  \a 
supplemented  by  an  increate  in 
the  blood  pressure  in  tike  arteries. 
These  factors  must  be  considerwi 
in  some  detail,  and  then  wt* 
must  more  briefly  discuss  th^ 
secondary  or  remote  causes  of 
aneurysm. 

Conditions      Mriiicli 


u'eaicen  the  arterial  wall. 

—  Atheroma,  with  fatty  de- 
generation of  the  inflammatorr 
products,  is  the  most  important 
of  the  conditions  which  weaken 
arterial  walls ;  although  the 
diseased  artery  is  thickened  it 
Fig.  166. -Pulmonary  Canty  with  a  gmaii  is  weaker,  and,  above  all,  les^ 
Sr,tS;?nt;i^r.'^ir'^^"f  iS^     «l'«tic  than   a  h«dthy  arteiT. 

iieuiu  of  the  Hospital  for  Diseases  of  the       As    a    result    of   the    weakening 

Chest.  Brompton.)  ^^  ^^^  vessel,  the  diseased  portion 

may  be  dilated  by  the  force  of  the 
heart,  and  the  loss  of  elasticity  prevents  a  recoil  from  taking  place 
during  the  cardiac  diastole.  Calcification  preserves  arteries  from 
aneurysmal  dilatation,  although  calcareous  plates  may  be  found  in 
the  walls  of  aneurysms.  {See  Fig.  168.)  Tubular  calcification 
may  be  followed  by  aneurysm,  if  under  some  blow  or  strain  the 
calcareous  middle  coat  snaps  across,  and  the  outer  coat  of  the 
vessel  yields  before  tlie  blood  pressure. 

By  some  authorities  syphilis  has  been  credited  with  playing  a 
very  important  role  in  the  production  of  aneurysm.  A  form  of 
arteritis,  which  is  undoubtedly  due  to  syphilis,  occurs  in  small 
arteries,  especially  in  those  at  the  base  of  the  brain,  and  leads  to 
their  thickening  and  often  to  their  obliteration  ;  and  it  has  been 
suggested  that  when  the  middle  coat  has  been  destroyed,  and  the 
new  tissue  in  the  inner  coat  absorbed,  the  artery  is  so  weakened  that 
it  yields  and  forms  an  aneurysm.  This  disease  is  a  frequent  cause  *»f 
aneurysm  of  the  cerebral  arteries,  and  it  is  alleged  that  a  similar 
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disease  occurs  in  the  larger  arteries,  but  it  is  as  yet  unproved  that 
syphilis  leads  to  a  special  disease  of  large  ai-teries,  with  a  weakening 
of  their  coats,  and  therefore  a  predisposition  to  aneurysm.  In  many 
cases  of  aneurysm  no  cause  for  the  condition  has  been  found,  except 
syphilitic  infection. 

Embolic  arteritis, — The  impaction  of  an  infective  embolus  in  an 
artery  leads  to  an  inflammation  of  the  vessel,  with  softening;  and  in 
these  circumstances  an  aneurysm  may  develop.  Idiopathic  aneurysm 
in  young  people  is  believed  to  be  always  due  to  this  cause ;  the 
midtiple  aneurysms  which  sometimes  occur  in  the  course  of  acute 
rheumatism  and  ulcerative  endocarditis  have  the  same  origin. 

L088  of  inipport  by  absorption  of  the  surrounding  tissues  has  been 
supposed  to  be  capable  of  so  weakening  an  artery  that  it  can  no 
longer  resist  the  force  of  the  blood  stream.  Examples  of  this  arc 
said  to  be  furnished  in  phthisical  lungs,  where  aneurysms  not  un- 
frequently  develop  on  the  branches  of  the  pulmonary  artery  exposed 
in  ^e  walls  of  cavities  (Fig.  166) ;  their  ruptui-e  is  a  frequent  cause 
of  fatal  haemoptysis.  But  it  is  by  no  means  certain  that  these 
aneurysms  result  directly  from  the  loss  of  support  to  the  vessel. 
The  more  probable  explanation  is  that  the  exposure  of  the  artery 
leads  to  an  inflammatory  change  in  its  walls  which  weakens  the 
vessel  and  causes  it  to  yield  under  the  blood  pressure.  This  yielding 
would  be  favoured  by  negative  pressure  in  tlie  lung  cavity.  A 
microscopical  section  of  a  branch  of  the  pulmonary  artery  with  a 
minute  commencing  aneurysm,  in  the  possession  of  Dr.  Percy  Kidd, 
shows  distinct  thickening  of  the  intima  of  the  vessel,  and  supports 
the  view  that  in  this,  as  in  every  other  form  of  spontaneous 
aneurysm,  disease  of  the  arterial  wall  precedes  the  development  of 
the  aneurysm. 

Under  this  head  we  must  also  mention  injury  causing  a  partial 
laceration  of  an  artery.  A  contusion  of  an  artery,  or  over-stretching 
it,  as  in  violent  extension  of  the  knee  or  elbow,  may  not  only  snap 
a  calcified  middle  coat,  as  mentioned  in  the  previous  chapter,  but 
may  burst  a  softened  patch  of  atheroma,  or  displace  a  calcareous 
plate  and  allow  the  blood  to  force  its  way  beneath  its  edge,  or  even 
tear  some  healthy  part  of  a  diseased  artery.  In  either  of  these  ways 
injury  may  so  weaken  an  artery  as  to  lead  indirectly  to  the  develop- 
ment of  an  aneurysm. 

Conditions  increasini^  the  blood-pressure. — The  blood- 
pressure  in  the  arteiies  may  be  raised  by  increased  cardiac  action 
or  by  greater  resistance  in  the  capillaries  and  arterioles,  and  by 
plethora ;  but  t/ie  over -action  of  the  heart  is  the  most  important 
in  the  aetiology  of  aneurysm.  This  over-action  is  especially  excited 
by  sudden,  intermittent,  and  unwonted  effort  or  strain.  The  heart 
and  blood-vessels  accommodate  themselves  to  continuous  haid  work  ; 
but  when  an  unusual  effort  is  made,  especially  if  of  the  nature  of  a 
sudden  strain,  the  blood  pressure  is  materially  raised.  A  like  effect 
is  produced  by  great  excitement  or  violent  passion,  by  alcohol,  and 
by  cardiac  hy|)ertrophy.  Plethora  is  a  cause  of  increased  blood 
J  .1  *  2 
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pressure  ;  it  is  one  that  acts  continuously,  and  it  is  usually  asso- 
ciated with  other  conditions  producing  the  same  result.  Its  in- 
fluence is  best  appreciated  by  noticing  that  the  opposite  condition^ 
antemia  and  cachexia — is  a  great  protection  against  aneurysm,  which 
only  occurs  under  those  conditions  when  an  artery  has  been  grcadj 
weakened,  as  by  an  infective  embolus  The  influence  of  bleeding  in 
arresting  the  rapid  growth  of  an  aneurysm  is  another  proof  of  the 
important  part  plethora  may  play.  The  increused  resistance  in  the 
arterioles  mid  capillaries^  met  witii  in  gout  and  chronic  renal  disease, 
is  an  important  cause  of  atheroma,  by  raising  the  blood-tension  in 
the  larger  arteries.  Like  plethora  it  acts  continuously ;  it  also 
acts  intermittently  when  due  to  muscular  eflfort,  and  is  one  of  the 
factors  by  which  strain  leads  to  aneurysm.  Associated  with  marked 
weakening  of  the  arteries  from  disease,  the  normal  blood-pressure 
is  quite  suflficient  to  produce  aneurysm,  as  we  s?e  in  aneurysm  from 
embolism ;  but  as  a  great  cause  of  atheroma  bt  increased  blood- 
pressure,  this  condition,  both  directly  and  indirectly,  plays  a  great 
part  in  inducing  aneurysm.  The  greater  frequency  of  aneurysm  in 
the  aorta  than  in  any  other  artery  is  due  to  the  high  blood-pressure 
in,  and  the  great  strain  thrown  upon,  this  artery. 

The  secondary  causes  of  aneurysm  must  be  specially  noticed. 

(1)  Age, — Aneurysm  is  most  common  between  the  ages  of  thirtj 
and  fifty,  at  the  period  when  degenerative  changes  occur  in  the 
arteries,  when  the  force  of  the  heart  is  unimpaired,  and  when  persons 
are  still  exposed  to  strains  and  injuries.  It  is  very  rare  iu  childnpn 
and  adolescents,  and  in  them  is  probably  always  due  to  embolic 
arteritis.  Old  age,  although  associated  with  advanced  arterial  dis- 
ease, is  protected  from  aneurysm  by  the  low  blood-pressure  due  to  the 
feeble  action  of  the  heart  and  the  absence  of  special  strain  and  efl!brt 

(2)  Sex, — Aneurysm  is  much  more  frequent  in  men  than  m-omen, 
the  occupations  and  mode  of  living  of  the  latter  protecting  them 
from  the  chief  causes  of  the  disease.  Statistics  show  that  aneo- 
lysniK  generally  are  thirteen  times  as  common  in  men  as  in  women ; 
but  there  are  two  remarkable  exceptions  to  this  rule,  for  carotid 
aneurysm  is  as  frequent  in  women  as  in  men,  and  dissecting 
aneurysm  is  more  common  in  the  female  sex.  No  satis&ctorr 
explanation  of  these  exceptions  has  been  given.  It  is  worthy  of 
note  tliat  the  strain  of  j)arturition — often  very  sevei'e  and  prolonged 
— does  not  appear  to  lead  to  aneurysm. 

(3)  Occupation. — All  occupations  which  expose  to  sudden  and 
severe  eflbii:,  such  as  those  of  soldiei^s  and  sailors,  dispose  to  aneurysm 
by  the  sudden  rise  of  blood-pressure.  Laborious  occupations  a«  of 
miners,  navvies,  and  engineers,  which  throw  a  constant  strain  upon 
the  cii-cuhition,  lead  to  atheroma  and  to  aneurjrsm.  Thoee  who 
habitually  lead  sedentary  lives,  but  occasionally  indulge  in  violent 
eflbit  such  as  mountaineering  and  other  forms  of  active  exercite. 
are  pi-one  to  aneurysm  by  the  unwonted  rise  in  the  blood-pressore 
such  an  effort  causes.  The  influence  of  occui>ation  is  well  shown 
by  tlie  special  frequency  of  aneurysm  in  cold  and  tem|>erate  clinuiteB, 
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and  particularly  in  Great  Britain  and  America,  and  by  its  occuriing 
more  often  in  the  right  than  the  left  arm. 

(4)  Injury. — A  local  injury  often  precedes  the  development  of 
an  aneurysm ;  it  may  act  by  exciting  atheromatous  inflammation, 
by  bursting  an  atheromatous  abscess,  or  by  partially  rupturing  a 
diseased  artery.  This  sequence  is  as  frequent  in  internal  as  in 
extei-nal  aneurysm  ;  the  concussion  of  tlie  mediastinum  from  a  blow 
on  the  sternum  appears  to  be  often  the  starting-iK)int  of  an  aortic 
aneurysm. 

(5)  Strain  is  a  very  important  cause  of  aneurysm,  for  it  has 
several  injurious  effects.  It  increases  the  heart's  action ;  it  incretises 
the  capillary  resistance  in  the  muscles ;  and  by  both  of  these  effects 
raises  the  arterial  blood-pressure.  It  also,  in  some  cases,  stretches 
or  compi^esses  an  artery,  and  in  this  way  excites  atheroma  in  it, 
and  it  may  partially  lacerate  an  already-diseased  artery.  Sti-ains 
at  the  knee  are  an  important  cause  of  popliteal  aneurysm. 

(6)  Alcoholic  indulgence,  like  strain,  may  cause  aneurysm  in 
several  ways  :  (a)  By  inducing  frequently-repeated  cardiac  excite- 
ment ;  (6)  in  this  way,  and  also  by  its  direct  action,  exciting 
atheroma;  (c)  by  setting  up  chronic  renal  disease  leading  to 
arterio-capillary  obstruction ;  (d)  by  ex|K)sing  its  subjects  to 
injuries  and  strains. 

(7)  Diaifieitis. — An  aneuiyaiiud  diatJtesis  has  been  spoken  of  as 
existing  in  cases  of  multiple  aneurysm.  These  cases  are,  however, 
more  easily  explained  by  the  consideration  that  the  causes  of 
aneurysm  are,  to  a  large  extent,  general  rather  than  local ;  and, 
in  view  of  this  fact,  it  is  remarkable  how  infrequently  more  than 
a  single  aneurysm  is  met  with. 

The  influence  of  syphilis  has  already  been  referred  to  :  some 
authorities  regard  it  as  a  very  important  one ;  but  it  has  not  been 
proved  to  play  any  part  in  causing  external  aneurysm.  Gout,  by  lead- 
ing to  atheroma,  to  chronic  i*enal  disease,  and  to  spasm  of  the 
arterioles,  and  by  being  often  associated  with  plethora,  certainly  pre- 
disposes to  aneurysm.  RJieumcUisin  occasionally  leads  to  aneurysm, 
by  causing  embolic  arteritis ;  it  may  also  cause  acute  endarteritis, 
followed  by  aneurysm. 

Syxnmetxy. — It  is  interesting  to  notice  that  aneurysms  are  not 
infrequently  symmetrical.  Aneurysm  of  each  popliteal  artery  has 
often  been  met  with,  but  such  cases  as  aneurysm  on  each  vertebral 
artery  within  the  skull — and  on  no  other  artery  of  the  l)ody — or  of 
«ach  division  of  tlie  hepatic  art^ery,  occur.  This  symmetry  shown 
how  large  a  part  "  constitutional  "  causes  play  in  the  production  of 
aneurysm.  The  explanation  of  this  symmetry  is  found — in  part,  at 
least — in  the  following  considerations.  The  arteries  on  the  two  sides 
of  the  body  are  in  precisely  identical  anatomical  conditions.  In 
many  cases  the  functional  activity  of  the  two  sides  is  practically  the 
same — this  certainly  applies  in  the  case  of  the  vertebral  artery,  and, 
in  most  occupations,  to  the  popliteal  artery  ;  the  distending  force  is 
one  and  the  same  in  all  cases — the  force,  of  the  heart.     These  three 
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factors  underlie  the  production  of  the  initial  disease  of  the  artery, 
und  its  culmination  in  an  aneuiysm,  in  the  great  majority  of  cases. 
Indeed,  a  purely  idiopathic  or  spontaneous  aneur3r8m  must  always  be 
symmetrical. 

The  influence  of  unequal  function  is  well  shown  in  the  mudi 
greater  frequency  of  spontaneous  aneurysm  in  the  arteries  of  the 
right  than  the  left  arm.  The  occurrence  of  aneurysm  in  each 
division  of  the  hepatic  artery  is  probably  explained  by  the  occur- 
rence of  embolism,  a  single  embolus  having  been  broken  into  two  by 
impinging  upon  the  septum  between  the  two  hepatic  arteries. 

Development* — When  an  artery  yields  to  the  pressure  of  the 
blood  within  it,  tlie  whole  circumference  of  the  vebsel  may  be 
stretched,  or  a  limited  patch  of  the  wall  of  the  arteiy  may  bulge  out 
This  will  chiefly  depend  upon  the  extent  of  artery  diseased.  In 
the  large  arteries  atheroma  often  affects  almost  unifomily  a  con- 
siderable extent  of  the  vessel  ;  and  in  them,  therefore,  a  yielding  of 
the  entire  vessel  is  most  commonly  met  with.  In  these  cases  the 
artery  is  dilated  transversely  and  elongated,  and  a  tubular  oxfumform 
atiemysm  is  formed.  Uneven  distribution  of  the  disease  of  the  artery 
may  cause  irregularity  in  the  outline  of  the  aneurysm,  and  in  some 
cases  marked  local  bulgings  occur.  When  the  whole  circumference  of 
the  artery  yields,  the  three  coats  of  the  vessel  are  found  in  the  sac 
of  the  aneurysm.  The  inner  coat  is  thickened  from  atheroma,  and 
sometimes  contains  calcareous  plates.  The  middle  coat  is  spread  oat, 
the  muscular  fibres  being  separated,  and  idtimately  undergoing  fatty 
degeneration.  The  outer  coat  is  thickened  by  the  addition  of  new 
fibrous  tissue.  Localised  yielding  of  an  artery  is  due  to  the  weaken- 
ing of  the  artery  advancing  to  a  much  greater  degree  in  one 
particular  spot  in  the  wall.  This  may  be  a  patch  of  atheroma  that 
has  undergone  fatty  degeneration  ;  and  at  first  the  whole  thickness 
of  the  artery  bulges  out,  as  in  fusiform  aneurysm.  But  as  it  grows 
the  middle  coat  becomes  more  and  more  scanty  in  its  walls,  until  it 
disappears,  and  the  internal  coat  having  lost  its  elasticity,  ceases  to 
expand,  and  the  sac  comes  to  be  formed  by  the  thickened  tunica 
adventitia  only. 

In  other  cases  the  aneurysm  commences  in  an  ''atheromatous 
abscess,"  which  bursts,  or  an  ''atheromatous  ulcer."  The  part  of 
the  artery  thus  weakened  yields  and  expands,  but  in  this  instance 
the  intima  and  most  of  the  media  are  absent  from  the  sac  from  the 
beginning,  which  resembles  from  the  first  the  later  stage  of  the  pre- 
viously described  variety. 

As  aneurysms  grow  the  original  vessel  wall  is  so  stretched 
and  thinned  that  it  may  ultimately  disappear  over  a  Urge 
part  of  the  sac ;  Imt  its  place  is  taken  by  new  fibrous  tissue  fonned 
by  plastic  inflammation  of  the  adventitia,  and  of  the  sheath  of  the 
artery,  and  so  the  continuity  of  the  sac  is  preserved.  With  yet 
further  enlargement  of  the  aneurysm,  the  tissues  and  organs  sarroond- 
ing  it,  which  are  at  first  displaced  by  it,  become  incorporated  in  its 
wall,  and  so  it  comes  about  that  muscles,  nerves,  other  blood-vesseli, 
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l)one,  cartilage,  fasciee,  skin,  and  mucous  canals  may  be  found  matted 
in  the  sac  of  an  aneurysm.  Such  aneurysms  have  generally  a  more  or 
less  globular  outline,  and  their  sac  or  wall  is  more  or  less  distinct 
from  the  artery  from  which  they  spring.  They  are  known  as 
globular  or  sacculated  aneurysms. 

In  some  rare  cases  it  happens  that  the  tissues  forming  the  floor 
and  edge  of  an  *' atheromatous  ulcer"  are  not  so  matted  together  as 
to  resist  the  force  of  the  blood.     When  this  is  the  case,  the  bloody 


Fig.  107.— IMiigranunatic  Bepreser.tation  of  the  Varieties  of  Aneurysm. 

A,  A  healthy  artery ;  b,  %  fuaiforni  Anenrysm  ;  c,  a  sacculated  anearyRm  ;   d,  a  dissecting  aneurysm  ; 
(*•  f>,  c.  d,  the  same  iu  cransverso  sectiun. 


instead  of  bulging  out  the  floor  of  the  ulcer,  finds  its  way  between 
the  coats  of  the  vessel,  and  separates  the  intima  from  the  media  and 
adventitia.  In  this  way  a  diveiiiiculum  in  the  wall  of  the  arteiy  i& 
formed  which  is  called  a  dissecting  aneurysm. 

Varieties. — The  difference  in  the  mode  of  development  just 
described  forms  the  basis  of  the  primary  classification  of  idiopathic 
aneurysms,  and  it  is  important  to  bear  in  mind  tliat  the  distinction 
between  a  "  fusiform  "  and  a  "  sacculated  "  aneurysm  in  not  one  of 
shape  merely,  but  of  nature ;  it  is  unfortunate  that  the  terms  em- 
ployed do  not  better  express  the  fundamental  difference  between 
them.  Sacculated  aneurysms  are  subdivided  into  two  main  species — 
"circumscribed  "  and  "  diffused " — according  to  the  continuity  or  the 
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reverse  of  the  sac  of  the  aneurysm.     We  therefore  arrive  at  thf 
following  classification  of  sj/onianeotts  aneurysms  (Fig.  1^7)  : — 

1.  Fusiform  aneurysm. 

o    c«       1  X   1  I  (a)  circumscribed. 

2.  Sacculated  aneurysm     |  j^J  ^^^  .  ,^^^g  .  ^^^^^^ 

3.  Dissecting  aneurysm. 

4.  Mixed  aneurysm. 

A  iusiform  aneurysm  is  one  formed  by  the  dilatation  of  the 
entire  circumference  of  an  artery,  and  it  is  a  dilatation  in  length  as 
well  as  breadth  ;  but,  above  all,  its  walls  (or  sac)  are  formed  of  all 
the  coats  of  the  arteiy. 

A  sacculated  aneurysm  is  formed  by  the  yielding  of  a  part 
only  of  the  circumference  of  a  vessel ;  ar.d  its  sac,  except  in  the  earliest 
stage  of  a  few  cases,  consists  at  most  of  part  of  the  wall  of  the  artery 
only.  So  long  as  the  tumour  is  closed  in  by  a  continuous  sac,  it  is  called 
a  circumscribed  aneurysm.  When  the  sac  is  incomplete,  it  is  called  a 
diffused  aneurysm  or  a  ruptured  a7ieurys7n,  and  this  distinction  is  one 
of  vital  importance.  Other  terms  have  been  used  in  the  classification 
of  aneurysms,  especially  **  true  "  and  "  false."  A  "  true  "  aneurysm  is 
one  in  which  the  sac  is  fonned  by  all  tlie  coats  of  an  artei-y.  This  is 
always  the  case  in  fusiform  aneurysm,  but  in  sacculated  aneurysm — 
to  which  the  term  has  been  generally  applied — such  a  condition 
is  only  met  with  in  the  early  stages  of  the  development  of  some 
aneinysms,  and  when  a  comparatively  large  area  of  the  arterial  wall 
has  yielded  to  the  pressure  of  the  blood.  This  condition  is  incapable 
of  recognition  by  any  clinical  featui*es  of  the  aneurysm.  Any  aneu- 
rysm in  the  sac  of  which  all  three  coats  of  the  artery  are  not  found 
has  been  called  "false."  These  terms  have,  however,  been  also 
used  in  another  sense,  for  the  term  "true"  has  been  used  to  denote 
an  aneurysm  in  which  any  part  of  the  coats  of  the  artery  can  be 
demonstrated  in  the  whole  sac  of  the  aneurysm ;  and  **  false  *'  has 
been  used  to  denote  that  condition  in  which  a  part,  at  least,  of  the 
sac  consists  wholly  of  tissues  other  than  the  arterial  wall.  Hiese 
terms  should  be  given  up,  for  not  only  have  they  been  employed  in 
different  senses,  but  they  connote  a  difference  that  cannot  be  appre- 
ciated^clinically  and  that  is  of  no  thei-apeutic  importance.  Either 
form  of  aneurysm,  whatever  the  nature  of  its  sac,  is  a  veritable 
aneurysm,  and  to  separate  off  any  group  and  call  it  ** false"  is  an 
incorrect  and  unfortunate  use  of  language. 

A  dissectiui^  aneurysm  is  one  in  which  the  blood  is  contained 
in  a  space  between  the  coats  of  the  artery.  Such  a  diverticulum  may 
remain  as  a  blind  pouch,  or  it  may  open  into  the  vessel  lower  down, 
or  burst  through  its  outer  coats,  and  become  a  "  i-uptured  or  difiiiaed 
aneurysm." 

A  mixed  aneurysm. — It  sometimes  happens  that  the  entire 
circumference  of  an  artery  dilates  into  a  fusiform  aneurysm,  and  that 
at  one  part  of  the  circumference  a  sacculated  aneurysm  is  also  formed 
by  a  localised  yielding  of  weakened  tissues.  In  such  cases  the  disease 
must  be  called  a  mixed  aneurysm.     It  is  important  to  denote  such 
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I  by  a  special  name,  for  they  are  not  uncommon,  and  the 
iion  of  a  sacx^ulatecl  to  a  fusiform  aneurysm  involves  all  the 
era  of  the  sacculated  form  of  the  disease,  although  it  may  happen 
tlie  less  serious  fusiform  aneurysm  forms  by  far  the  larger  pai-t 
e  tumour.  The  special  features  of  each  of  these  forms  of  the 
se  must  now  be  separately  considered. 


1.  Fusiform  Aneurysm. 

'usiform  aneurysm  is  a  dilatation  in  all  directions  of  the  entire 
mference  of  an  artery ;  the  vessel  is  elongated  as  well  as 
ged  laterally ;  the  enlarge- 
may  be  uniform  or  irregular, 
form  of  the  disease  is  espe- 
'  met  with  in  the  arch  of  the 
,  but  it  also  occurs  in  the 
tiding  aorta,  the  iliac,  fe- 
1,  and,  rarely,  in  the  popliteal 
ies,  and  in  the  innominate, 
ion  carotid,  subclavian,  and 
^ry  arteries — in  the  largest 
ies  in  fact.  Two  or  more 
dilatations  may  be  met  with 
e  same  trunk. 

'Ae  sac  of  such  an  aneuiysm 
med  of  all  three  coats  of  the 
jr,  and  is,  as  a  rule,  thicker 
the  arterial  wall ;  this  fact 
itutes  the  important  patho- 
d  distinction  of  fusiform 
ysm,  and  explains  its  slow 
e  and  its  general  benign 
cter  as  compared  with  sac- 
id    aneurysm.      The   outer   coat   of    the  vessel   is    thickened, 

considerably,  with  new  fibrous  tissue ;  the  middle  coat 
retched,  and  the  bundles  of  muscular  fibres  are  thinne<l  and 
ated,  and  ultimately  undergo  fatty  degeneration  and  dui- 
ir.  The  inner  coat  is  always  thickened,  uneven,  and  shows 
narked  signs  of  atheroma,  calcareous  plates  are  often  found 
e  wall  of  the  aneurysm  (Fig.  168).  As  a  rule,  the  contents 
fusiform  aneurysm  are  solely  iluid  blood,  with,  at  most,  shreds 
it  adhering  to   rough  portions  of  the  interior ;  but  extensive 

may  be  found,  and  spontaneous  cure  has  been  brought 
•  by  the  total  occlusion  of  the  vessel  (Fig.  169).  The  most 
'tant  change  that  takes  place  in  a  fusiform  aneurysm  is  when 
especially  diseased  part  of  its  wall  yields  and  forms  a  sacculated 
ysm,  for  such  a  sac  has  a  tendency  to  rapid  growth,  to  exert 
18  pressure  on  surrounding  parts,  and  to  rupture  (Fig.  172). 
B  disease  involves  the  pait  of  the  aorta  nearest  to  the  heart, 
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there  is  a  special  danger  of  rupture  from  failure  of  the  outer  coat  to 
undergo  thickening  and  strengthening ;  this  is  said  to  be  due  to  Uie 
absence  of  any  fibrous  sheath  around  this  part  of  the  artery. 

The  course  of  uncomplicated  fusiform  aneurysm  is  slow ;  the 
disease  develops  slowly  and  may  long  remain  stationary  and  give 
rise  to  no  serious  symptoms.  It  is  often  the  seat  of  a  very  load 
rough  bruit.  When  the  disease  occurs  in  the  arch  of  the  aorta — iu 
most  frequent  situation — it  is  often  fatal.  In  this  situation  the 
tumour  may  cause  serious  pressure  ufion  the  Ytart 
important  structures  adjacent  to  it ;  and  from  the 
great  pressure  of  the  blood,  some  weakened  part  of 
the  sac  is  very  liable  to  yield  and  form  a  saoco- 
lated  aneurysm,  or  the  first  part  of  the  aorta  may 
burst  into  the  pericardium  or  the  auricle,  and 
cause  instant  death  ;  or,  again,  the  great  dilatation 
of  the  aorta  may  affect  the  oi-ifice  and  lead  to 
incompetence  of  its  valve,  or  the  great  Yolume  of 
blood  in  the  distended  vessel  may  offer  soch  ob- 
struction to  the  action  of  the  left  ventricle  of  the 
heart  that  sudden  syncope  occurs.  It  hat  aiao 
been  suggested  that  in  fusiform  aneurysm  of  the 
first  portion  of  the  aorta,  the  coronary  arteriei 
may  not  be  duly  filled,  if  the  inelastic  aorta  does 
not  contract  after  the  action  of  the  left  ventricle. 
It  ia  clear,  however,  that  if  the  resiliency  of  the 
aorta  is  so  entirely  lost  that  blood  is  not  forced 
into  the  coronary  vessels,  the  cusps  of  the  aortic 
valve  would  not  be  opened  out,  and  fatal  re- 
gurgitation would  take  place.  Great  dilatation  of 
the  root  of  the  aorta  may  displace  the  orifices  of 
the  coronary  arteries  to  such  an  extent  as  to  im- 
pede the  cardiac  circulation. 

Tlie  diagnosis  of  fusiform  aneur3r8m  of  external 
arteries  is  made  by  noticing  the  form  and  position 
of  the  pulsating  swelling,  and  its  slow  and  usually 
symptomless  course.  The  diagnosis  of  internal 
fusiform  aneurysm  can  rarely  be  made  with  certainty ;  the  alow 
course  of  such  an  aneurysm,  and  the  absence  of  grave  pressure  signs, 
would  be  strong  evidence  in  favour  of  such  a  diagnosis,  but  would 
not  be  conclusive  evidence  against  a  "  mixed  "  aneurysm. 

Treatment.— No  curative  treatment  is  employed  for  fn&form 
aneurysm,  for  in  external  arteries  it  does  not  cause  serious  conse- 
quences, and  in  the  aorta  cure  can  only  take  place  by  total 
obliteration  of  the  vessel.  But  palliative  treatment  should  not  be 
neglected,  and  is  of  gi-eater  value  the  nearer  the  aneurysm  approaches 
the  heart  It  consists  of  all  measures  tending  to  lessen  the  blood 
pressure  in  the  aorta,  and  especially  of  the  avoidance  of  effort  and 
strain,  of  avoidance  of  stimulants  of  all  kinds,  including  over-eating. 
and  in  careful  regulation  of  the  secretions. 


Fig.  169.— Fusiform 
Anenrysm  of  Pop- 
liteal Artery,  en- 
tirely mied  with 
lAxninated  Clot. 
Spontaneous  cure. 
(Royal  CoUetfe  of 
Surgeons  Mu- 
seum, No.  3216. ) 
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2.  Sacculated    Aneurys3i. 

The  sac* — A  sacculated  aneurysm  is  fonned  by  a  dilatation 
of  a  part  of  the  circumference  of  an  artery.  Where  a  relatively  large 
portion  of  the  wall  of  an  artery  is  weakened  by  disease,  and  bulges 
under  the  pressure  of  the  blood,  the  sac  may  at  first  consist  of  all 
three  coats  of  the  vessel.  In  this  case,  the  mouth  of  the  aneurysm 
will  be  large,  and  the  sac  of  small  size;  in  the  sac  pitches  of 
atheroma  and  calcareous  plates  may  be  found,  proving  without  doubt 
the  presence  of  the  inner  coat  of  the  artery.  In  its  essential 
features  such  an  aneurysm  resembles  a  fusiform  aneurysm  ;  it  is  rare, 
and  found  only  on  the  larger  arteries.  If  the  aneurysm  enlai-ges,  the 
inner  coat  does  not  keep 
pace  with  it,  the  middle  coat 
is  stretched  and  atrophied, 
and  the  sac  then  consists  of 
the  outer  coat  of  the  artery, 
strengthened  on  its  outside 
by  new  fibrous  tissue.  It 
would  be  more  correct,  how- 
ever, to  say  that  when  in 
such  an  aneurysm  the  inner 
coats  are  so  diseased  that 
they  give  way,  the  aneurysm 
at  once  enlarges  The  import- 
ance of  the  inner  coats  of  an 
artery  in  strengthening  the 
▼essel  and  enablii^g  it  to 
resist  the  pressure  of  the 
blood  has  been  too  little  re- 
cognised. Figs.  154  and 
155  show  how  large  a  share 
they  for m^  of  the  wall  of  even 
the  largest  a^rteri^s.    .    ^  .        ,      . 

In  the  great  majority  of  cases  of  sacculated*  aneurysm,  the  sac 
from  the  first  consists  of  a  protrusion  of  the  outer  and  part  of  the 
middle  coat  only,  the  inner  coat  and  the  inner  part  of  the  middle  coat 
having  been  destroyed  by  atheroma.  The  muscular  tissue  is  thinned 
out,  undergoes  fatty  degeneration,  and  quickly  disappears.  The 
outer  coat  grows  and  is  thickened  by  a  new  formation  of  fibrous 
tissue,  produced  by  chronic  inflammation  of  the  sheath  of  the 
artery  excited  by  the  pressure  of  the  aneurysm.  The  simplest 
proof  of  this  growth  of  the  sac  of  an  aneurysm  is  aftbrded  by  the 
facts  that  it  is  usually  thicker  than  the  healthy  artenal  wall,  and 
that  it  is  often  so  very  much  larger  than  the  mouth  of  the  sac 
which  corresponds  to  the  portion  of  the  artery  from  which  it  took 
origin  (Fig.  170).  When  blood-clot  adlieres  to  the  interior  of  the  sac, 
it  quickly  becomes  organised  into  fibrous  tissue,  and  strengthens  the 
sac  on  its  inner  surface.     The  sac   of  such   an  aneuiysm  can  be 


Fig.  170.  —  Latge  Saeoulutt^fl 
Aaeurjami  of  the  Popliteal 
Art4P^.  (Middl«iei  Qobjutal 
Museum .) 
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distinguished  from  the  sac  or  wall  of  any  other  tumour  by  the  exist- 
ence of  many  spages  between  the  layers  of  fibres  composing  it ;  tb«e 
spaces  are  filled  with  loose  connective  tissue,  and  their  occurrence  is 
said  to  be  due  to  the  pulsation  in  the  aneurysm. 

In  a  small  aneurysm,  therefore,  the  sac  consists  in  part  or  in 
whole  of  the  coats  of  the  artery.  In  a  medium-sized  aneurysm  the 
sac  is  formed  practically  entirely  by  a  new  growth  of  fibrous  tissue 
firmly  incorporated  with  the  remains  of  the  outer  arterial  coat; 
the  new  tissue  is  the  product  of  chronic  ijeri-arteritis,  and  is  some- 
times supplemented  by  the  organisation  of  adherent  clot.  In  very 
large  aneurysms  another  condition  is  introduced.  As  the  tumour 
grows,  it  presses  upon  and  displaces  the  surrounding  parts ;  some  of 

these  are  atrophied,  some  are  flat- 
tened out,  but  it  often  happens 
that  some  of  them  become  em- 
bedded in  the  constantly-formbg 
new  fibrous  tissue,  so  that  in  the 
sac  of  a  large  aneurysm,  tendons, 
fascia,  ligaments,  nerves,  vessels, 
cartilages,  and  bones  may  be  foimd 
matted  together  by  fibrous  tissue. 
jHie  typical  sac^  therefore^  u  a  nett 
formation  of  fibrous  tistue^  and 
it  is  this  faict  which  explains  the 
special  features  of  the  life-historj 
of  sacculated  aneurysms. 

The  outline  of  the  sac  de- 
pends diiefly  upon  three  circum- 
stances. The  primary  tendency  is 
for  the  aneurysm  to  assume  i 
globular  form,  owing  to  tb« 
equality  of  fluid  ])ressure  in  all  directions.  This  is  modified  br 
the  unequal  resistance  offei-ed  by  the  surrounding  structures,  ss 
well  as  by  the  effect  of  the  direct  impact  of  the  blood-stream 
upon  that  part  of  the  sac  opposite  its  mouth.  But  if  a  clot  adheres 
to  part  of  the  sac  and  becomes  organised,  it  strengthens  the  sac  at 
this  spot,  and  the  chief  growth  then  takes  place  where  the  sac 
is  thinner  and  weaker. 

The  contents  of  every  uncured  sacculated  aneurysm  consist  in 
part  at  least  of  ordinary  arterial  blood,  which  after  death  appears 
as  a  soft  black  blood-clot.  In  nearly  all  cases,  more  or  less  clotting 
of  the  blood  occui-s  during  life,  and  these  clots  play  a  most  important 
part  in  the  history  of  an  aneurysm.  The  clots  vary  greatly  in 
amount,  in  arrangement  and  in  appearance.  They  are  usually 
found  in  concentric  layers  pressed  firmly  against  the  sac,  many  <rf 
the  layers  being  firm  and  almost  colourless,  others  being  softer  and 
more  granular,  and  coloured  with  varying  shades  of  red  and  brown. 
The  coagulation  results  fi-om  the  adhesion  of  the  ferment-containing 
coi-puscles  to  the  interior  of  the  sac,  and  their  subsequent  disinte- 


Fig.  171.— Saoculat«d  Anearysm  of  Com- 
mon Carotid  Artery. 

/(,  Common  carotid  artery;  6,  ext.  rarotid 
aricry  ;  r.  ini.  carotid  nrtery  ;  r/.  sac  of  aneu- 
r}-Hu  ;  c.  laminated  clot  iJ«rtly  niliug  aac. 
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gration^  which  sets  free  the  ferment  and  leads  to  the  formation  of 
tibrin.  The  differences  in  the  clots  is  explained  in  two  ways  :  one  view 
is  that  if  this  fibrin  forms  in  a  rapid  blood-streaiu,  the  corpuscles  are, 
as  it  were,  whipped  out  of  it,  and  a  clot  of  nearly  pure  fibrin  is 
the  result ;  such  a  clot  is  called  a  while  clot,  from  its  colour,  and 
an  active  clot,  from  its  supposed  special  active  share  in  the 
cure  of  aneurysm,  and  a  laviiiuxted  clot  from  its  occurrence  in  several 
imbricated  layers  (Fig.  171).  If,  however,  the  fibrin  separates  in 
blood  that  is  nearly  or  quite  stagnant  the  corpuscles  are  caught  in  its 
meshes,  and  a  rerf,  passive^  or  blood  clot  results.  Between  these  two 
extremes,  of  a  rapid  blood-stream  and  stasis,  all  gradations  occur^ 
and  therefore  clots  of  various  degrees  of  corpuscular  richness  and 
colour  result. 
This  has  been 
the  usually  ac- 
cepted view. 

Evidently  it 
rests  solely  upon 
surmise,  as  the 
process  has  never 
been  seen,  and 
it  is  exceedingly 
improbable  that 
the  blood  plate- 
lets would  adhere 
to  the  sac  at  all 
if  they  were  ex- 
posed to  the  rush 
of  a  stream  of 
blood,  rapid 
enough  to  "  whip" 
the  fibrin  free 
from    corpuscles. 

Corroboration  of  this  is  found  in  the  absence  of  such  clots 
in  fusiform  aneurysms.  Another  more  probable  view  is  that 
coagulation  only  occurs  in  quiet  "  eddies "  and  "  backwaters  '^ 
of  an  aneurysm,  and  that  in  all  cases  the  clot  when  formed  is  true 
blood-clot — fibrin  and  corpuscles — and  that  it  becomes  greatly 
altered  in  nature  and  appearance  by  the  pressure  to  which  it  iK 
exposed.  The  pressure  flattens  out  the  clot  against  the  sac,  aud 
squeezes  out  the  serum,  the  red  corpuscles  then  disintegrate,  and  so  a 
**  white  "  fibrinous  clot  is  obtained,  and  when  several  clots  have  been 
formed  and  thus  pressed  together,  the  "  laminated  "  appearance  is  pro- 
duced. A  clot  not  exposed  to  this  pressure  and  formed  shortly  before 
death,  presents  the  usual  features  of  blood-clot 

The  layers  of  clot  in  an  aneurysm  are  variously  arranged  :  the 
most  typical  condition  is  that  in  which  the  oldest  clot  is  next  the 
sac,  and  those  formed  later  are  arranged  concentrically  within  it ;. 
this  produces  a  very  characteristic   laminated    appearance,  and  as- 


Fig.  172.— Fusiform  Aneaxrsm  of  Arch  of  Aorta.    (Museum  of  the 
Boyal  College  of  Sargeous.) 

SbowinK  at  e,  a  Micculatcd  pouch:  a,  Isminatod  clot:  /,  rorent  dor  ex- 
rending  into  »,  loft  subclavisn  artorjr;  r,  left  carotid;  b.  innoiuMiaU' 
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each  layer  is  smaller  than  the  layer  next  outside  it,  an  imbricated 
appearance  is  produced.  Very  often,  however,  the  clots  are  pressed 
to  one  side  of  the  sac,  or  the  blood  finds  a  path  between  tlie  clou 
and  the  sac,  and  new  coagnla  are  deposited  there,  and  then  the 
oldest  layers  of  a  laminated  clot  may  be  in  the  centre  ;  the  growth 
of  the  aneurysm  in  a  new  direction  is  another  way  in  which  tie 
order  of  deposit  of  clots  may  be  varied.  There  is  one  sign  by  which 
the  relative  age  of  the  layers  of  clot  may  be  determined,  and  that  is 
their  colour ;  the  older  a  clot  the  more  completely  have  the  cor- 
puscles within  it  disintegrated,  and  thei-efore  the  whiter  it  is.  The 
colour  of  a  clot,  indeed,  is  an  index  of  age  rather  thaji  of  the  mode 
•of  its  formation.  Old  fibrinous  clots  ai-e  very  resistant  and  mAV 
continue  unaltered  possibly  for  years. 

The  coagula  within  an  aneuiysm  are  extremely  important  In 
the  first  p^e  they  protect  and  strengthen  the  sac  ;  next,  as  we  shall 
see  later,  they  are  the  natural  means  of  cure  of  the  aneur3r8in : 
and,  lastly,  by  partly  filling  up  the  sac  they  greatly  reduce  the 
pressure  of  the  blood  on  the  sac  of  the  aneurysm  and  on  the  part> 
around  it.  This  last  is  a  very  valuable  function.  The  pressure  ou 
the  wall  of  an  aneurysm  is  in  direct  proportion  to  the  i^tio  of  iu 
urea  to  the  transverse  area  of  the  artery  from  which  it  springss 
and  an  aneurysoi,  from  this  point  of  view,  may  be  regarded  as  a 
living  Bramah  press,  and  thei-efore  the  mere  partial  filling  of  tlie 
sac  by  a  solid  material — clot — by  so  much  reduces  the  pressure  of 
the  aneurysm.  As  a  result  of  this,  aneurysms  containing  much  clot 
increase  slowly,  if  at  all ;  and  aneurysms  without  coaguKigrow  ven* 
rapidly,  and  exert  enormous  pressurempon  the  sac  and  the  sizrroand- 
ing  parts. 

The  organisation  oi  the  clots  can  only  occur  when  **  lymph  "— 
plasma-cells — can  pass  into  them  from  the  living  tissue  of  the  sac 
and  this  is  prevented  by  the  movement  of  the  clot  on  the  sac  widi 
each  ventricular  systole ;  if  any  change  takes  place  by  which  the  clot 
is  protected  from  this  disturbance,  then  the  layer  next  the  sac 
quickly  becomes  adherent  to  it  and  converted  into  fibro-cellular 
tissue.  One  reason  why  this  does  not  take  place  more  readily  i$ 
that  the  sac  of  an  aneurysm  is  not,  as  a  rule,  lined  by  the  tunica 
intima,  the  endothelium  of  which  plays  such  an  active  part  in  the 
organisation  of  a  thrombus  in  a  vessel.  Tlie  way  in  which  ooagoU 
lead  to  the  cure  of  the  aneurysm  will  be  dealt  with  farther  on. 

The  effects  of  aneurysm. — The  effects  of  an  aneuiysm  are 
partly  those  caused  by  the  development  and  growth  of  a  tumour- 
pressure  effects — and  partly  those  due  to  interference  with  the 
arterial  circulation. 

Pressure  effects. — The  pressure  of  an  aneurysm  upon  the 
parts  around  it,  for  the  reason  already  given — that  it  is  a  '*  li\iiig 
Bramah  press" — is  nmcli  greater  than  that  of  any  other  kind  of 
tumour,  therefoi-e  the  pressure  effects  are  often  of  the  highest  im- 
portance in  the  course  of  a  case.  The  first  and  most  constant  effect 
of  the  pressure  is  to  excite  chronic  intiammation  in  the  immediately 
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adjacent  tissues ;  this  thickens  and  strengthens  the  sac  on  its  outer 
flurface,  and  mats  together  the  tissues.  In  certain  circumstances 
acute  inflammation,  with  suppuration,  may  be  pixxluced.  Fix)m  their 
proximity  to  arteries  veins  are  very  often  compressed,  and  more  or 
less  obstruction  is  offered  to  the  venous  circulation,  leading  to 
cyanosis  and  oedema  of  the  parts  beyond,  with  dilatation  of  the 
wnaller  veins.  A  vein  may  be  ultimately  obliterated  by  the  pres- 
sure or  its  wall  "  ulcerated  "  and  a  communication  oj^ened  between  it 
and  the  aneurysm. 
{Se^  Varicose  aneu- 
rysm, page  636.)  By 
a  similar  process  an 
aortic  aneurysm  may 
form  a  communica- 
tion with  the  pul- 
monary artery.  Lym- 
phatics are  com- 
pressed, and  pressure 
upon  the  thoracic 
duct  leads  to  wasting 
and  to  chylous  ascites. 

The  pressure  of 
an  aneurysm  often 
produces  great 
changes  in  skeletal 
structures.  "Nerves 
are  stretched,  flat- 
tened out^  and  under- 
go degeneration ;  this 
leads  to  neuralgic 
pain,  numbness,  antes- 
thesia,  and  pandysis 
of  mu8c]e&  rressure 
on  a  motor  nerve 
rarely,  if  ever,  causes 
spasm  of  the  muscles 
supplied  by  it :  pressure  on  the  phrenic  is  said  to  cause  spasm  of  the 
diaphragm :  and  pressure  on  the  inferior  laryngeal  nerve  is  said  to 
cause  laryngeal  spasm ;  but  it  is  doubtful  how  far  this  occurs. 
Pressure  on  a  mixed  nerve  may  cause  spasm  by  reflex  irritation  : 
in  this  way  pressure  on  the  vagus  may  excite  spasm  of  the  larynx 
on  the  opposite  side. 

Bones  are  absorbed,  being  hollowed  out,  pei-forated,  and  removed 
without  signs  of  inflammation  :  this  is  most  often  seen  in  the  spine 
and  sternum  (Fig.  173).  Cartilages,  whether  costal,  intervertebral,  or 
articular,  have  much  greater  power  of  resisting  absorption,  and  may 
be  unaltered  when  bones  and  fascia?  have  disappeared,  V)ut  they  ai-e 
flattened  out  or  displaced  by  large  aneurysms.  Ffiscise  are  stretched, 
thinned,  and  then  blended   with  the  sac.      Muscles  are  disi)lace<l, 


.  173.— Large  8*0CQlAt«d  Anevirmi  of  the  DeaoendioK 
AorU  with  abeoiption  of  tlie  Bodiet  of  leTenl  Vertebite. 
The  interrertebtml  ditoe  ■how  no  ehaatg^,  (Middlesex 
Hoepitel  Muenm.) 
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flattened  out,  and  tlien  absorbed  ;  tendons  are  very  resisUnt,  and 
are  displaced,  flattened  out,  and  then  incorporated  in  the  sac.  In 
certain  situations  mucous  canals,  such  as  the  oesophagus,  the  trache*, 
or  one  of  the  bronchi,  are  displaced  and  compressed. 

Effects  on  the  circulation,  (a)  Loss  of  force, — ^The  forcf 
with  which  bloo<l  is  propelled  into  an  aneurysmal  sac  is  so  much  lotf 
to  the  pressure  with  which  the  blood  is  propelled  onwards,  for  only 
a  trifling  amount  is  returned  in  the  form  of  elastic  recoil.  This 
loss  of  force  in  the  circulation  beyond  it  is  the  most  constant  aiul 
characteristic  effect  of  an  aneurysm.  As  its  dii-ect  result,  the  tengicm 
in  the  arteries  beyond  is  reduced,  and  the  nutrition  of  the  tissoo 
supplied  by  them  pro  tanto  affected.  But  Nature,  as  it  were,  re- 
sponds to  the  call  of  the  impoverished  tissues  and  inaperfectly  filled 
arteries  in  two  ways  :  (1)  by  hypertrophy  of  the  left  ventricle,  and 
(2)  by  an  enlargement  of  the  collateral  arteries  above  the  aneun'sm; 
so  that  blood  is  poured  into  the  vessels  below,  partly  through  the 
main  trunk  and  partly  through  the  anastomosing  channels.  WIicd 
the  condition  of  the  patient  prevents  compensatory  cardiac  hyper- 
trophy, and  the  anastomosing  vessels  are  so  diseased  that  this  en- 
largement cannot  occur,  the  coldness  and  wasting  of  the  part> 
beyond  an  aneurysm  may  be  marked.  In  many  cases  of  aneurjim 
the  associated  cai*diac  hypertrophy  precedes  the  development  of  the 
aneurysm,  being  chiefly  due  to  widely  distributed  atheroma  and  the 
loss  of  elasticity  in  the  diseased  arteries  generally. 

(6)  Effect  on  the  pulse, — The  pulse- wave  travelling  along  an 
artery  is  so  interrupted  by  the  presence  of  an  aneurysm  that  ia 
the  artery  l^eyond  it  the  wave  is  delayed,  and  smaller  and  feebler 
than  it  otherwise  would  be.  Much  attention  has  been  paid  to 
sphygmographic  tracing  of  the  pulse  in  arteries  beyond  an  aneurysm, 
and  the  late  Dr.  Mahomed  attributed  great  diagnostic  value  to  theie 


Fig.  174.— Sphygmographic  Trooings  of  the  Radial  Pulse  of  a  Patient  with  AiWTMaof  tbe 
Bight  Brachial  Artery.    (Mahomed.) 
1,  L«ft  ndisl  pulM ;  2,  right  radial  pulic. 

sphygmograms.  In  a  typical  ca.se  the  tracings  show  a  loss  of  the 
impulse  and  dicrotic  waves,  and  a  diminution  of  the  force  and 
rapidity  of  the  tidal  wave ;  this  is  well  seen  in  the  accompaojing 
figure  copied  from  Dr.  Mahomed  (Fig.  174).  The  influence  of  an 
aneuiysm  upon  the  pulse- wave  no  doubt  depends  upon  the  aiie  of 
the  aneurysm  and  of  its  mouth,  and  this  explains  the  ^'ariatiou!' 
that  are  observed  in  different  cases. 
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(c)  Obstruction  of  an  artery  may  be  caused  by  an  aneurysm 
in  two  or  three  ways  :  (1)  The  clot  in  the  aneurysm  may  extend 
into  and  block  up  the  artery,  or  a  portion  of  it  may  be  detached  and 
carried  into  the  artery  as  an  embolus ;  (2)  the  mouth  of  a  branch 
may  be  involved  in  the  sac,  and  first  stretched  and  displaced,  and 
then  obliterated ;  (3)  it  is  stated  that  the  sac  of  an  aneurysm  may 
enlarge  in  such  a  way  as  to  compress  the  vessel  from  which  it  springs; 
but  of  this  there  is  considerable  doubt.  The  obstruction  of  the 
artery  will  have  its  usual  signs  and  consequences 

(d)  Syncope  is  a  not  infrequent  effect  of  large  aortic  aneurysms, 
as  has  been  already  stated  (page  594). 

Oourse  and  terminations. — In  every  sacculated  aneurysm  there 
are  two  opposing  forces  and  tendencies.  The  pressure  of  the  blood 
tends  to  its  progressive  enlargement,  and  this  is  opposed  by  the 
thickening  and  strengthening  of  the  sac  and  the  coagulation  of  the 
blood  within  it.  In  some  cases  these  forces  are  so  evenly  balanced 
that  an  aneurysm  remains  stationary  even  for  years.  As  a  rule, 
this  balance  is  not  maintained,  and  the  aneurysm  either  enlarges 
under  the  influence  of  the  blood-pressure,  or  advances  towards 
spontaneous  cure ;  sometimes  alternations  between  one  and  the  other 
are  observed,  as  the  conditions  in  the  aneurysm  vary.  The  main 
conditions  influencing  the  course  of  an  aneurysm  are  the  sti*ength  of 
the  cardiac  contractions — habitual  and  occasional, — plethora,  and  the 
obstruction  offered  by  the  arterioles,  the  I'esistance  offered  to  its 
growth  by  the  parts  around  it,  the  presence  or  absence  of  clot  within 
it,  and  the  intensity  of  the  chronic  inflammation  set  up  around  the 
sac,  on  which  the  continual  growth  of  the  sac  largely  depends.  Many 
other  circumstances,  such  as  the  nature  and  importance  of  the  parts 
pressed  upon,  affect  the  clinical  course  of  a  case  of  aneurysm ;  but 
we  are  just  now  only  concerned  with  the  pathological  progress  of  the 
aneurysm  itself. 

Tbe  cure  of*  an  aneurysm  is  in  every  case  only  obtained  by 
obliteration  of  the  artery  from  which  it  springs.  This  statement 
rests  not  only  upon  the  authority  of  Scarpa,  who  first  propounded  it, 
but  is  borne  out  by  all  clinical  and  pathological  experience.  So  far 
as  the  aneurysm  itself  is  concerned,  the  process  of  cure  consists  first 
in  the  filling  of  the  sac  with  coagulum,  and  secondly  in  the  organisa- 
tion of  this  coagulum.  We  have  already  studied  the  mode  of  forma- 
tion of  clot  in  an  aneurysm.  The  organisation  of  the  clot  is  effected 
in  precisely  the  same  way  as  that  of  a  thrombus  in  an  artery,  but 
the  process  is  less  rapid  owing  to  the  absence  of  the  endothelium — 
that  is  to  say,  plasma  cells  pass  from  the  sac  into  the  clot,  disin- 
tegrate and  absorb  it,  and  replace  the  clot  by  a  vascular  fibro-cellular 
tissue.  This  process,  taking  place  from  the  periphery  towards  the 
centre,  finally  reduces  the  aneurysm  to  a  mass  of  fibrous  tissue,  con- 
siderably smaller  than  the  original  tumour.  The  first  step — the  fill- 
ing of  the  sac  with  clot — may  and  often  does  occur  without  the 
second  step — organisation  of  the  clot — and  it  may  be  mistaken  for 
"cure,'*  and  this  mistake  explains  many  disap})ointnients  met  witli  in 
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the  traatment  of  aneurysm,  and  the  cases  of  so-called  recurrence  of 
an  aneurysm.  It  is  the  second  part  of  the  process — the  organisa- 
tion of  the  clot — which  is  alone  really  curative,  and  in  the  cam 
just  referred  to,  this  essential  step  fails  owing  to  the  forcible  stream 
of  blood  flowing  through  the  artery.  We  have  seen,  in  studying  the 
healing  of  wounded  arteries,  that  in  cases  of  punctured  and  lateral 
wounds  healing  never  occurs,  unless  the  wounded  artery  is  occlnded, 
for  the  stream  of  blood  passing  through  an  artery  effectually  pr^ 
vents  the  organisation  of  the  clot  sealing  over  the  wound  in  its  wall 
The  same  holds  true  of  the  thrombus  in  an  aneurysm.  So  long  as 
that  is  subjected  to  the  impact  of  the  blood  propelled  through  the 
artery,  organisation  cannot  occur  in  it.  In  outlying  parts,  bays, 
and  recesses  of  an  aneurysm  the  clot  may  be  so  freed  from  disturb- 
ance that  organisation  can  occur  in  it,  and  we  have  seen  tliat  in 
this  way  the  sac  may  be  strangthened  from  within,  and  partial  cure 
may  even  result — i.e,  certain  parts  of  the  aneurysm  may  be  per- 
manently cured.  But  the  entire  clot  will  not  be  organised^  and  tbe 
local  disease  cured,  unless  and  until  the  artery  from  which  it  springs 
is  occluded.  There  is  no  more  striking  case  of  the  importance  of 
" rest "  in  securing  ''cure'*  than  in  the  organisation  of  the  clot  in  an 
aneurysm,  and  it  is  just  because  this  perfect  rest  can  only  be  secured 
by  the  obliteration  of  the  artery  that  it  is  essential  to  the  cure  of 
every  aneurysm.  The  obliterated  portion  of  the  artery — usually  the 
part  between  the  adjacent  branches — is  converted  into  a  solid  fibrons 
cord,  to  which  is  fixed  the  button  of  similar  tissue  into  whidi  tbe 
aneurysm  is  converted. 

This  fact  is  of  the  highest  importance.  It  affords  the  key  to  aU 
successful  treatment  of  aneurysm.  It  should  also  guard  us  against 
mistaking  improvement  for  cure,  and  it  teaches  us  that  the  cure  of 
some  aneurysms — as  of  the  ascending  part  of  the  arch  of  aorta — is  in- 
compatible with  life,  while  cure  of  some  others  can  only  occur  at  tbe 
cost  of  the  gravest  disturbance  of  thecirculation  and  danger  of  gangrene. 

Spontaneous  cure  of  an  aneurysm  sometimes  occurs  in 
circumstances  difficult  to  explain.  It  is  known  to  be  brought  abooi 
in  at  least  three  ways. 

(1)  Gradually y  by  extension  qftlte  clot  from  the  aneurysm  irUo  tk* 
artery. — The  conditions  favouring  this  are :  (a)  a  uniform  and  not 
too  forcible  action  of  the  heart ;  (6)  the  development  of  collateral 
vessels,  lessening  the  tension  in  the  artery ;  (c)  the  development  of  a 
second  aneurysm  higher  up  in  the  same  arterial  trunk,  lessening  the 
force  of  the  arterial  circulation  below  it ;  (d)  such  a  disposition  of 
the  aneurysm  that  its  sac  compresses  the  artery  from  which  it  arises. 
It  is  possible,  too,  that  the  outline  of  the  sac,  the  form  and  size  of  its 
mouth,  and  the  existence  of  disease  of  the  inner  coat  of  the  arterr 
may  atfect  this  result. 

(2)  Suddenly^  by  embolism. — A  portion  of  clot  may  be  displaced 
from  the  aneurysm,  or  from  one  higher  up,  and  washed  into  tbe  arterr. 
may  plug  it,  and  a  thrombus  then  form  upon  it  and  extend  above 
the  moutli  of  the  sac. 
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(3)  Plastic  arteritis  may  be  excited  by  inflammation  around  the 
me  of  an  aneurysm,  and  seal  the  artery  above  and  below  the  tumour. 
This  is  a  rare  event. 

Cases  of  sloughing  of  an  aneurysm  without  haemorrhage  have 
occurred.  This  is,  of  course,  to  be  carefully  distinguished  from  a 
"cure"  of  the  aneurysm.  The  patient  recovers,  but  by  a  process 
analogous  to  amputation.  A  case  of  suppuration,  with  recovery  of 
the  patient,  has  recently  been  recorded  by  Oliver,  in  which  the  sac 
of  a  large  subclavian  aneurysm,  together  with  a  part  of  the  clavicle 
and  part  of  the  brachial  plexus^  was  thrown  ofl*  in  one  huge  slough, 
which  weighed  over  a  pound ;  the  ends  of  the  subclavian  artery 
securely  sealed  were  visible  in  the  deep  wound  left. 

Growth  of  the  aneurysm. — The  continuous  growth  of  the 
aneurysm  may  be  fatal  from  its  pressure-effects  or  from  syncope,  as 
is  often  seen  in  thoracic  aneurysm.  If  not,  it  ends  usually  in  rupturcy 
but  occasionally  in  suppuration, 

(1)  Rupture. — An  aneurysm  may  rupture  externally  through  the 
skini  or  internally  into  a  mucous,  serous,  or  synovial  cavity,  or  into 
the  cellular  tissue  around  the  sac.  Rupture  through  the  skin  is 
finally  eflected  by  the  separation  of  a  slough  of  corium,  and  the 
hemorrhage  is  at  once  fatal,  unless  controlled  by  surgical  means, 
which  in  these  cases  are  rarely  applicable.  Rupture  into  a  mucous 
canal  occurs  in  the  form  of  a  small  ulcer,  which  often  becomes 
temporarily  plugged  with  a  clot ;  but  as  the  ulcer  enlarges  this  clot 
is  displaced,  and  further  escape  of  blood  occurs.  In  such  cases, 
therefore,  the  hsemorrhage  is  generally  repeated — slight  at  iirst,  each 
time  more  profuse,  until  a  fatal  loss  occurs.  The  blood  may  be  poured 
into  the  trachea  or  a  bronchus,  causing  haemoptysis ;  or  into  the  gullet 
or  stomach,  causing  hsematemesis;  or  into  the  bowel,  causing  melaena. 

The  rupture  into  a  serous  cavity  is  by  a  slit  or  stellate  opening, 
permitting  a  profuse,  and  generally  at  once  fatal,  hsemorrhage — 
hffimopericardium,  hsemothorax,  hsemoperitoneum  or  intracranial 
hemorrhage.  Rupture  into  a  joint  is  of  a  similar  nature,  but  the 
hemorrhage  is  less  serious,  owing  to  the  i*esistance  of  the  capsule. 

When  the  sac  ruptures  subcutaneously,  one  of  two  results  may 
follow.  The  blood  may  difluse  itself  widely  along  the  planes  of  cellular 
tissue  of  the  part,  separating  and  compressing  structures,  arresting  cir- 
culation, and  eventually  causing  gangrene,  if  the  patient  does  not  siic- 
camb  from  the  acute  anemia.  Such  a  case  is  well  called  a  "ruptured 
aneurysm,"  and  is  similar  in  its  nature  and  effects  to  a  "  ruptured 
artery."  But  the  rupture  of  the  sac  may  be  a  small  one,  permitting 
what  may  be  called  a  leaking  of  the  blood  into  the  tissues.  This 
blood  may  coagulate,  and  a  new  spurious  sac  be  formed  around  it, 
partly  by  the  fascie  of  the  part,  partly  by  the  products  of  the 
inflammation  the  extravasation  has  excited.  Such  a  spurious  sac  is 
not  an  eflective  barrier  to  the  escape  of  more  blood,  and  usually  a 
farther  rupture  soon  ensues.  These  cases  have  been  grouped  together 
and  all  called  "  diffused  aneurysms,"  but  the  varying  extent  of  the 
rupture  of  the  sac  aud  the  variation  in  the  subsequent  amount  and 


604 


ANEURYSM. 


force   of   the   escape   of    blood   into   the   tistuet,    ujiotj    which  tU 
symptoms  and  etibcts  de|»eiiii,  justify  a  sppumtion  of  these  rmmm  %uV$t 
two  classefs.     Where  the  atic  has  rujitured  freely  it  shcMild  he  milell 
a  **  ruptured  aiieuryRm,"  and   wln*rr  tht*  sac  has  given   war    to 
slight  exti^nt  only  it  luay  well  V»e  ealloil  a  **  leaking  anenrysm, * 

(2)  Suppurntion. — The    iiiriamniHtion  excite^l    by   an  aneorjn^l 
may  becornt*  acute  and  end  in  suppuration  of  the  tiH^ueii  adj«o«l>t 
the  sac  ;  this  i^  Uiost  often  neen  where,  nn  in  the  nxilln.  the  i 
is  sui-rouaded  by  loose  cellular  tissue,  and  where  a  kIow   rapture 
tlie  sac  has  occurred  ;  it  may  also  l>e  excited  by  pnilunged  or 
handling  of  the  aneurysni,  or  by  sudden  coagulation  of  tlitj  blood 
a  Iiirge  sac.     The  pus  thuH  fonned  tends  to  reach  the  siirfaee,  and  mm 
bm*st  externally  like  that  of  any  acute  absce*s»     Two  special '  ~ 
of  the  sujtpitnitiou,  however,  must  l>e  uoticetlt    (Vi)   As  the  Ktus  ol 
aneurynni,  like  an  ai-tery,  derives  its  blood-supply  fnnn  ve?wpk 
reach  it  on  its  outer  surface,  the  occurrence  of  suppuration   imto 
ately  aroiiud  it,  by  destroying  these  vessels,  deprives  the  sac  of 
nourishment  and  it  therefore  sloughs  ;  this  sloughing  is  the  eflWii 
not  the  cause  of  the  surrounding  suppuration.     (/*)  The  tntlajiir 
extends  along  the  sac  to  the  artery  and  excites  arteritis;   if  tldr' 
assumes  tlie  plastic  form  it  Heals  the  vessel,  and  when  the  sac  separ- 
ates the  aneurysm  in  cured  ;  but  if  it  is  suppurati%'e  »uch  a  clomfVi  ' 
the   vessel  does   not   occur,  aiifl   eitlier  liefore  or  after  thi^  ftl 
around  the  aneurysm   has  hurst,  the  artery  opens  into  it,  and 
hiemorrhage  occurs.     This  latter  in  the  more  ifret|uent  event  of 
two. 

Signs  and  diagnosis* — T\w  characteristic  featurea  ol  an  \ 
plicated  sacculated  nneurysmi  will  first  h^  considered,  and  iht»n  the 
of  its  varieties  and  complications.     The  facta  already  noticed  atftbni  i 
ready  exphuiation  of  all  the  pointa  we  shall  have  to  mention*  and 
the  essentbil  features  uf  an  sneurysm  are  kept  in  mijid  it  k  cant^^ 
paratively  easy  to  avoid  errors  in  diagnosiia. 

(a)  Nifrti«i  21  lid  flliifriioiiiw  af  Hii  uiiroiii|»ilriifrd  nmt 
latfd  niif'-un*^!!!. — Tlie  priinsry  phenomenon  is  a  tumour  pla 
over  and  tixed  to  an  artery  ;  it  varies  in  shafte,  but  is  uiiually 
or  iesa  globular.      In  sixe  it  ranges  from  a  small  nut  to 
nut ;  if  placed  deeply  or  containing  much  clot  it  \a  firm  in  rrmi 
encc»  but  if  superficial  or  containing  little  clot,  it  is  softer,  aiid  ti 
even  Uuctuate, 

This  tumour  puImUn,  being  expanded  and  rendered  more 
with  each  beat  of  the  heart.  The  force  of  the  pul»Mtion  de 
purtly  upon  that  of  the  cardiac  contraction,  but  more  upon 
firoximity  of  the;  aneurysm  to  the  heart,  the  size  of  the  vttc,  aiid 
ftsnount  of  clot  within  it.  Ballance  and  Kiimunds  liavr  shown 
experiment  that  the  effect  of  the  varyinj^  riktrrti  prramre  ol  ihm 
artorial  circulation  is  much  greater  in  lui  aneury»n]  than  in  tht^ 
arlefy,  each  Wat  of  the  heart  raifting  the  pressure  in  the  aJiesirt~Rtn 
more  than  it  chj<?ii  in  the  art**ry  ;  this  accounts  for  th*^ 
striking  pulj&^ition  of  aneury.^ms.      It  may  lie  more  m*)i 
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siiuaUoQS  than  others,  owing  to  iriegularity  in  the  disposititin  of 
the  clot ;  but  so  long  as  the  aneiirvsm  haa  any  cavity  into  which 
blood  U  forced  with  each  systole,  the  ptilsation  in  of  an  ^.tpatm'^ 
«4«tm<?44^A  If  the  limb  is  ilepre^sed,  the  foree  of  the  pulsation  and 
the  tension  of  the  aneun^»m  may  lie  notice<l  to  be  increjiseil^  while  if 
it  is  raiied  both  are  diniiiii^hed  :  thih  18  owing  to  the  expansion  and 
contraction  of  artenea  which  takes  place  in  dependent  and  i^ised 
liiu  I  »s  reH|  «*c ti vely , 

When  the  main  artery  of  tJie  part  is  compressed  above  the 
aneurysm,  so  as  to  arrest  the  How  of  blood  thi-ouju;h  it,  the  pulsation 
in  the  tnmonr  of  eourse  ceasi^s,  and  the  tuntonr  tthrinA'^  and  hficofnes 
leu  ienat;  by  gentle  j^ressure  the  surgeon  may  then  be  able  to  empty 
the  8HC  btill  more.  If  now  the  pressure  is  taken  off  the  artery  alxive^ 
the  tumour  rapidly  fills  out  again,  and  in  two  or  three  beats  resumes 
ita  former  size  and  tension.  This  .shrinking  of  the  tumour  when  the 
circulation  is  aneated  is  due  to  the  elastic  recoil  tif  the  strelclied  sac 
and  atljacent  tissue^*,  and  the  degree  to  whicli  the  tuuiour  can  1*© 
emptied  is  a  mea.sure  of  the  amount  of  fluid  blood  it  oontfiins,  ThU 
fign  is  th**  mtis(  ilUfiwHim  feature  of'  att^uryAm.  Compression  of 
the  main  artery  just  beyond  tlie  tumour  is  said  to  cause  the  tumour 
to  Uxrotne  more  tense. 

In  nearly  ail,  but  not  all,  cases  a  hrtiif  is  heanl  over  an  aneurysm ; 

_     it  ia  product^d  by  the  blood  rushing  into  or  out  of  the  aneurysm,  and 

■    is  varietl  by  the  position,  size,  and  shape  of  the  moutli,  and   the  dijs- 

Ljotition  of  the  sac  and  olot  within  it     The  bruit  ia  most  often 

^Bjfplolic  in  time  and  blowing  in  character  ;  it   is  heaiil  equally  well 

I      til  over  the  tumour,  and  is  not  increased  by  moderate  pressure  of 

the  stethoscope  ;  occasionally  it  is  diastolic  aa  well  as  systolic,  and  it 

may  be  harsh  or  musical  in  character.     The  lUsh  of  blood  into  the 

aneurysm  may  also  cause  a  t/trili  in  the  sac  with  each  heart- beat  ; 

this  thrdl  is  only   felt   over  the  tunmur.     The  pulee  in  the  artery 

^leyond,  when  c<:)rupared  with  that  on  the  opposite  side  of   the  Ijody, 

is  delayed  in  time  and  usually  is  lessened  in   force  ;  sometimes  it  is 

absent »  owing  to  obliteration  of  the  artery.     The  sphygmogram  may 

characteristic  (Fi^.   174),     The  heart  is  usually  hypertrophied, 

the  arterieti  are  often  found  to  l>e  athemmatous 

Various  pi'^^/suregifjn^   may  be  met  with  ;  the  veins  below  the 

aneurysm  may  be  diatende<l  and  varicose,  and  the  subcutaneous  tiasue 

a^dematous.     MusriUar  weakrieu  and  UKUiing  are  frequently  noticed, 

owing  to  defective  nutrition,  and  fntralysis  may  occur  from  preasure 

on  nerves  ;    this  increases   the  wasting.     Striking  examples  of  the 

tifects  of  nerve  pre.isure  are  the  dilate^l  pupil,  nnd  unilatenil  abductor 

palsy  of  the  larynx  fron*  pret^sure  on  the  cervical  sym|>athetic  and 

racurrent  laryngeal  nerves  respectively. 

The  pain  uf  aneurysm  may  be  slight  or  very  severe.    It  ia  of  two 

kinds  :    a  constant  deep  aching,   boring,  or   burning   pain   in   luid 

around  the  tumour,  caused  by  tiie  ijerianeurysmal  inihimmation,  by 

B    the  t^maion  of  the  parts,  and  especially  by  al>sorption  of  bone ;  and  a 

^^^urp  lancinating  pain  referred  to  tiie  areas  of  distribution  of  sensory 
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force  of  the  escape  of  blood  into  the  tissues,  upon  which  the 
symptoms  and  eftects  depend,  justify  a  separation  of  these  cases  into 
two  classes.  Where  the  sac  has  ruptured  freely  it  should  be  called 
a  "  ruptured  aneurysm,"  and  where  the  sac  has  given  way  to  a 
slight  extent  only  it  may  well  be  called  a  "leaking  aneurysm." 

(2)  Suppuration. — The  inflammation  excited  by  an  aneumm 
may  become  acute  and  end  in  suppuration  of  the  tissues  adjacent  to 
the  sac  ;  this  is  most  often  seen  where,  as  in  the  axilla,  the  aneurysm 
is  surrounded  by  loose  cellular  tissue,  and  where  a  slow  rupture  of 
the  sac  has  occurred  ;  it  may  also  be  excited  by  pix>longed  or  rough 
handling  of  the  aneurysm,  or  by  sudden  coagulation  of  the  blood  in 
a  large  sac.  The  pus  thus  fonned  tends  to  reach  the  surface,  and  to 
burst  externally  like  that  of  any  acute  abscess.  Two  special  effects 
of  the  suppuration,  however,  must  be  noticed :  (a)  As  the  sac  of  an 
aneurysm,  like  an  artery,  derives  its  blood-supply  from  vessels  whidi 
reach  it  on  its  outer  surface,  the  occurrence  of  suppuration  immedi- 
ately around  it,  by  destroying  these  vessels,  deprives  tlie  sac  of  all 
nourishment  and  it  therefore  sloughs  ;  this  sloughing  is  the  effect  and 
not  the  cause  of  the  surrounding  suppuration.  (6)  The  inflaniniation 
extends  along  the  sac  to  the  artery  and  excites  arteritis ;  if  thii 
assumes  the  plastic  form  it  seals  the  vessel,  and  when  the  sac  separ- 
ates the  aneurysm  is  cured  ;  but  if  it  is  suppurative  such  a  closure  of 
the  vessel  does  not  occur,  and  either  before  or  after  the  absoes 
around  the  aneurysm  has  burst,  the  artery  opens  into  it,  and  fatal 
haemorrhage  occurs.  This  latter  is  the  more  frequent  event  of  tJie 
two. 

Sijfns  and  diagnosis. — The  characteristic  features  of  an  uncom- 
plicated sacculated  aneurysm  will  first  be  considered,  and  then  those 
of  its  varieties  and  complications.  The  facts  already  noticed  afford  a 
ready  explanation  of  all  the  points  we  shall  have  to  mention,  and  if 
the  essential  features  of  an  aneurysm  are  kept  in  mind  it  is  com- 
paratively easy  to  avoid  errors  in  diagnosis. 

(a)  sTii^ns  and  diai^nosis  of  an  nncomplirated  saccn- 
lated  aneur>'6ni* — The  primary  phenomenon  is  a  tumour  placed 
over  and  fixed  to  an  artery  ;  it  varies  in  shape,  but  is  usually  more 
or  less  globular.  In  size  it  ranges  from  a  small  nut  to  a  coc(«- 
nut ;  if  placed  deeply  or  containing  much  clot  it  is  firm  in  consili- 
ence, but  if  superficial  or  containing  little  clot,  it  is  softer,  and  may 
even  fluctuate. 

This  tumour  pulsates,  being  expanded  and  rendered  more  tense 
with  each  beat  of  the  heart.  The  force  of  the  pulsation  dependi 
partly  upon  that  of  the  cardiac  contraction,  but  more  upon  the 
proximity  of  the  aneurysm  to  the  heart,  the  size  of  the  sac,  and  the 
amount  of  clot  within  it.  Ballance  and  Edmunds  have  shown  bj 
experiment  that  the  effect  of  the  varying  blood  pressure  of  the 
arterial  circulation  is  much  greater  in  an  aneurysm  than  in  the 
artery,  each  beat  of  the  heart  raising  the  pressure  in  the  anenryam 
more  than  it  does  in  the  artery  ;  this  accounts  for  the  marked  and 
striking  pulsation  of  aneurysms.     It  may  be  more  marked  in  some 
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situations  than  others,  owing  to  iriegularity  in  the  dis|>osition  of 
the  clot ;  but  so  long  as  the  aneurysm  has  any  cavity  into  which 
blood  is  forced  with  each  systole,  the  pulsation  in  of  an  expansile 
chiiracter.  If  the  limb  is  depressed,  the  force  of  the  pulsation  and 
the  tension  of  the  aneurysm  may  be  noticed  to  be  increased,  while  if 
it  is  raised  both  are  diminished  ;  this  is  owing  to  the  expansion  and 
contraction  of  arteries  which  takes  place  in  dependent  and  raised 
liml>s  respectively. 

When  the  main  artery  of  the  part  is  compressed  above  the 
aneurysm,  so  as  to  arrest  the  flow  of  blood  thix)ugh  it,  the  pulsation 
in  the  tumour  of  course  ceases,  and  the  tumour  shrinks  and  becatnes 
less  tense;  by  gentle  pressure  the  surgeon  may  then  be  able  to  empty 
the  sac  still  more.  If  now  the  pressure  is  taken  off  the  artery  above, 
the  tumour  rapidly  fills  out  again,  and  in  two  or  three  beats  resumes 
its  former  size  and  tension.  This  shrinking  of  the  tumour  when  the 
circulation  is  arrested  is  due  to  the  elastic  recoil  of  the  stretched  sac 
and  adjacent  tissues,  and  the  degree  to  which  the  tumour  can  be 
emptied  is  a  measure  of  the  amount  of  fluid  blood  it  contains.  This 
sign  is  tfie  most  distinctive  feature  of  aneurysm.  Compression  of 
the  main  artery  just  beyond  the  tumour  is  said  to  cause  the  tumour 
to  become  more  tense. 

In  nearly  all,  but  not  all,  cases  a  bruit  is  heard  over  an  aneurysm ; 
it  is  produced  by  the  blood  rushing  into  or  out  of  the  aneuiysra,  and 
is  varied  by  the  position,  size,  and  shape  of  the  mouth,  and  the  dis- 
position of  the  sac  and  clot  within  it  The  bruit  is  most  often 
systolic  in  time  and  blowing  in  character ;  it  is  heard  equally  well 
all  over  the  tumour,  and  is  not  increased  by  moderate  pressure  of 
the  stethoscope  ;  occasionally  it  is  diastolic  as  well  as  systolic,  and  it 
may  be  harsh  or  musical  in  character.  The  rush  of  blood  into  the 
aneurysm  may  also  cause  a  thrill  in  the  sac  with  each  heart-beat ; 
this  thrill  is  only  felt  over  the  tumour.  The  pulse  in  the  artery 
lieyond,  when  compared  with  that  on  the  opposite  side  of  the  body, 
is  delayed  in  time  and  usually  is  lessened  in  force  ;  sometimes  it  is 
absent,  owing  to  obliteration  of  the  artery.  The  sphygmogram  may 
be  characteristic  (Fig.  174).  The  ^leart  is  usually  hypertrophied, 
and  the  arteries  are  often  found  to  be  atheromatous. 

Various  pressure-signs  may  be  met  with  ;  the  veins  below  the 
aneurysm  may  be  distended  and  varicose,  and  the  subcutaneous  tissue 
oedema  tons.  Muscular  weakness  and  wasting  are  frequently  noticed, 
owing  to  defective  nutrition,  and  paralysis  may  occur  from  pressure 
on  nerves  ;  this  increases  the  wasting.  Striking  examples  of  the 
effects  of  nerve  pressure  are  the  dilated  pupil,  and  unilateral  abductor 
palsy  of  the  larynx  from  pressure  on  the  cervical  sympathetic  and 
recurrent  laryngeal  nerves  respectively. 

The  pairi  of  aneurysm  may  be  slight  or  very  severe.  It  is  of  two 
kinds  :  a  constant  deep  aching,  boring,  or  burning  pain  in  and 
around  the  tumour,  caused  by  tlie  peri-aneurysmal  inflanunation,  by 
the  tension  of  the  parts,  and  especially  by  absorption  of  bone ;  and  a 
sharp  lancinating  pain  referred  to  the  areas  of  distribution  of  sensory 
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ni'rves   that    may   bappeu    to    Ij«   coinpi'vfSHatl ;    tiiigUxig,   nun 
aiid»  rarely,  anaesthesia  may  be  met  with. 

The  diHfrno»ls  of  nnch  art  aneur\'ism  rvfstn  Ufion  the  dt^Uxrmiia^ 
lion  of  two  points :  the  r.risten^e  of  a  Hn^umnerihrd  tumour^  and  the  nfm- 
mfinii^itiou  of  that  luntour  with  a  a  *tf'tety.  The  ptilKation  of  ii>  tinrtnAl. 
or  eiiJargecJ^or  over-pulsatile,  or  ilisplace^i  art^ery  may  Im>  mUtAken  for 
an  aneurysui,  and  this  is  esf»ecially  the  case  in  the  cori^  *  "pal- 

sating  aort«/' fr**quent  in  women,  and  of  ten  a^*s<:>ciHto<l  pep*»ia 

To  remember  that  the  detection  of  a  dihtinct  tutnonr  ih  tl»t^  lirst  anil 
WMiential  stt^p  in  the  diagnosis  of  an  aneurysm  «itl  »dwiiys  prewnt 
Ruch  an  f^iTor.  Tlie  eonuiinnieation  of  a  tumour  with  an  urtrry  u 
shown  by  the  expanHile  nature  of  the  pulsation,  and  e»pi'Lnally  by  ihf 
shrinking  of  the  tuniotir  when  the  artery  ahove  i*  comprrsaed,  and 
by  its  gradual  tilling  uut  when  that  pressur^^  is  removed;  the  blowing 
character  of  the  bruit  and  the  facts  that  it  is  heard  equally  well  all 
through  the  tumour,  and  is  not  affected  by  mo<lerate  pressure  ol  iIm 
stethoscope,  ai-e  other  useful  ev  idences  of  this  conditioa. 

Many  other  tumours  pulsate,  either  from  close  proxliiiUy  io  ill 
artery  or  from  exti^eme  vascularity. 

A  tumour  ovrr  an  nriery  lias  a  heaving,  but  never  an  expsmilis 
pulsation,  and  it  is  often  only  noticwl  in  certain  parts  of  the  tuoionr, 
or  in  certain  positions  of  the  limb;  if  the  tumour  is  suflicicntJj 
mobile,  it  nvuy  be  liftefl  away  from  the  artery,  and  the  pul»«tton  in  it 
at  once  any^sted.  When  the  Artery  above  is  compressed,  such  a  tumonr 
doe«  not  shrink,  and  when  the  pressui-e  iii  renioved  and  the  puluiuati 
rettirns,  no  increase  of  the  tension  of  tlie  tumour  results^  Thnr 
£acts  show  that  the  tumour  does  not  communicate  with  the  KrUprj* 
Such  tumours  may  jiroduce  a  bruit  by  compression  of  thfli  artery, 
but  it  can  be  distinguished  fro?n  an  aneurysmal  bruits  In  th<*  fint 
place*  it  is  not  blowing  in  character,  but  rasping,  like  that  produoeii 
\%y  compressing  any  artery  with  the  end  of  a  stethosco^te ;  theo  tlie 
bruit  is  often  only  heaitl  just  along  the  line  nf  tlie  artery»  and  not 
ovtjr  the  whole  tumour  ;  and  laatly,  if  the  end  of  the  st«thuact>pe  t* 
no  held  as  to  pi*ess  the  tumour  against  the  artery,  tlie  bruit  is 
incPcmied  in  inten^ityf  until  the  ]>i-essm'e  is  great  enough  to  oc^cludn 
the  Teasel,  w*hen^  of  course,  it  is  lost  alt-ogether  ;  pressure  on  the 
tumour  in  any  other  dii^ection  has  no  such  effect.  Where  tli« 
tumour  is  ri/jific,  the  signs  may  be  moditied  in  one  <tr  two  important 
ways.  Thus,  if  the  cyst  envelop  the  artery  and  its  lensie>n  is  not  high, 
the  pulsation  may  l>e  slightly  expansile,  owing  to  the  Uirob  of  the  artery 
indenting  the  wall  of  the  cyst  over  it  and  displacing  a  certain  c|tiaiitiljr 
of  tluid  ;  but  this  expansion  is  not  to  be  oompnred  in  degre©  witli 
that  in  an  aneurysm  of  a  similar  tension.  Again,  if  thi*  cyst 
municates  with  another  cavity,  ns  some  cysts  nejir  joint  uicate 

with  the  articular  synovial  cavity,  the  tumour  can  Vie  en  i  th«m 

fills  out  iigain.     But  this  emptying  and  retilling  can  l>e  di-  d 

from  that  of  anei»rysm   by  noticing  thi^ee  p»>ints:  (1)  thi*  -*- 

sion  of  the  artery  alxive  does  not  cause  shrinking  of  th«i  tutnuur, 
nor  return  of  circulation  till  out  the  tumour  if  it  has  been  emptied  ; 
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(2)  that  the  cyst  is  emptied  by  steady  gentle  pressure  equally  well 
whether  the  artery  above  is  compress^  or  not,  and  that  it  fills  out 
steadily  without  pulsation,  not  per  scUtumy  (3)  the  fluid  expressed 
from  the  cyst  may  be  detected  in  the  joint.  By  attention  to  these 
signs,  then,  tumours  over  and  receiving  pulsation  from  arteries 
can  be  shown  not  to  communicate  with  the  arteries,  and,  therefore, 
not  to  be  aneurysms. 

Tuntours  which  pulsate  from,  their  extreme  vascularity^  such  as 
some  forms  of  sarcoma  and  pulsating  bronchocele,  differ  from 
aneurysms  in  the  pulsation  being  less  markedly  expansile,  and  in  the 
fact  that  when  the  main  artery  supplying  the  part  is  compressed  and 
the  pulsation  stopped,  the  tumour  does  not  shrink,  nor  can  it  be 
reduced  in  size  by  pressure,  and  when  the  compression  of  the  artery 
is  removed,  the  pulsation  returns  instantly  to  its  former  degree — the 
tumour  is  not  appreciably  filled  out  If  there  be  a  bruit  in 
these  pulsating  tumours,  it  is  of  a  soft  whiffing  character,  and  is 
usually  more  intense  in  some  parts  than  in  others ;  it  is  not  modified 
by  pressure.  A  slight  thrill  may  be  perceived.  In  some  cases  other 
signs  at  once  establish  a  diagnosis ;  for  instance,  the  tumour  may  be 
situated  quite  away  from  any  large  artery,  as  on  the  side  of  the  knee, 
or  it  may  be  distinctly  movable  over  the  neighbouring  artery,  as  a 
bronchocele,  or  pulsation  may  be  noticed  in  part  of  the  tumour  only, 
the  rest  of  it  being  very  firm,  or  even  hard  in  consistence,  or  special 
signs,  as  of  expansion  of  bone,  may  be  pi^esent. 

A  pulsation  and  thrill  in  the  veins  of  the  part,  and  a  loud 
rasping  bruit  conducted  along  the  vessels,  would  indicate  com- 
niunication  of  the  aneurysm  with  a  vein,  (See  Arterio- venous 
aneurysm,  page  633.) 

Enlargement  of  the  tumour,  without  loss  of  its  distinct  outline 
and  with  increase  in  the  intensity  of  pulsation,  are  the  signs  by 
^hich  growth  of  the  aneurysnij  as  distinguished  from  rupture  of  the 
sac,  is  recognised. 

(6)  Sii^ns  and  diagnosis  of  an  aneurysm  undergoing^ 
cure.— When  an  aneurysm  is  undergoing  cure  by  becoming  gradually 
tilled  with  clot,  the  tumour  becomes  smaller  and  harder,  with  less 
marked  pulsation  ;  its  compressibility,  when  the  circulation  is  arrested, 
is  diminished,  and  the  bruit  and  thrill  are  modified  or  lost  When 
the  aneurysm  is  quite  full  of  clot,  but  the  artery  sti  1  remains 
patent  the  pulsation  is  heaving  and  has  lost  all  its  expansile  charac- 
ter. The  tumour  is  then  quite  incompressible ;  and  if  a  bruit  is 
heard  over  it,  it  is  increased  in  intensity  by  gentle  pressure.  At  the 
same  time  the  local  pain  and  any  pressure-signs  that  may  have  been 
present  diminish  or  disappear.  The  fixity  of  such  a  tumour  to  the 
artery,  and,  when  known,  its  previous  condition  and  the  general 
clinical  history,  serve  to  distinguish  it  from  a  gland  or  other  solid 
tumour  over  an  artery.  When  the  case  passes  into  one  of  cure, 
by  the  artery  becoming  obliterated,  pulsation  disappears,  and  the 
tumour  shrinks  still  moi*e,  while  afterwards  the  collateral  arteries 
may  be  felt  to  be  enlarged.     When  cure  takes  place  more  suddenly 
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by  embolism,  or  by  rapid  coagulation  in  the  artery  and  tbe  lac. 
there  is  often  sudden  pain  in  the  ])art,  as  well  as  abrupt  cessation  ot 
the  pulsation,  bruit,  and  thrill  in  the  tumour,  and  a  sudden  failure  in 
the  circulation  in  the  part  beyond,  shown  by  coldness,  pallor,  Ion  of 
pulse  in  the  arteries,  weakness,  and  numbness.  The  tumour  then 
gradually  shrinks,  and  meanwhile  the  anastomotic  vessels  enlarge,  and 
the  circulation  in,  and  function  of,  the  parts  beyond  are  restored. 

(c)  Sif^s  and  diaf^osis  or  rupture  or  tlie  snr  or  «■ 
aneurysm. — The  signs  of  subcutaneous  rupture  of  the  sac  of  an 
aneurysm  are  increase  in  the  size  of  the  tumour,  with  loss  of  iu 
definite  outline — due  to  the  escape  of  blood  around  the  sac— and 
diminished  or  abolished  pulsation  in  the  tumour,  for  the  pulsation 
depends  upon  the  resistance  of  the  sac.  If  the  rupture  is  small— a 
mere  leak — these  are  all  the  signs  it  presents,  and  the  rapid  enlarge 
ment  of  the  swelling  is  distinguished  from  that  caused  by  growth  of 
the  aneurysm  by  the  less  clear  outline  of  the  swelling,  and  by  the 
diminished,  instead  of  increased,  pulsation.  If  the  extravasation  of 
blood  is  more  extensive,  but  is  still  surrounded  by  a  spurioos  ac, 
there  is  noticed  a  sudden  increase  in  size  of  the  tumour,  which 
presents  very  little,  if  any,  pulsation,  and  perhaps  both  brnit 
and  thrill  are  lost  The  coagulation  of  the  blood  in  the  tissoei 
may  make  the  swelling  firmer  in  places,  and  the  tumour  ill-defined. 
It  increases  rapidly,  and  when  it  reaches  the  skin,  it  points,  and 
often  fluctuates  like  an  abscess  before  it  bursts.  Such  a  rupture 
is  attended  with  pain,  the  circulation  in  the  parts  below  is  oonsider- 
ably  interfered  with,  the  pulse  in  the  arteries  is  very  weak  or  lost, 
the  veins  are  full,  and  the  cellular  tissue  is  oedematoua.  The  presnire 
on  the  nerves  makes  the  |)arts  benumbed  and  heavy  or  motionless. 
When  a  wide  rupture  of  the  sac  occurs,  and  the  blood  is  poured  freek 
into  the  tissues,  the  patient  usually  experiences  a  sudden  acute  pain 
in  the  part,  and  he  turns  cold,  jmle,  and  faint.  The  parts  about  the 
aneurysm  become  very  greatly  swelled,  livid,  and  cold  ;  all  pulsation, 
bruit,  and  thrill  are  lost.  The  arteries  below  are  pulseless,  and 
the  tissues  livid,  (edematous,  and  insensitive,  and  quickly  become 
gangrenous  from  entire  arrest  of  the  circulation.  The  signs,  in  tut, 
are  two  :  those  of  severe  internal  hiemorrhage,  and  the  rapid  accumu- 
lation of  blood  in  the  tissues  under  such  pressure  that  all  circulation 
in  the  parts  is  stopiied.  There  is  no  local  heat  or  other  evidence  of 
inflammation.  The  three  degrees  of  rupture  here  indicated  might 
be  distinguished  as  '^  leaking,'*  **  difliision,''  and  "  rupture "  of  an 
aneurysm. 

(d)  Sii^n  and  diap^osis  ot  suppuration  ofan  anevrjrsM* 
— The  inflammatory  oedema  around  the  aneurysm  causes  an  increase  in 
the  swelling,  which  obscures  the  outline  of  the  tumour,  and  niake« 
the  pulsation,  bruit,  and  thrill  less  apparent.  At  the  same  time  the 
part  is  hot,  red,  acutely  painful,  tender,  and  it  pits  on  pressure. 
There  are  also  a  high  temi)erature,  and  the  other  phenomena  of 
•cute  inflammatory  fever.     When  pus  forms,  the  swelling  fluctuatai 

« points "  ;  and  when  it  is  evacuated,  chocolate-coloured  pui 
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mixed  with  fibrinous  coagula  and  sloughs,  escapes,  and  subsequently 
fre«  arterial  hiemorrhage  may  occur.  If,  before  the  abscess  burstn, 
the  artery  opens  into  it,  there  ia  fi  sudden  increase  of  the  swelling 
with  great  increase  in  the  force  and  superficiality  of  tlie  pulsation. 
signs  of  suppuration  an»i  rupture  are  closely  alike,  for 
are  attended  with  increase^!  swelling,  diminished  clearness  of 
outline  of  the  tumour,  and  lessened  pulsation.  In  rupture,  how- 
e%-er,  the  part  is  cold,  there  is  no  fever,  aiid  the  circulation  in  the 
parts  beyond  the  aneurysm  is  obstructed ;  in  suppuration  the  part 
is  hot  and  red,  and  the  patient  is  feverish,  and  the  circulation 
beyond  may  be  but  little  interfered  with. 

Treatment  of  aneurysm. — In  treating  an  aneurysm  the  surgeon 
ahoiild  imitjite  nature  in  her  methods  of  curing  the  disease.  We  have 
seen  that  cure  is  only  obtained  when  the  portion  of  artery  from  which 
the  aneurysm  springs  is  obliterated.  This  may  be  accomplished  ( I )  by 
lessening  or  removing  the  obstacles  to  the  coagulation  of  the  blood 
within  the  sac  of  the  aneurysm,  and  to  the  extension  of  the  clot  into 
the  artery;  (2)  by  exciting  coagulation  within  the  sac;  or  (3)  by 
occluding  the  artery  from  which  the  aneurysm  springs.  All  the 
numerous  methods  of  treatment  are  effective  only  as  they  leaii  to 
one  or  other  of  these  results.  They  are  conveniently  divided  into 
con»titutionai  and  local  metluxls  of  treatment, 

Constitational  treatment. — Constitutional  measures  are  of 
great  value  in  reducing  the  tension  within  an  aneurysoi,  and  by  this 
means  favouring  the  coagulation  of  tlie  blood  within  it.  They  are  also 
employed  with  a  view  of  increasing  the  plasticity  of  the  blowl,  and 
of  combating  the  disease  of  the  arterial  wall.  In  both  of  these 
directions  their  value  is  much  less  certain. 

To  redncearfer fill  teiifi ion  two  methods  are  principally  relied 
upon — the  lessening  of  the  force  of  the  heart,  and  the  diminution  of 
the  total  quantity  of  blood, 

(1)  To  l^^ge^i  th*:  force  ofUte  heart  the  patient  must  be  kept  at 
per/eci  rtsi — physical,  mental,  and  emotional.  He  should  lie  as  nearly 
hori2ontAl  as  is  compatible  with  comfort ;  all  his  wants  sliould  be 
attended  to,  so  that  he  shall  make  no  movement  to  help  himself.  He 
must  not  sit  up  to  take  food,  or  empty  the  bladder  and  rectum  ;  ttid 
in  some  eases  he  has  been  forbidden  even  to  raise  a  handkerchiff  to 
his  face.  He  must  not  be  allowed  to  transact  any  business,  nor  be 
excited  by  books,  conversation,  or  other  influences.  In  cases  of 
excited  action  of  the  heart  some  good  may  be  obtained  by  giving 
aeonite  or  belladouna  internally,  and  by  wearing  a  belladonna  plaster 
over  the  pr»cordia.  Opium  is  often  of  gwat  service  in  relieving 
pain«  and  in  allaying  physical  and  mental  i*estle.ssness, 

(2)  To  reduce  tht\  qimntily  of  the  bltXHi  it  is  generally  sufficient  to 
phu?e  tlie  patient  on  a  dr*/  and  r^Ktricted  dift,  such  as  the  following': 
6  ox.  of  bread,  2  ox.  of  meat,  a  little  butter,  and  6  oz,  of  milk  or 
water  per  diem.  It  is  b<^tter  to  rwluce  the  diet  gnulually  than  to 
cut  it  down  to  this  point  suddenly,  and  care  must  be  taken  not  to 
distress  the  patient  too  much  by  these  restrictions,   lest  the  good 
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effect  of  the  diet  is  counteracted  by  the  evil  influence  of  fretfulnea 
and  worry.  When  the  patient  is  plethoric,  and  the  arterial  tenaoB 
very  high,  repeated  saline  purges  and  venesection  are  usefoL 

This  treatment  has  sometimes  been  pushed  to  an  extreme  point,  tnd 
the  patient  has  been  so  reduced  by  purgings  and  repeated  bleedingi, 
that  he  fainted  if  raised  in  bed,  and  the  tension  of  the  circaUtk» 
has  been  at  the  minimum  consistent  with  life.  Such  a  course  wooU 
only  be  pursued  in  cases  of  internal  aneurysm,  in  which  no  loal 
measures  could  be  adopted;  and  even  in  them  physicians  nSfi» 
nowadays  to  carry  their  treatment  to  the  point  sanctioned  by 
Valsalva  and  others.  But  while  this  extreme  measure  is  to  be  depw^ 
cated,  the  wise  employment  of  constitutional  means  to  reduce  arteiial 
tension  should  never  be  omitted  or  neglected. 

To  increase  the  plasticity  of  the  biooii  has  been  the  second 
aim  of  constitutional  treatment.  It  has  been  thought  that  by  a  dzy 
restricted  diet,  such  as  that  just  mentioned,  or  by  a  very  lichlj 
nitrogenous  diet,  the  proportion  of  fibrin  in  the  blood  can  be  increand, 
and  the  natural  cure  of  an  aneurysm  thereby  promoted.  Aptrt 
from  the  consideration  that  so  little  is  as  yet  definitely  known  of 
haemopoiesis  and  the  means  of  influencing  it,  that  much  uncertaintf 
must  be  felt  on  the  efficacy  of  treatment  to  attain  this  end,  it  ii 
important  to  bear  in  mind  that  cure  of  an  aneurysm  is  never  hindered 
by  lack  of  fibrin  in  the  blood,  and  that  the  essential  condition  for 
coagulation  of  the  blood  is  a  setting  free  of  the  fibrin-ferment  froD 
within  the  corpuscles  in  which  it  normally  lies.  Even  suppotiii^ 
that  by  constitutional  means  we  could  cause  a  breaking-up  of  these 
"ferment  corpuscles,"  we  should  still  do  more  harm  than  good  onl^i 
we  could  ensure  that  it  should  only  occur  in  the  aneuiysm  and  the 
artery  adjacent — a  condition  impossible  to  secure  by  oonstitutKnal 
means  alone. 

Iodide  of  jyotciasium  in  full  physiological  doses  (5ij  per  diem)  hts 
been  much  vaunted,  but  there  is  great  divergence  of  opinion  as  to 
its  value.  If  syphilitic  arteritis  is  the  cause  of  the  aneurysm,  the 
iodide  is  said  to  exert  a  beneficial  influence  upon  this  disease,  arresting 
its  progress  and  even  leading  to  absorption  of  some  of  the  inflammft- 
tom  deposit.  But  inasmuch  as  syphilitic  arteritis  is  attended  with 
great  thickening  of  the  intima,  and  only  leads  to  aneurysm  when 
absorption  of  this  new  tissue  has  weakened  the  artery,  it  is  difficult 
to  appreciate  how  iodide  of  potassium  can  do  good  by  causixig  the 
|)bsorption  of  the  syphilitic  products.  Indeed,  when  an  artery  has  been 
so  softened  that  an  aneurysm  has  developed,  it  is  open  to  questkn 
whether  any  effective  repair  of  the  vessel  wall  can  occur.  The 
beneficial  effects  that  have  followed  the  use  of  iodides  in  full  doeei 
have  been  probably  due  to  their  depressing  action  on  the  heart  and 
their  power  of  reducing  arterial  tension  rather  than  any  more  diifct 
action  upon  the  diseased  vessel.  Other  drugs,  especially  acetate  of 
lead,  and  perch  loride  of  iron,  have  been  employed  in  aneurysm  ;  hot 
nothing  definite  is  known  of  their  value. 

In  conclusion,  then,  we  may  sum  up  by  saying  that  constitatiooal 
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treatment — when  not  pushed  to  an  extreme  barely  compatible  with 
life — is  very  valuable  in  reducing  the  arterial  tension ;  but  that  its 
beneficial  effect  upon  the  composition  of  the  blood  and  upon  the 
disease  of  the  artery  is  open  to  doubt. 

Local  treatment. — The  simplest  local  treatment  is  to  raise  the 
part,  if  a  limb,  and  to  bandage  it  with  gentle  pressure  over  the 
aneurysm.  By  these  means  the  arteries  of  the  part  are  made  to 
contract^  the  tension  in  the  aneurysm  is  lowered,  the  sac  is  sup- 
ported, and  the  resiliency  of  it  and  of  the  surrounding  tissues  is 
supplemented.  Combined  with  judicious  constitutional  measures 
this  is  all  that  is  required  to  cure  some  cases,  and  unless  there  are 
spcHsial  conditions  of  urgency,  these  means  may  be  carefully  tried  in 
ail  appropriate  cases  before  adopting  more  active  local  measures. 
These  are  many,  and  we  will  consider  them  in  the  following  order : — 

1.  Treatment  by  compression. 

2.  Treatment  by  ligature. 

3.  Excision  of  the  aneurysm. 

4.  The  introduction  of  coagulating  agents. 

5.  Amputation. 

1.  Treatment  by  compression— 
(a)  Digital  compression. 
(6)  Instrumental  compression. 

(c)  Flexion. 

(d)  Esmarch's  bandage. 

( e)  Temporary  ligature. 

By  these  various  forms  of  compression  a  temporary  diminution 
or  arrest  of  the  circulation  through  the  diseased  artery  and  the 
aneurysm  can  be  obtained  without,  it  is  hoped,  any  permanent  block 
in  the  arterial  system  elsewhere,  and  (with  one  exception)  without 
the  risks  inherent  to  a  cutting  operation  involving  blood-vessels. 
Before  the  introduction  and  perfecting  of  the  aseptic  treatment  of 
wounds,  compression  occupied  a  much  more  important  place  than  it 
does  to-day  :  asepsis  and  the  ligature  of  arteries  without  rupture  of 
their  inner  tunics  have  abolished  the  perils  which  formerly  attended 
the  operation  of  ligature,  and  which  were  avoided  by  the  use  of  com- 
pression. We  shall  see  that  compression  and  ligature  are  closely  alike 
in  the  processes  by  which  they  lead  to  the  cure  of  an  aneurysm,  that 
there  is  no  difference  in  the  principle  of  the  two  methods,  and  that  the 
choice  between  them  is  determined  by  secondary  considerations. 

(a)  Digital  comp^'easion  is  the  best  means  of  temporarily  con- 
trolling the  flow  of  blood  through  an  ai-tery.  In  order  that  the 
pressure  of  the  thumb  shall  be  easily  efficient,  it  is  necessary  for 
the  artery  to  be  placed  not  too  deeply,  and  to  be  well  supported  by 
bone.  This  greatly  limits  the  positions  in  which  digital  pressure 
can  be  successfully  employed,  and  its  applicability  is  further  re- 
duced by  the  fact  that  relays  of  assistants  are  required  to  caiTy  it 
out.  It  is  employed  as  follows :  the  part,  if  hairy,  is  carefully 
shaved  and  well  dusted  with  boric  acid  powder  or  French  chalk. 
A   spot   where  the  artery  to  be   compressed  is  most    superficial 
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is  chosen,  and  the  thumb  is  placed  upon  it  with  just  sufficient 
force  to  stop  all  pulsation  in  the  aneuiysm  ;  it  is  not  necessary 
completely  to  occlude  the  artery,  and  still  less  is  it  right  to  use  sack 
presiiure  as  will  light  up  iniiammation  or  cause  sloughing.  The  hind 
of  even  the  strongest  man  quickly  wearies  unka 
the  muscles  are  i*elieved  by  resting  upon  the  thumb 
a  weight  of  about  6  lbs. — a  conical  bag  of  shot  is 
the  best  weight  to  use- — then  the  pressure  mar  Ik 
kept  up  for  20  to  30  minutes.  Three  assistant! 
should  be  in  attendance  together  :  one  compressing 
the  artery,  one  with  his  hand  on  tbe 
aneurysm  to  regulate  the  amount  of  com- 
pression and  to  note  its  effect,  and  tlie 
third  resting  and  ready  to  relieve  the  com- 
pressor. When  the  change  of  hands  ii 
made  care  must  be  taken  to  have  the 
artery  controlled  by  the  fresh  man  before 
the  weary  one  raises  his  thumb ;  and  thii, 
not  only  to  protect  the  aneurysm  from  s 
sudden  return  of  pulsation  in  it,  bat  to 
secure  that  the  pressure  shall  not  be  made 
upon  exactly  the  same  portion  of  skis 
and  artery.  The  arteries  that  can  be  com- 
pressed digitally  for  the  treatment  of 
^'^'v^rl^r'^Veml^  aneurysm  are  the  common  femoral,  tlie 
Artery.  common      carotid,      the     subclavian,     the 

axillary,  and  the  brachial. 
The  advantages  of  digital  over  other  forms  of  compreBsioa 
are,  that  it  is  less  painful  than  instrumental ;  mor^,  exact,  for,  in 
many  cases,  the  pressure  can  be  brought  to 
bear  upon  the  artery  without  involving  the 
companion  vein  or  nerves ;  the  pressure  can 
be  better  regulated  both  as  to  position,  direc- 
tion, and  amount  by  the  finger  than  by  an 
insentient  compressor,  and  the  skin  of  the 
thumb  is  less  liable  to  gall  that  of  the 
patient  than  any  other  substance  is.  Digital 
pressure  can  also  be  employed  in  two  situa- 
tions at  least,  where  instrumental  pressure 
cannot — to  the  common  carotid  and  sub- 
clavian arteries.  On  the  other  hand  there 
are  many  situations  where  it  cannot  be  used, 
and  in  all  cases  it  is  troublesome  to  carry 
out  owing  to  the  relays  of  assistants  required. 
(b)  liutrumental  compression  is  carried 
out  by  ^arious  forms  of  tourniquets  and  ^**T^r5vwt. 
artery  l-otji pressors,  which  replace  the  thumb 

morei  or  less  efficiently ;  the  best  are  a  conical  bag  of  shot  and  Gsiie'i 
coinpreEsor  (Fig.  175),  in  which  the  force  is  elastic,  and  the  directioB 
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can  be  well  regulated.  Signoroni's  tourniquet  (Fig.  176)  and  Lister's 
aorta  compressor  (Fig.  177)  are  also  sometimes  of  use.  In  using  any 
form  of  instrumental  compression,  great  care  must  be  taken  to  pre- 
serve the  skin  from  galling  and  sloughing,  and,  if  possible,  to  com- 
press the  artery  only  (not  the  vein)  with  just  enough  and  not  too 
much  force,  and  so  to  fit  on  the  compressor  that  it  will  not  shift  or 
allow  any  alteration  of  the  direction  of  pressure ;  the  pressure  is  best 
made  on  two  parts  of  the  vessel  alternately,  using  two  instruments, 
one  of  which  is  adjusted  before  the  other  is  raised.  To  effect  all  this 
requires  the  constant  attention  of  a  skilled  assistant,  and  it  should 
not  be  left  to  the  patient  to  carry  out  the  treatment.  Instrumental 
compression  is  more  painful  than  digital,  and  more  difficult  to  carry 
ont  without  accident  or  temporary  remission ;  it  can  be  employed  in 
some  situations  where  no  other  form  of  pres- 
sare  is  available — e.g,  the  aorta. 

The  facility  with  which  either  form  of 
compression  can  be  carried  out  is  greatly 
affected  by  the  disposition  of  the  patient ; 
the  pressure  is  painful,  and  the  entire  repose 
of  the  patient,  which  must  be  rigidly  en- 
forced, is  irksome ;  sedatives  and  narcotics 
are  often  necessary,  but  with  a  restless, 
irritable  patient,  successful  compression  of 
an  artery  is  exceedingly  difficult  to  carry 
oat,  and  may  be  impossible. 

The  efects  of  coinpresaian  oftlhe  artery  on 
tiie  proximal  side  of  an  aneurysm,  whether 
digital  or  instrumental,  vary  considerably. 
They  may  be  nil,  and  even  when  the  com- 
pression has  been  long  continued,  its  re- 
moval may  be  followed  by  the  return  of  pulsation  in  the  sac  just 
in  its  former  intensity,  and  no  benefit  is  obtained.  In  other 
cases  it  is  found  that  the  aneurysm  gradiudly  becomes  firmer  and 
smaller,  and  the  pulsation  less  marked  and  less  expansile,  until  it 
ceases  altogether,  and  the  solid  pulseless  aneurysm  wastes  to  a 
fibrous  knot  on  a  permanently  obliterated  vessel.  When  this  is  the 
case,  successive  acts  of  coagulation  have  occurred  as  a  result  of  the 
diminution  of  the  tension  in  the  aneurysm,  and  each  clot  as  formed 
has  been  flattened  out  against  the  sac,  forming  'Maminated  clot/' 
until  at  last  the  sac  has  been  filled,  and  the  clot  has  then  extended 
into  and  plugged  the  artery.  The  clot  is  formed  by  successive  acts 
of  coagulation,  each  one  being  represented  by  a  lamina,  and  being 
dae  to  some  specially  favouring  condition  of  the  circulation.  Evid- 
ence of  this  can  be  found  in  the  remains  of  white  corpuscles  found 
between  the  various  laminae.  The  clot  is  not,  therefore,  a  gradual 
growth  of  coagulum.  Further  evidence  of  this  lies  in  the  fact 
that  the  pulsation  always  finally  disappears  suddenly.  As 
soon  as  the  pulsation  is  whoUy  heaving  in  character,  showing 
that    the     sac     is     filled,    the    pulsation     no     longer     gradually 


Fig.  177.— LlBter'a  Aorta 
Ck>mpres8or. 
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diminishes  in  force,   but  ceases   suddenly,   if  at    all,    from  a  clot 
filling  the  artery. 

In  other  cases — and  these  form  a  large  proportion  of  those  thit 
are  successful — it  is  noticed  that  the  aneurysm  within  a  short  time 
suddenly  becomes  solid  and  pulseless,  and  subsequently  under^ocf 
the  shrinking  and  hardening  indicative  of  cure.  Here  a  sin^ 
act  of  coagulation  has  filled  both  aneurysm  and  artery  with  clat» 
which  subsequently  organises.  These  different  effects  upon  the 
aneurysm  are  due  in  part  to  the  varying  degrees  in  which  the  preesnra 
employed  controls  or  arrests  the  circulation  in  the  aneurysm,  and  partlj 
also  to  the  varying  "  tendency  of  the  blood  to  coagiilat«,' '  includinf 
in  this  term  possibly  varying  conditions  of  the  sac  and  its  lining,  and 
of  the  ferment-containing  corpuscles.  Compression  of  the  main  arteir 
may  merely  reduce  the  pressure  of  the  blood  in  the  artery  bevond, 
the  blood  still  flowing  into  and  out  of  the  aneurysm,  but  with  Uttk 
force,  and  in  a  continuous  non-pulsatile  stream,  having  either  flowed 
on  through  the  partly-closed  artery  or  through  collateral  vessek 
On  the  other  hand,  it  may  arrest  the  arterial  circulation  so  effectirdj 
that  the  blood  in  the  aneurysm  is  stagnant.  When  the  varying 
degrees  of  pressure  applied,  and  the  varying  number  and  size  of 
anastomosing  channels  through  which  the  blood  can  tind  its  way  ai« 
l>orne  in  mind,  it  becomes  at  once  clear  that  the  eflfect  upon  tlie 
circulation  of  compression  of  a  main  artery  must  vary. 

But  an  aneurysm  that  has  become  partially  or  wholly  solid  doei 
not  always  become  cured.  It  has  often  happened  that  shortly  ate 
such  a  change  has  been  observed,  the  sac  has  bf^n  found  of  iti 
former  consistence,  and  pulsating  as  forcibly  as  ever.  This  is  bectnw 
the  clot  has  been  disintegrated  by  the  force  of  the  blood  and  carried 
away,  partly  in  the  form  of  minute  embolisms.  The  clotting  of  tiie 
blood  is  only  the  preliminary  step  to  cure,  which  depends  solely  upot 
the  organisation  of  the  thrombus. 

Two  other  effects  of  arterial  compression  must  be  noticed.  If  it 
is  long-continued  or  often  repeated,  the  collateral  vessels  enlarge  smd 
pei-manently  take  an  important  share  in  the  blood  supply  of  the  psil 
As  a  result  of  this,  the  blood  pressure  in  the  aneuTysmsl  artsrj  ■ 
pormanently  lessened,  and  the  effect  of  occlusion  of  Uie  main  axiarj 
is  then  less  marked  upon  the  whole  part,  including  the  aoearysm.  It 
follows  from  this — and  it  is  most  important  to  bear  it  well  in  i  '  * 
that  the  beneficial  effect  of  compression  is  greatest  wb 
employed,  and  steadily  diminishes  with  long  oontinuaiioe  a 
i*epetition,  and  that  its  long  use  lessens  the  proqMot  o( 
subsequent  ligature  of  the  artery.  If  long  continued  and  ti 
periarteritis,  arteritis,  or  phlebitis  may  be  excited,  and  iji 
least  a  communication  has  been  known  to  fortri  between  the  srftff? 
and  vein — aneurysmal  varix — at  the  point  o!  p reinsure. 

The   mod^s   of  practinng  eompremon  varies.      It   tnaj  bs 
tinuous  or  interrupted,  or  digital  oompreimion  niay  uitrr^sAt  vHfc^ 
the  use  of   a  compressor,  or  the  am  o  in  it  of  i70tnpre«no8&   ina| 
diminished  to  allow  the  patient  to  slee|>.     CoiiUiiuoiis 
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is  to  be  preferred  in  all  cases  where  the  patient  can  bear  it,  and  the 
requisite  arrangements  can  be  made.  Opium  may  be  given  to  allay 
pain  and  restlessness,  and  to  secure  sleep  ;  and  when  considerable 
pressure  has  to  be  employed,  especially  in  controlling  the  abdominal 
arteries,  the  patient  may  be  kept  under  the  influence  of  an  anaesthetic 
while  the  compression  is  applied.  In  any  case  in  which  compression 
is  employed,  care  should  be  taken  to  choose  the  most  suitable  form, 
and  to  try  it  thoroughly ;  if  it  fails,  it  should  not  be  frequently  re- 
peated, nor  continued  long.  If  it  succeeds  in  procuring  a  clot,  great 
care  must  be  taken  to  guard  this  from  disintegration,  by  keeping  the 
part  at  rest  with  moderate  compression  of  the  artery  for  two  or  three 
days.  When  compression  fails,  ligature  may  often  be  successfully 
practised,  but  it  influences  the  result  cf  the  operation  in  several 
ways.  The  ligature  should  never  be  placed,  if  possible,  exactly 
where  an  artery  has  been  long  compressed,  as  the  parts  may  be 
found  matted  together,  and  the  risk  of  injury  to  the  vein  is  thereby 
increased.  The  enlargement  of  the  collaterals  diminishes  the  risk  of 
gangrene  after  ligature,  but,  as  we  have  seen,  it  lessens  the  prospect 
of  cure  of  the  aneurysm. 

(c)  Fleocian, — Aneurysms  in  the  ham  or  at  the  bend  of  the  elbow 
may  .often  be  rapidly  cured  by  fully  flexing  the  joint  for  several 
hours.  By  this  means  the  sac  is  compressed,  and  the  artery  is 
occluded  partly  by  the  pressure  of  the  sac,  partly  by  the  bend  in  its 
course.  In  these  circumstances  the  blood  may  coagulate  en  masse. 
If  the  flexion  is  less  acute,  the  flow  of  blood  through  the  aneurysm 
may  be  so  moderated  that  successive  acts  of  coagulation  occur,  and 
the  sac  is  gradually  filled  with  laminated  clot.  This  treatment 
has  the  merits  of  simplicity,  safety,  and  rapidity,  and  it  is  attended 
with  a  minimum  of  discomfort.  It  is  especially  adapted  for  small 
slowly-growing  aneurysms,  and  should  never  be  employed  when  the 
tumour  is  of  large  size,  rapidly-growing,  or  threatening  to  become 
diffused.  The  limb  should  be  evenly  bandaged  up  to  the  joint,  and 
then  fully  flexed,  and  fixed  either  by  a  bandage,  a  strap  and  buckle,  or 
heavy  sand-bags.  Frequent  examination  of  the  part  should  be 
made,  and  as  soon  as  the  sac  is  found  to  be  consolidated,  it  is  to  be 
protected  from  the  full  force  of  the  blood,  either  by  moderate  flexion, 
or  by  some  form  of  compression  of  the  artery  higher  up. 

(d)  Eamareh!s  ekutie  bandage  (Reid's  treatment)  may  be  used  to 
aecore  stasia  of  the  blood  in  the  aneurysm  and  adjacent  artery,  in  the 
hope  that  the  stagnant  blood  may  coagulate,  and  the  thrombus  sub- 
sequently organisa  It  is  only  applicable  to  aneurysms  below  the 
groin  and  mUm,  The  elastic  bandage  should  he  carried  firmly  from 
the  fingers  or  toes,  nearly  np  to  the  tnmoiir,  and  then,  missing  the 
tomoor  ditogetherp  oontmnea  firmly  round  the  limb  abore  for  a  short 

^Pii^tatice.  Sotiittimt'S  the  bandage  is  carried  lightly  over  the  anfu 
^^  rystii,  so  as  slightly  to  compress  the  sac,  and  perhaps  also  empty  the 
I  companion  vein.  The  bandage  should  be  left  oti  for  an  hour  and 
I  a-half^iiot  more^-and  the  jmin  subdued  by  morphia  or  cliloroforoi ; 
I       aiid  if,  on  its  rerooYst,  the  blood  is  found  to  have  coagulated  within 
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the  sac,  the  clot  must  be  protected  for  two  or  three  days  by  moderate 
compression  of  the  main  artery.  This  treatment  difTers  from  all  other 
forms  of  treatment  of  aneurysms,  in  that  for  the  time  it  entirelj 
arrests  the  circulation  in  the  part  The  advantages  of  this  method 
are  its  simplicity  and  rapidity.  Its  disadvantages  are  that  it  is  lo 
painful  that  it  is  usually  necessary  to  administer  an  ansesthetic ;  it 
often  fails ;  it  may  modify  the  general  blood  pressure  to  a  serious 
extent,  and,  by  causing  rupture  or  thrombosis  of  the  arteries  aroaod 
the  sac,  it  may  interfere  with  the  anastomotic  circulation,  and  caose 
gangrene ;  and  it  may  rupture  the  sac.  It  is  ill-adapted  for  patients 
with  disease  of  the  heart  oyr  internal  aneurysm.  It  does  not  lessen 
the  prospect  of  cure  by  subsequent  ligature. 

(e)  Temporary  ligature. — This  is  really  a  form  of  compression, 

for  it  differs  from  all  other  forms  of 
ligature  in  not  aiming  at  a  permanent 
occlusion  of  the  artery  operated  on. 
It  may  be  employed  in  the  fonn  of 
acupressure,  a  long  stout  curved  needle 
being  passed  well  beneath  both  arteir 
and  vein,  and  a  pad  fastened  over  the 
artery  by  thread  tied  round  the  jends 
of  the  needle.  A  much  better  plan  is 
to  expose  the  artery  in  the  usual  waj 
for  ligature,  pass  a  wire  ligature 
beneath  it,  and  bring  the  ends  of  the 
wire  out  through  the  skin  on  each 
side  of  the  wound,  about  an  inch 
apart.  A  piece  of  cork  can  then  be 
placed  over  the  artery,  and  the  ends 
of  the  wire  twisted  over  it  sufficiently 
tight  to  impede,  but  not  to  arrest,  the  flow  of  blood  through  it 
Other  forms  of  ligature  may  be  used.  These  methods  are  perbapi 
ingenious,  but  they  have  nothing  else  to  commend  them,  lliey  are 
attended  with  a  certain  risk  of  embolism  from  a  clot  fonning  above 
the  ligature  and  being  afterwards  carried  on,  they  may  cause  pr 
manent  occlusion  of  the  artery  from  the  contusion  of  its  walls,  and 
they  are  attended  with  the  risks  common  to  all  cutting  operations. 
An  aseptic  ligature,  properly  applied,  is  distinctly  to  be  preferred. 
2.  Treatment  by  lig^atiire. 

The  proximal  ligature  cures  by  causing  a  |)ermanent  occlusicm  in 
the  artery  on  the  cardiac  side  of  the  aneurysm,  and  such  a  diminu- 
tion of  the  tension  in  the  sac,  and  slowing  of  the  flow  through  it, 
that  clotting  occurs,  and  eventually  spreads  into  and  permanently 
blocks  the  artery.  The  ligature  may  be  applied  quite  close  to  the 
sac,  as  was  first  done  by  Anel,  in  1710,  for  a  traumatic  aneurysm  of 
the  brachial  artery  at  the  bend  of  the  ellow  (Fig.  178,  a)  ;  or  it  nwy 
be  done  at  a  distance  above  the  aneurysm,  as  was  first  done  by 
Hunter  in  1785,  who  tied  the  femoral  artery  (and  vein)  in  the 
middle  of  the  thigh  for  a  popliteal  aneurysm  (Fig.  1 78,  b).     Since 


Fig.  178.— Linture  of  Arteries  for 

Aneurysm. 

A,  Anel's  oiwriiion  ;  R,  Hunter's  opermtiun. 
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that' historic  date  the  Hunterian  operation  for 
aneurysm  has  been  attended  with  greater  suc- 
cess than  any  other,  and  its  details  must 
therefore  be  carefully  considered. 

As  compared  with  AneFs  method,  Hunter  s 
operation  claimed  three  conspicuous  advantages 
— (1)  It  was  e<i8ier  to  cut  down  upon  and  tie  a 
normal  artery  than  to  expose  a  vessel  close  to 
the  sac  of  an  aneurysm  which  might  have 
seriously  displaced  parts,  and  even  overlapped 
the  part  of  the  vessel  sought ;  (2)  it  was  free 
from  the  danger  of  injury  to  tJie  sac,  either  by 
the  surgeon's  knife  or  from  inflammation 
around  it  In  pre-antiseptic  days,  when 
nearly  every  wound  suppurated,  this  was  a 
veiy  grave  danger.  An  incision  which  exposed 
the  sac  was  very  liable  to  be  followed  by  sup- 
puration around  the  sac,  which  then  sloughed. 
With  our  present  knowledge  and  means  of 
preventing  infection  of  wounds  this  danger 
pertaining  to  Anel's  method  has  disappeared. 
(3)  The  third  advantage  claimed  was  that  the 
artery  at  a  distance  from  the  aneurysm  was 
more  likely  to  be  healthy  and  safely  tied  than 
at  a  spot  close  to  the  sac.  There  is  no 
anatomical  proof  of  this  statement.  Arteries 
close  above  aneurysms  are  not  found  to  be 
more  diseased  than  at  some  spot  nearer  the  heart 
chosen  at  random.  Further,  witli  the  use  of 
aseptic  animal  ligatures,  especially  if  so  tied  as 
not  to  sever  the  inner  coats,  even  diseased 
arteries  may  be  safely  ligatured.  To-day,  there- 
fore, the  advantages  that  a  Hunterian  operation 
presents  over  Anel's  are  reduced  to  this — that  in 
many  cases  it  is  easier  of  performance,  and 
that  it  does  not  expose  the  sac  to  the  risk  of 
injury.     (See  also  page  519.) 

The  Hunterian  operation.  (1)  Ejects. 
— As  a  rule,  branches  come  off  from  the  artery 
between  the  seat  of  operation  and  the  aneurysm, 

and  when  the  ligature  is  tied,  the  anastomosing     

vessels  enlarge,  and  pour  blood  through  these     ^^H    '  Jl^  ^^ 

branches    into    the    main     artery    below    the 

obstruction.     This  blood  flows  on  in  a  gentle, 

usually  pulseless,  stream  past  the  mouth  of  the  j^^ 

sac,  and  into  it,  if  still  patent.     This  flow  he-     ^Fl^l        V^lJ 

comes  more  and  more  free  as  the  anastomosing 

Fig.    179.— Showing   the 
Besult  of  Ligature  of  the  External  Iliac  Artery,  for  Aneurysm  of  the  lower  end  of  the 
Common  I'emoral  Artery.     A  considerable   length   of  the  iliac  artery  is  obliterated. 
(BaUance  and  Edmonds. } 
K   K* 
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vessels  enlarge,  and  by  it  the  limb  below  the  ligature  is  nouriahei 
The  force  of  the  circulation  being  thus  removed,  the  blood  in  the 
aneurysm  coagulates,  and  the  clot  extends  into  the  artery,  and  causes 
a  second  block  in  the  main  blood  channel.  This  thrombus  oi^ganistt^ 
and  so  leads  to  the  cure  of  the  aneurysm.  What  we  have  seen  above  in 
considering  the  effects  of  compression  (pasfe  613)  as  to  the  gradual  or 
sudden  occurrence  of  this  complete  coagulation  is  equally  true  when 
the  artery  is  tied.  In  some  cases — the  majority — all  the  blood  in 
the  aneurysm  at  once  clot^  and  often  that  in  the 
artery,  too  ;  but  in  other  cases  the  coagulatioQ  is 
pai*tial,  and  repeated  until  the  cure  is  completed. 
This  second  block  in  the  main  artery  may  necessi- 
tate the  enlargement  of  a  second  set  of  anastomos- 
ing channels,  to  carry  the  blood  from  the  patent 
part  of  the  artery  between  the  ligature  and  the 
aneurysm  into  the  vessels  below.  The  vitality  of 
the  parts  below  the  aneurysm  thus  oomes  to 
depend  upon  the  sufficiency  of  a  double  set  of 
anastomosing  arteries,  and  it  is  exposed  to  great 
peril.  It  is  for  this  reason  that  gangi^ene  is  more 
likely  to  occur  when  an  artery  is  ligatured  for 
aneurysm  than  for  any  other  cause. 

In  some  cases — as,  for  example,  in  ligaturt; 
of  the  lower  part  of  the  common  carotid  arterj 
for  an  aneurysm  at  the  bifurcation  of  this  trunk 
— no  branches  intervene  between  the  ligature  and 
the  sac.  Then,  when  the  thread  is  tied,  the 
onward  flow  of  blood  into  the  artery  and  aneurviun 
is  entirely  arrested,  and  only  a  regurgitant  flow 
from  the  vessels  beyond  the  aneurysm  occurs.  The 
cure  is  brought  about  in  the  same  way  as  before., 
by  the  clotting  of  the  blood  in  the  sac  of  the 
aneurysm  now  that  it  is  freed  from  the  force  of  the 
circulation.  In  these  cases  the  clot  tills  the  whole 
length  of  the  artery  from  the  ligature  to  the 
aneurysm,  and  all  this  part  of  the  vessel  is  permanently  obliterated. 
There  is  no  reason  to  think  that  this  clot  results  from  a  gradual 
growth  of  that  formed  on  the  distal  side  of  the  ligature.  Bather 
it  is  that  the  whole  mass  of  stagnant  blood  coagulates.  Only  one  set 
of  anastomoses  are  enlarged,  from  the  vessels  on  the  cardiac  side  of 
the  ligature  to  those  on  the  distal  side  of  the  aneurysm.  Even  when 
there  are  branches  between  the  ligature  and  the  aneurysm,  clotting 
and  permanent  occlusion  of  the  main  vessel  sometimes  occur  in  the 
whole  length  of  the  vessel.  Thus,  in  a  case  of  Hunter^s,  in  which  he 
ligatured  the  superficial  femoral  artery  for  a  popliteal  aneurysm,  the 
artery  was  found  to  be  permanently  obliterated  from  the  origin  of  the 
profunda  femoris  to  just  above  the  bifurcation  of  the  poplit^  trunk  ; 
but  this  result  is  the  exception,  for  Savory  has  shown  that  of  seven- 
teen cases  of  ligature  of   the  femoral  for  |x>pliteal  aneurysm  the 


Fig.  180.— An  Artery 
that  bad  been 
tied  in  its  Con- 
tinuitj.  sbowine^ 
Obliteration  of 
the  Vessel  for 
half  an  inch  only. 
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vessel  was  jiervious  between  the  ligature  and  the  cured  aneurysm  in 
fourteen.  In  some  cases  the  length  of  artery  obliterated  at  the  seat 
of  ligature  is  very  small,  and  this  is  well  illustrated  by  the  specimen 
in  St.  George's  Hospital  Museum,  from  which  Fig.  180  is  taken. 

(2)  Failure  to  cure  the  atieurysm  by  proximal  ligature  may  be  due 
to  two  or  three  causes.  Very  rarely  it  is  found  that  the  sac  remains 
filled  out  with  fluid  blood,  no  coagulation  occurring,  and  it  may  even 
enlarge  without  pulsation  from  the  blood  regurgitating  into  the 
artery.  More  often  the  clotting  that  occurs  is  limited  to  the 
aneurysm,  and  does  not  extend  into  the  artery ;  or,  if  it  does,  the 
arterial  thrombus  is  disintegrated,  and  disappears  leaving  the  vessel 
patent.  Whenever  this  is  so,  tlie  aneurysm  is  not  cured  even  if 
it  become  solid  and  undergo  considerable  shrinkage;  enlargement 
may  at  any  time  occur.  Thus  Mr.  Scott,  of  Bath,  has  recently 
recorded  the  case  of  a  man  whose  femoral  artery  was  tied  for  a 
popliteal  aneurysm  in  1883,  the  tumour  became  much  smaller,  and 
was  said  not  to  pulsate.  Eight  years  later  it  began  to  increase 
in  size,  and  in  1894  a  large  aneurysm  was  excised  from  the  ham,  and 
the  popliteal  artery  was  found  to  be  patent.  Here  it  is  clear  that 
the  first  operation  failed  to  cure  the  case,  because  the  artery  was 
not  occluded,  and  the  shrunken  aneurysm  afterwards  yielded  to  the 
pressure  of  the  blood. 

This  "  recurrent  pulsation,*'  as  it  is  called,  or  failure  in  the  cure 
of  the  aneurysm,  may  depend  upon  some  special  relation  of  the 
mouth  of  the  sac  to  the  artery ;  but  its  more  probable  and  better 
known  cause  is  a  too  forcible  stream  through  the  artery.  This  may 
result  in  some  cases  from  failure  of  the  ligature  to  occlude  the  artery, 
and  this  may  arise  either  from  the  first  knot  in  the  thread  slipping 
before  the  second  is  tied,  or  from  premature  softening  and  absorption 
of  an  animal  ligature  allowing  the  ai'tery  to  02)en  out,  or  from  the 
vascularisation  of  the  scar  in  the  artery  being  so  free  as  to  open  up 
the  vessel  again.  All  these  may  be  included  under  the  head  of  failure 
of  the  ligature  to  occlude  permanently  the  tied  artery. 

Another  equally  important  cause  is  too  great  freedom  of  (lie  anaa- 
ioniotic  circulation,  so  that  the  blood  is  carried  in  a  rapid  and  forcible 
stream  into  the  artery  below  the  ligature.  Hence  any  circumstance 
which  leads  to  a  previous  enlargement  of  the  collaterals,  such  as  long- 
continued  trials  of  compression,  diminishes  pro  tanto  the  prospect  of 
cure  by  the  Hunterian  ligature.  That  this  is  the  explanation  of  most 
cases  (at  any  rate)  of  "  recurrent  pulsation  "  is  shown  by  the  readi- 
ness with  which  these  cases  are  cured  by  compression  or  by  religa- 
ture  of  the  artery  lower  down.  Recurrent  pulsation  is  more  fre- 
quent with  the  modem  aseptic  absorbable  ligatures  than  with  others  : 
this  is  in  part  due,  no  doubt,  to  the  failure  to  occlude  the  artery 
that  may  attend  their  use  ;  possibly  also  the  smaller  extent  of  the 
clot  which  forms  on  the  distal  side  of  such  a  ligature  than  of  a  septic 
non-absorbable  one  has  something  to  do  with  this  result.  As  with 
compression,  so  with  ligature  ;  the  more  delayed  the  cure  of  the 
aneurysm,  the  less  likely  is  it  to  be  brought  about  at  all.     As  a 
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curative  agent  the   ligature  is  most  ]>ote]it  immediatdj  lAi  ■  H    ' 
application  when  the  disturbance  of  tlie  circulation  at  the  Md  ^ 
the  aneurysm  is  at  its  maximum. 

(3)  T/ie  accidents  that  may  occur  after  the  I/utUerian  ofKt 
as  distinguished  from  mere  failure  to   cure    the   aneuiysm,  tic  ii 
secondary  haemorrhage  at  the   seat  of    ligature,   (6)  gangmttWi 
(c)  inflaimnation  and  supjraration  aroun<l  the  sac.      For  the  <HI 
and  treatment  of  secondary  htemorrhage  from   an  artery  tKti  aoi 
tinuity,  the  reader  is  referred  to  page  54 1 .      Gangrene  after  %feK 
of  an  artery  is  also  dealt  with  elsewhere.      (^See  page  534.)    W«»? 
here  repeat,  however,  that  the  gangrene  is  generally  of  the  "  ■■»* 
variety,  for  venous  obstruction  is  a  innrked   element  in  the  cat 
When  an  aneurysm  has  been  the  cause  of  great  venoas  obftneoa 
ligature  of  the  main  artery  of  the  part,  by  greatly  diminiihiiig  sh 
vis  a  tergo^  is  very  liable  to  lead  to  moist  gangrene,  extending  uh^ 
as  the  aneurysm.     "Dry"  gangrene  is  the  result  of  failure  toea^ 
blish  a  sutiicient  anastomotic   circulation,    or    of    thrombosis  it  t 
diseased  artery  ;  it  may  be  limited  to  a  small  area,  or  involiv  di 
whole  limb  up  to  the  aneurysm.     Inflammation  around  the  sMii» 
much  rarer  occurrence  ;  it  has  occurred  most  often  in  the  gpoin  lad 
axilla,  where  the  tumours  are  not  well  supported,  and  partieiikilj 
in  the  case  of  a  large  sac  or  where  the  aneurysm  is  becoming  diiliuBi 
The  causes  that  have  been  assigned  are  the  handling  to  which  tk 
tumour  has  been  subjecte<l  before  and  after  the  operation,  and  tk 
presence  of  large  masses  of  hbrin  in  the  sac.     The  sudden  solidifia- 
tion  of  a  large  aneurysmal  s^ic  in  the  midst  of  soft  loose  tissaci  ii 
probably  an  imiK)rtant  element  in  the  production  of  local  gangRBi 
from  pressure  and  thus  of  suppurative  inflammation. 

(4)  Symptoms  after  ligature. — At  the  moment  of  tightening  the 
ligature  the  aneurysm  shrinks  and  ceases  to  pulsate.  In  the  bfS 
cases  it  quickly  becomes  solid,  and  then  gradually  diminishes  in  six. 
without  any  return  of  pulsation  in  it.  Very  often,  in  eighteen  » 
thirty  houi-s,  when  the  anastomosing  vessels  are  fully  dilated,  and 
the  limb  is  warm,  a  faint  pulsation,  or  a  trembling  sensation,  or  i 
distinct  throbbing  is  detected  in  the  aneur^'^sm  ;  this  may  last  for 
hours,  or  even  days,  and  then  pass  off*,  or  it  may  increase  and  become 
permanent.  These  difterences  depend  upon  the  extent  and  rapidity 
of  the  clotting ;  if  the  whole  aneur^'sm  and  adjacent  artery  lieoome 
at  once  thrombosed,  no  ])ulsation  is  felt ;  if  the  sac  is  filled  and 
the  artery  patent,  pulsation  is  felt,  which  varies  in  inteniiitT 
with  the  force  of  the  heart  and  the  freedom  of  the  anastomotic 
circulation. 

The  limb  is  at  tii*st  cold,  benumWd,  and  the  arteries  below  tiie 
ligature  an*  all  pulseless ;  if  all  goes  well,  sensation  returns,  the  part 
becomes  warmer,  and  a  pulse  can  be  felt  in  the  arteries,  and  some 
of  the  enlarged  collatei-als  may  also  l)e  felt.  If  moist  gangrene 
comes  on  tike  part  remains  cold,  swells,  becomes  mottled,  vesicles 
fonn  on  it.  sensation  and  the  power  of  motion  are  entirely  losu 
and  with  this  the  usual  constitutional  symptoms  of  moist  gangrene 
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adorelop.     If  dry  gangrene  ensues,  the  bloodless  part  remains  cold 
■taMMl  insensible,  shrivels,  dries,  and  mummifies. 

•'     (5)  TtecUmerU  after  ligature  of  the  artery, — Immediately  after 
iillgAtare  the  limb,  covered  up  with  a  thick  layer  of  cotton  wool, 
aifiAoiild  be  slightly  raised  and  supported  evenly  on   pillows.     Hot 
it#  kottles  may  be  placed  in  the  bed,  but  not  in  contact  with  the  limb ; 
m  tbe  aneurysm  should  not  be  examined  or  disturbed.     When  the  re- 
iff  Mablislmient  of  the  circulation  and  the  cure  of  the  aneurysm  are 
m  Mcomplished,    these  precautions   may   be  gradually   and   carefully 
ji;  dispensed  with.     Should  pulsation  be  noticed  after  a  short  time,  the 
n^  Mrgeon  must  have  patience,  as  in  great  probability  it  will  pass  off. 
1^   But  if  it  persists,  or  even  increases,  and  it  is   evident   that   the 
q    operation  has  /ailed  to  cure  the  aneurysm,  compression  of  the  main 
^    artery  with  gentle  pressure  upon  the  tumour  should  be  tried,  and  if 
2    the  aneurysm  is  in  the  ham,  flexion 
:j     is  very  likely  to  succeed.     If  this 
,'     fails,    the   artery   should   be   tied 
nearer  the  sac,  if  possible,  in  such 
a  place  that  no  large  branch  shall 
intervene     between     the     second 
ligature  and  the  sac  ;  should  this 
iail  or  be  impracticable,  the  aneu- 
rysm  should  be  excised.     If  the 
aac  remains  full  of  fluid  blood,  but 
pulseless,  it  should  be  excised. 

If  moist  gangrene  supervenes 
amputation  above  the  aneurysm 
ahould  be  performed  at  once ;  but 
if  the  gangrene  be  "dry  "  a  line  of 
demarcation  should  be  awaited, 
mud  time  given  for  the  full  re- 
eatablishment  of  the  circulation 
before  any  operation  is  done,  and 
then  the  surgeon  should  content  himself  with  either  removing  the 
dead  part,  or  only  so  much  more  as  will  permit  of  the  formation  of  a 
good  stump.  If  the  ligature  fails  by  slipping  or  premature  softening 
and  absorption,  the  wound  should  be  opened  up,  and  a  second  one 
applied  immediately  above  the  position  of  the  first. 

If  secondary  hcemorrhage  occurs,  religature  of  the  artery  should 
be  practised  if  simple  pressure  fails  to  arrest  it,  and  if  that  does  not 
aacceed,  amputation  above  the  aneurysm  at  the  level  of  the  ligature 
must  be  performed.     {See  aho  page  548.) 

When  the  sac  suppurates,  the  best  treatment  to  pursue  is  open 
to  question.  When  suppuration  is  only  threatening,  free  antiseptic 
indsion  may  succeed  in  cutting  short  the  inflammation.  When  the 
mischief  is  more  advanced,  the  choice  lies  between  excision  of  the 
sac  and  amputation  ;  where  hemorrhage  has  already  occurrerl,  where 
the  aneurysm  is  large  or  deeply-placed,  or  the  inflammation  widely- 
extending,  amputation  is  certeinly  indicated. 


Fig.  181.— Diagraiu  illustrating  the  Mode 
of  applying  Distal  Ligature  for  Anea- 
rysms  at  the  Root  of  the  Meek. 
The  lignture  on  left  rommun  carotid  art«»ry.  a.  i< 
Hrasdor's  o|»orRtlon  ;  liifnture  <»f  riwUt  carotid 
and  suhclavian  arteries,  b  and  c.  fur  inuoitii- 
uaie  aneurysm  is  Wardrop's  operation. 
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The  distal  llipature*— This  is  employed  in  two  ways.  Bra$dori 
operation  consists  in  tying  the  diseased  artery  beyond  the  aneurysui,  so 
as  to  arrest  entirely  the  circulation  through  and  |)a8t  the  sac :  t.g. 
ligature  of  the  common  carotid  ai-tery  close  to  its  bifurcation  for 
aneurysm  of  the  root  of  the  artery  (Fig.  181,  a).  Wardrop*9  openUiotk 
is  a  modification  of  this,  inasmuch  as  one  or  more  of  the  brancbei 
coming  off  beyond  the  aneuiysm  are  tied,  but  the  whole  gtream 
through  the  aneurysmal  artery  is  not  stopped  :  thus,  in  a  cue  of 
innominate  aneurysm,  the  common  carotid  and  third  part  of  tlie 
right  subclavian  arteries  may  \ye  tied,  still  leaving  the  stream  ol 
blood  passing  from  the  innominate  trunk  into  the  branches  of  the 
first  part  of  the  subclavian  artery  (Fig.  181,  b). 

The  distal  ligature  resembles  in  its  mode  of  action  the  plugging 
of  an  artery  by  an  embolus  washed  out  of  an  aneurysm.  It  8acc»edi 
in  curing  an  aneurysm  partly  by  the  clotting  spreading  back  from  tbe 
seat  of  ligature  to  the  aneurysm,  and  partly  by  the  lessened  tension 
and  stasis  in  the  aneurysm  caused  by  the  diversion  of  the  blood 
stream,  allowing  the  natural  tendency  of  the  blood  in  the  aneurysm 
to  coagulate,  to  liave  full  play.  When  the  common  carotid  artery  is 
tied  near  its  bifurcation  for  an  aneurysm  lower  down,  not  only  may 
the  clot  formed  at  the  seat  of  ligature  extend  down  along  the  arterr 
as  far  as  the  aneurysm,  but  this  clotting  is  favoured  by  the  fact  ihMi 
such  a  diversion  of  the  blood  stream  into  the  subclavian  artery  of  tbe 
same  side  occurs,  that  the  tension  in  the  carotid  is  diminished. 

In  Wardrop's  ojieration  these  influences  are  less  powerful  in  their 
action,  and  it  is  therefore  less  frequently  successful  than  in  Braador  & 

In  some  cases,  after  a  temporary  improvement,  the  sac  has  rapidly 
enlarged  after  distal  ligature,  and  the  operation  has  appeared  to  do 
harm ;  suppurative  inflammation  around  the  sac  may  also  occur. 
The  distal  ligature  is  never  used  where  the  proximal  can  be  applied; 
it  has  been  chiefly  employed  on  the  arteries  of  the  neck  for  aneuryim 
of  the  aorta  and  of  the  arteries  at  the  root  of  the  neck.  When 
dealing  with  these  special  aneurysms  we  shall  have  to  discuss  its 
value  more  in  detail. 

3.  Excision  of  the  aneurysm. — This  operation  is  called  aho 
the  '*  old  "  operation  for  aneurysm,  the  **  operation  of  Antyllus,"  and 
the  method  of  **  double  ligature,"  but  the  name  we  have  chosen  is  the 
one  that  best  describes  it.  It  may  be  performed  in  two  waya  Tbe 
circulation  in  the  part  being  controlled  by  a  tourniquet,  one  method 
is  for  the  surgeon  to  make  a  free  incision  down  to  the  outer  surface 
of  the  aneur}'smal  sac,  and  then  carefully  to  separate  all  the  stractores 
from  this  sac,  taking  great  pains  not  to  injure  veins  and  nerrea 
The  artery  or  arteries  attached  to  the  sac  are  then  carefully  ligatured 
in  turn  ;  when  all  are  tied  they  ai*e  cut  on  the  aneurysm  aide  of  the 
ligatures — or  they  may  be  tied  with  double  ligatures  and  divided 
between,  one  by  one — and  the  tumour  is  lifted  away.  By  the  other 
method,  the  siic  is  laid  freely  open,  all  blood  and  clot  within  it 
turned  out,  and  each  end  of  the  artery  entering  it  and  any  branches 
passing  out  from  it  are  tied.     Where  possible,  the  first  method  is 
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the  best  to  employ.  The  second  method,  which  is  the  "old" 
operation,  may  be  one  of  the  most  formidable  operations  in  surgery, 
and,  up  to  the  days  of  Hunter,  many  bold  surgeons  preferred  to 
amputate  the  limb  rather  than  expose  their  patient  to  the  enormous 
primary  and  secondary  risks  from  haemorrhage,  diffuse  cellulitis,  and 
gangrene.  Percivall  Pott  spoke  of  the  event  of  the  operation  as 
'*  always  fatal,"  and  Hunter  had  not  a  single  successful  case. 

The  experience  of  a  century  ago  is  not  a  sure  guide  to  us  to-day 
in  any  operation.  With  anaesthesia  to  secure  perfect  stillness  of  the 
patient,  and  to  free  the  surgeon  from  all  need  to  hurry  ;  with 
improved  means  of  haemostasis,  enabling  us  to  operate  without  loss 
of  blood,  where  formerly  continuous  bleeding  not  only  exhausted  the 
patient,  but  obscured  the  field  of  operation  ;  and  with  asepsis,  which 
abolishes  inflammation,  suppuration,  blood-poisoning,  and  secondary 
haemorrhage,  it  follows  that  we  must  try  to  form  a  new  estimate  of  this 
operation.  Viewed  from  our  present  standpoint,  then,  the  operation 
has  two  defects :  (a)  it  may  be,  and  often  is,  very  difficult  of  execu- 
tion ;  and  (6)  it  exposes  the  patient  to  danger  from  injury  of 
important  structures.  The  risks  from  wound  infection  and  from 
haemorrhage  can  generally  be  avoided;  it  has  the  merit  which 
belongs  to  no  other  treatment  of  aneurysm — that  if  the  operation  is 
successfully  carried  out  it  certainly  "  cures  "  the  aneurysm.  Largely 
owing  to  the  great  success  of  other  treatment,  this  operation  is 
rarely  employed,  but  where  proximal  ligature  fails  to  cure,  it  should 
always  be  chosen  in  preference  to  amputation.  Unfortunately  it  ia 
just  in  those  cases  in  which  the  ligature  is  least  applicable  and  least 
successful  that  excision  cannot  be  employed.  Several  successful 
cases  of  excision  of  aneurysms  have  recently  been  recorded,  and  it  is 
probable  that  this  mode  of  treatment  will  be  employed  more 
frequently  in  the  future  than  in  the  century  following  Hunter's 
memorable  operation. 

4.  The  introduction  of  coagulating:  ag^ents. — Manipula- 
tion of  the  sac ;  acupuncture;  galvano-puncture ;  injection  of  coagu- 
lants ;  introduction  of  foreign  bodies. 

Maniptdaium  was  suggested  by  Sir  W.  Fergusson.  His  object 
was  to  displace  the  clot  lining  the  sac  into  the  mouth  of  the  artery. 
To  employ  it  properly  the  artery  should  be  compressed  on  the  cardiac 
side  of  the  aneurysm ;  the  sac  is  then  inverted  by  the  thumbs  until 
its  contents  are  felt  to  be  displaced;  it  is  hoped  that  the  artery 
may  be  occluded,  and  the  tumour  cured  by  this  means.  The  treatment 
has  been  occasionally  successful,  but  it  has  been  attended  with  such 
grave  accidents  that  now  it  is  abandoned.  Employed  in  aneurysms 
at  the  root  of  the  neck,  there  is  great  danger  from  fatal  or  very 
serious  embolism  ;  in  any  situation  it  may  lead  to  rupture  of  the 
sac  or  to  inflammation  around  it.  The  manipulation  of  an  aneurysm 
involved  in  its  surgical  examination  has  not  unfrequently  led  to  its 
rapid  solidification,  and  such  an  "  accident "  is  always  welcome ;  but, 
as  an  intentional  mode  of  treatment,  manipulation  is  not  now  re- 
sorted to. 
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Aoivjmiicture, — By  simply  passing  needles  into  the  sac  and  lett- 
ing them  for  some  days,  coagulation  has  been  set  up  in  aneunniDS 
which  had  resisted  other  means  of  cure.  Dr.  Macewen,  of  Glai^w, 
has  employed  the  method  in  a  more  precise  manner,  and  has  im- 
questiouably  obtained  admirable  results.  He  passes  his  needles  in 
such  a  way  that  by  the  throbbing  of  the  luieurysm  its  sac  is  scratdied 
against  their  ends.  He  asserts  that  by  this  scratching  of  the  sac  t 
white  clot  is  produced,  and  he  lays  great  stress  upon  the  imporUnoe 
of  this  "  white  clot,"  which  he  says  resembles  the  clot  which  can  be 
watched  to  form  in  the  capillaries  of  a  frog's  web  when  it  is  injured. 
It  is  evident  that  to  pass  needles  in  the  way  directed  must  be  an  ex- 
ceedingly delicate  operation,  for  if  done  carelessly  the  sac  might  be 
torn  quite  through.  It  is  open  to  doubt  whether  a  white  clot,  com- 
posed of  fibrin  and  disintegrated  corpuscles  only,  is  formed,  or  that 
if  it  were,  its  presence  would  be  of  greater  value  than  ordinary  blood 
clot.  The  treatment  should  only  be  employed  when  oompreaskm, 
ligature,  and  excision  are  alike  impracticable. 

GalvanO'puncture  is  employed  as  follows  :  two  or  more  tine  sted 
needles,  carefully  insulated  to  within  one-third  of  an  inch  <^  their 
points,  are  introduced  into  the  aneurysm  about  an  inch  apart,  having 
the  whole  of  their  bare  points  within  the  sac.  One  needle  is  con- 
nected with  the  negative  pole,  and  the  other  or  others  with  the 
positive  [>ole  of  a  constant  current  battery  ;  or  all  the  needles  may 
be  connected  with  the  positive  pole,  and  the  negative  pole  placed  in 
contact  with  the  skin  close  by.  A  current  of  low  intensity,  bat 
high  tension,  such  as  is  obtained  from  several  small  cells — a  battery 
of  ten  or  twelve  Leclanch^  cells  will  do — is  used,  and  should  be  con- 
tinued until  a  decided  effect  is  produced,  such  as  diminished  polsa- 
tion  or  hardening ;  the  needles  are  then  withdrawn  and  the  puno> 
tures  sealed  with  collodion.  When  successful,  a  firm  clot  is  formed 
around  the  positive  pole  or  poles,  consisting  of  fibrin  and  coagulated 
albumen  precipitated  by  the  dissolved  iron  of  the  needle  ;  this  clot 
is  acid  in  reaction  and  oxygen  gas  is  given  off  at  this  pole.  A  soft, 
frothy,  spumous,  alkaline  clot  is  formed  at  the  negative  pole.  The 
operation  usually  requires  to  be  repeated.  The  evolution  of  gas 
may  be  so  abundant  as  even  to  give  a  resonant  percussion  note. 
Galvano-puncture  has,  up  to  the  present,  had  the  greatest  amount  ol 
success  among  the  methods  now  under  consideration. 

Injectixrn  of  coagxdants^  such  as  perchloride  of  iron,  has  been 
practised.  It  is  necessary  that  the  artery  should  be  compressed 
above  and  below  the  aueuryi^m  during,  and  for  some  time  after,  the 
injection,  lest  the  fluid  pass  into  the  general  circulation  and  serioas 
thrombosis  and  embolism  result.  The  best  of  all  coagulants  is 
Wooldridge's  ferment.  Owing  to  the  difficulty  of  guarding  against 
the  coagulant  escaping  from  the  aneurysm,  the  8co]>e  of  tliis  method 
is  very  limited.  Langenbeck  suggested  the  injection  of  a  solution 
of  ergotiii  around  the  sac,  with  a  view  of  exciting  contraction  of  the 
muscular  tilires  in  its  wall ;  but  this  treatment  lacks  both  theoretical 
and  practical  sanction. 
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IiUrodtictian  of  foreign  bodies  (Moore^s  operation). — Foreign 
bodies  have  been  passed  into  the  sac  of  an  aneurysm  to  excite 
coagulation  of  the  blood,  and  to  assist  in  tilling  tlie  sac  with 
solid  matter ;  iron  wire,  catgut,  and  horsehair  have  been  employed^ 
The  best  material  to  use  is  fine  steel  wii-e  coiled  small  and 
rendered  aseptic  by  prolonged  immersion  in  liquor  potassce.  This 
can  most  conveniently  be  passed  into  the  sac  through  a  Southey's 
cannula.  The  success  attending  this  operation  has  been  exceed- 
ingly small,  and  the  method  is  not  regarded  with  favour.  Cure 
and  improvement  have  been  reported  from  it,  but  in  the  great 
majority  of  cases  failure  has  attended  its  use  y  in  one  case  extensive 
sloughing  of  the  sac  followed  its  employment.  If  used  at  all,  only  a 
small  quantity  of  wire  should  be  introduced  at  any  one  time. 

The  introduction  of  coagulants  is  the  least  satisfactory  of  all  the 
methods  of  treating  aneurysm.  In  the  first  place  it  can  only  be 
carried  out  by  means  which  involve  more  or  less  injury  to  the 
sac ;  if  any  clot  is  formed  it  may  be  carried  away  as  an  embolus  and 
do  harm,  or  the  coagulating  agent  may  itself  escape  into  the  artery. 
For  these  reasons  it  is  most  safely  employed  where  the  aneurysm  can 
be  completely  controlled  by  compression  of  the  artery  above  and 
below,  and  this  is  just  the  condition  which  renders  the  aneurysm 
suitable  for  treatment  by  compression,  ligature,  or  excision.  As 
a  curative  agent,  therefore,  this  method  has  a  very  limited  value. 
In  cases  of  internal  aneurysm,  for  which  other  surgical  measures 
are  unavailing,  it  may  be  cautiously  used  witli  the  object  of  pro- 
ducing a  certain  amount  of  clot  in  the  sac,  and  thereby  to  strengthen 
it  and  prevent  its  enlargement ;  in  cases  of  aortic  aneurysm,  acupunc- 
ture and  galvano-puncture  have  sometimes  succeeded  in  accomplish- 
ing this  amount  of  good. 

5.  Amputation. — Amputation  is  sometimes  necessary  for  various 
reasons  and  to  accomplish  difierent  purposea  Thus,  in  the  first  place, 
it  is  to  be  employed  to  remove  a  disease  which  threatens  life,  and  which 
cannot  be  satisfactorily  treated  in  any  other  way.  Before  the  time  of 
Hunter,  amputation  was  often  employed  for  popliteal  or  femoral 
aneurysm,  being  preferred  to  the  risks  attending  the  disease  or  any 
other  then  known  treatment.  Now,  amputation  is  rarely  necessary 
for  this  purpose  ;  it  may  be  needed  in  cases  of  infiamed  and  sup- 
purating or  sloughing  aneurysms. 

It  is  required,  in  the  second  place,  in  certain  accidents  attending 
the  treatment  of  aneurysm — gangrene  and  secondary  hfemorrhage. 
Thirdly,  in  very  rare  cases,  amputation  of  the  limb  below  an 
aneurysm  may  be  employed  to  cure  the  aneurysm  ;  for  example, 
amputation  through  the  slioulder  has  been  performed  for  aneurysm 
of  the  subclavian  artery.  The  cure  is  effected  partly  by  the  spread- 
ing of  clot  in  the  artery  from  the  stump  to  the  aneurysm,  and  in 
great  pait  by  the  lessened  tension  in  the  artery  caused  by  tlie 
reduction  in  the  stream  of  blood  passing  through  it. 

The  choice  of  treatment. — Having  reviewed  the  various 
methods  that  may  be  employed,   it   remains   now  to  consider  the 
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principles  that  should  guide  the  surgeon  in  choosing  the  course  to 
follow. 

(1)  In  external  anenrysm,  rest  with  elevation  of  the  part 
and  moderate  pressure  with  a  bandage  should  first  be  tried.  If  not 
quickly  successful,  the  most  suitable  form  of  compression  for  the 
particular  case  should  be  given  a  careful  trial ;  if  success  is  not 
attained,  the  attempt  should  not  be  prolonged,  but  proximal  ligature 
should  be  performed.  The  line  of  conduct  to  be  pursued,  when  liga- 
ture fails  or  is  attended  with  accident,  has  already  been  stated 
(page  621). 

This  may  be  taken  as  the  general  routine  plan  to  be  followed, 
which  may  have  to  be  modiBed  under  cei*tain  spcK^ial  condition^ 
some  of  which  are  stated  below  in  the  comparison  between  com- 
pression and  ligature,  and  others  are  as  follow  : — 

(a)  If  the  aneurysm  is  rapidly  enlarging,  or  if  blood  is  leaking 
from  the  sac  into  the  tissues,  as  shown  by  enlargement  of  the  tumour 
with  diminution  of  the  pulsation  in  it,  the  proximal  ligatnre  should 
be  practised  without  any  delay. 

{h)  If  the  sac  of  the  aneurysm  has  given  way,  but  the  blood  is 
not -widely  extra vasated,  being  still  bound  in  by  a  spurioas  sac,  the 
patient  should  be  subjected  to  operation  at  once.  The  vessels  having 
been  emptied,  and  controlled  by  Esmarch's  bandage  and  tourniquet, 
an  attempt  may  be  made  to  excise  the  aneurysm,  turning  out  all 
extravasated  blood,  and,  of  course,  ligaturing  every  divided  artery. 
Failing  this,  amputation  must  be  performed  above  the  aneurysm. 

(c)  In  cases  of  subcutaneous  i-upture  of  the  aneurysm  immediate 
amputation  above  the  aneurysm  is  the  only  possible  resource. 

(d)  Where  inflammation  around  the  sac  has  occurred,  the  artery 
should  be  at  once  tied  on  the  proximal  side.  This  relieves  the 
tension,  and  lessens  the  blood  supply  to  the  inflamed  partu  If  this 
does  not  check  the  inflammation,  a  free  incision  should  be  made 
down  to  the  outer  surface  of  the  sac  to  set  free  the  inflammatory  and 
infective  products.  The  patient  must  then  be  watched  continuously, 
and  at  the  first  sign  of  haemorrhage  the  artery  contix>l]ed  by  a  tour- 
niquet. An  attempt  should  then  be  made  to  excise  the  sac  If  this 
fails,  the  limb  must  be  amputated  above  the  tumour. 

(e)  Where  suppuration  has  already  occurred,  the  pus  must  be 
liberated  at  once  by  a  free  incision  and  thorough  antiseptic  irriga- 
tion of  the  inflamed  tissues  practised.  The  patient  must  be  watched, 
and  haemorrhage  dealt  with  as  in  the  last  case. 

{/)  In  varicose  aneurysm  the  arteries  and  veins  communicating 
with  the  sac  must  all  be  tied  close  to  the  sac. 

{g)  In  aneurysm  close  to  the  trunk,  where  the  proximal  ligature 
cannot  be  employed,  the  choice  lies  between  distal  ligature,  excision 
of  the  sac,  and  amputation,  and  they  should  be  chosen  in  that  order. 
The  complete  distal  ligature  should  be  preferred  to  the  partiaL  It 
should  be  performed  as  near  the  disease  as  is  compatible  with  the 
integrity  of  the  sac,  and  if  it  fail,  excision  may  be  practised  if  the 
other   circumstances    are   very   favourable.      Galvano-punctiire  or. 
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better,  Macewen's  acupunctui*e  may  be  employed  in  such  a  case,  and 
as  a  last  resource  there  is  amputation. 

(2)  In  internal  aneurysm. — Careful  constitutional  treatment 
should  be  given  a  patient  trial,  and  if  the  growth  of  the  aneurysm  is 
arrested,  the  surgeon  should  be  content ;  but  if  the  disease  advances, 
two  courses  are  open — (a)  the  distal  ligature,  and  (6)  the  introduc- 
tion of  coagulating  agents.  Coagulants  can  only  be  used  when  the 
aneurysm  is  near  the  surface.  They  could  not  be  employed,  for 
instance,  in  an  aneurysm  of  the  aorta  which  did  not  extend  beyond 
the  thorax.  In  many  of  these  cases  the  distal  ligature  seems  to  act 
empirically.  If  compression  of  an  artery  beyond  the-  sac  markedly 
lessens  the  pulsation  in  the  aneurysm,  undoubtedly  the  surgeon 
should  tie  that  artery ;  or  if,  by  the  distal  ligature,  the  circulation 
through  the  aneurysmal  artery  is  of  necessity  greatly  nioditied,  the 
operation  is  indicated.  As  a  rule,  if  coagulants  are  used  in  these 
cases,  improvement  rather  than  cave  is  to  be  anticipated. 

In  aneurysms  in  any  situation  the  value  of  opium  in  relieving 
pain,  and  of  venesection  in  lessening  excessive  arterial  tension,  must 
not  be  lost  sight  of. 

On  the  choice  of  compression  or  ligature. — Much  stress 
was  formerly  laid  on  a  correct  appreciation  of  the  relative  merits  of 
compression  and  ligature  in  the  treatment  of  aneurysm  ;  but  the  in- 
troduction of  aseptic  surgery  suid  absorbable  ligatures  has  narrowed 
the  grounds  of  choice  to  a  very  limited  field,  and  thereby  deprived 
this  subject  of  much  of  its  importance.  Compression  and  the  proximal 
ligature  lead  to  the  cure  of  the  aneurysm  by  the  same  means — the 
sudden  and  complete,  or  the  partial  and  repeated,  coagulation  of  the 
blood  in  the  sac  and  artery.  Both  alike  may  be  rendered  free  from 
the  risk  of  wound  infection,  and  of  secondary  haemorrhage. 

It  may  be  claimed  for  compression  that  it  can,  as  a  rule,  be  carried 
out  without  the  use  of  an  ansesthetic,  and  without  a  dreaded  *^  opera- 
tion "  ;  that  it  is,  by  its  very  nature,  free  from  the  risks  of  wound 
infection  and  secondary  hsemoiThage ;  and  that  this  freedom  does  not 
depend,  as  in  the  case  of  ligature,  u{)on  certain  precautions  taken  by 
fallible  men.  It  can  be  applied  so  as  to  partially  occlude  the  main 
artery,  and  thus  to  cause  less  embarrassment  to  the  general  and  the 
local  circulation  than  the  complete  occlusion  by  a  ligature  may  do.  It 
also  does  not  cause  any  permanent  obliteration  in  the  artery  ;  and  if 
the  aneurysm  is  cured,  and  its  artery  blocked,  the  local  blood  sup))ly 
is  only  impeded  by  one  instead  of  two  blocks  in  the  main  arterial 
channel.  On  the  other  hand,  it  may  be  urged  against  compression 
that  it  is  troublesome  to  manage ;  tedious,  if  not  very  painful,  to  the 
patient ;  and  on  the  whole,  less  constantly  successful  than  the 
ligature.  The  ligature,  as  now  employed,  is  the  most  successful  of 
all  methods  of  treatment  for  aneurysm,  and  by  the  use  of  amesthetics 
it  is  attended  with  a  minimum  of  suffering  and  inconvenience.  In 
certain  positions  compression  of  an  artery  is  impossible,  or  is  attended 
with  great  difficulty  and  danger — e.g,  in  the  abdomen  and  the  root 
of  the  neck. 
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Compression  and  ligature  on  the  distal  side  of  an  aneurysm  are 
attended  with  tiie  same  amount  of  risk,  and  the  ligature  has  the 
greater  chance  of  leading  to  cure,  as  the  clot  formed  about  the 
ligature  may  extend  into  the  aneurysm. 

The  conclusions  we  draw  from  these  considerations  are  ss 
follow : — 

(a)  Where  there  is  reason  to  fear  that  the  sudden  obliteration  of 
a  large  artery  may  embarrass  the  heart  too  much,  cause  the  rupture 
or  enlargement  of  an  internal  aneurysm,  or  produce  gangrene  of  a 
limb,  moderated  compression  is  to  be  preferred. 

(h)  Where  the  artery  affected  is  known  to  be  seriously  diseased, 
compression  is  to  be  chosen. 

(c)  Where,  in  other  cases,  the  patient  is  of  an  irritable  or  senntiTe 
nature,  and  intolerant  of  restraint,  or  where  the  aneurysm  is  acute,  of 
large  size,  rapidly-growing,  and  full  of  fluid  blood,  and  it  is  therefore 
necessary  to  obtain  a  marked  effect  and  a  rapid  result,  the  lig&tare 
is  to  be  recommended. 

(rf)  Distal  ligature  is  always  to  be  preferred  to  distal  com- 
pression. 

{e)  Where  compression  of  any  particular  artery  is  attended  with 
special  difficulty  or  danger,  its  ligature  is  to  be  prefen-ed. 

(/)  In  the  absence  of  any  of  these  special  conditions,  corapression 
should  first  l>e  tried,  the  effect  being  as  closely  as  possible  approxi- 
mated to  that  of  ligature.  If  it  is  not  quickly  suocessful,  ligature 
should  be  practised. 

On  the  choice  of  the  site  of  the  lii^ature. — In  all  cases 
where  it  can  be  safely  employed  the  proximal  ligature  is  to  l)e  pre- 
ferred to  the  distal,  Ijecause  it  more  certainly  arrests  the  circulation 
through  the  sac,  and  takes  off  "  the  force  of  the  circulation,"  or 
diminishes  the  tension  in  the  aneurysm. 

The  proximal  ligature  may  be  applied  close  to  the  sac,  or  at  some 
distance  above  it.  The  practice  of  Hunter,  Scarpa,  and  the  other 
great  surgeons  of  the  past  century  has  been  to  choose  a  part  of  the 
artery  well  above  the  aneurysm,  and,  as  a  rule,  to  have  a  branch  or 
branches  intervening  between  the  two.  A  procedure  sanctioned  by 
such  authorities  cannot  be  lightly  set  aside,  but  the  following  reasons 
may  be  urged  in  favour  of  ligature  nearer  the  sac : — 

(a)  It  is  now  known  that  it  is  neither  necessary  nor  desirable  for 
cure  of  the  aneurysm  that  a  stream  of  blood  should  enter  the  artery 
below  the  ligature,  and  flow  gently  past  the  sac. 

(b)  It  is  now  known  that  the  artery  is  not  progressively  more 
healthy  above  the  aneurysm.  It  is  as  likely  to  be  found  healthy  near 
to  as  far  above  the  sac. 

(r)  Even  if  the  artery  is  not  quite  sound  where  the  sui^ge<»i 
exjwses  it,  ho  can  now  apply  a  ligature  in  such  a  way  as  not  to  in- 
volve any  evil  consequences  from  the  arterial  disease. 

{(i)  As  a  rule,  the  ligature  at  some  distance  above  the  anearysm 
results  in  the  formation  of  two  permanent  blocks  in  the  main  artery, 
with  a   patent   portion    between,   and    the   nutrition    of   the  limb 
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depends  upon  the  establishment  of  a  double  series  of  anastomosing 
channela 

(e)  The  stream  of  blood  pouring  into  the  artery  between  the 
ligature  and  the  sac  may  prevent  cure  of  the  aneurysm. 

These  reasons  have  led  surgeons  lately  to  ligature  the  popliteal 
artery  for  popliteal  aneurysm,  and  the  results  have  been  extremely 
good.  In  fact,  the  best  site  for  the  application  of  a  proximal  ligature 
is  as  near  to  the  aneurysm  as  it  can  be  applied  without  risk  of  damage 
to  the  sac.  The  greater  ease  and  convenience  with  which  arteries 
can  be  exposed  at  some  situations  than  others,  of  course,  must 
influence  the  choice  of  operation. 

The  distal  ligature  should  by  choice  be  placed  close  beyond  the 
aneurysm,  that  there  may  be  the  greater  chance  of  clotting  spreading 
back  into  the  sac,  and  also  because  in  that  situation  it  most  power- 
fully affects  the  circulation  in  the  aneurysm.  Where  a  choice  of 
arteries  beyond  the  aneurysm  presents  itself,  if  all  are  not  tied,  those 
should  be  selected  whose  compression  produces  the  most  marked 
effect  upon  the  particular  aneurysm  in  question. 

3.  Dissecting  Aneurysm. 

This  form  of  aneurysm  is  more  frequent  in  women  than  in 
men,  and  in  cachectic  than  in  robust  persons.  It  occurs  most 
often  in  the  aorta,  and  may  extend  down  the  iliacs  and  as  far 
down  as  the  femoral  artery,  or  up  into  the  neck  as  far  as  the 
bifiircation  of  the  common  carotid  trunk.  After  extending  a  certain 
distance  in  the  wall  of  the  artery,  the  blood  may  burst  through  a 
softened  patch  of  intima  into  the  lumen  of  the  vessel  again,  or  it 
may  burst  externally  through  the  outer  coats  and  become  "diffused"; 
on  the  other  hand,  the  passage  of  the  blood  may  be  arrested,  and  the 
aneurysm  exist  only  as  a  blind  pouch  or  diverticulum  in  the  coats  of 
the  artery ;  by  projecting  inwards  it  may  then  greatly  narrow  the 
artery  and  obstruct  the  passage  of  blood  through  it. 

Dissecting  aneurysm  is  very  rarely  diagnosed  during  life.  At  the 
moment  of  its  formation  a  sudden  severe  pain  shooting  along 
the  course  of  the  artery  is  experienced,  and  then  there  is  noticed 
enfeeblement  of  the  pulse  in  the  arteries  beyond,  and  there  may  be 
syncope.     There  is  no  known  treatment  for  this  condition. 

II.     TRAUMATIC  ANEURYSM. 

Definition. — A  traumatic  aneurysm  is  a  "blood  tumour  com- 
municating with  an  artery,  produced  by  an  injury  dividing  all  the 
coats  of  the  artery."  The  large  share  that  strain  and  other  injuries 
take  in  the  production  of  spontaneous  or  idiopathic  aneurysm  makes 
it  important  to  lay  stress  upon  the  latter  clause  of  this  definition, 
and  it  is  by  bearing  this  in  mind  that  the  letiology  of  traumatic 
aneurysm  becomes  at  once  clear. 

Causes,     (l)  -^  subcutaneous  wound  or  rupture  of  an  artery, — 
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Such  a  wound  may  be  produced  in  fractures  by  a  fragment  of  bone 
tearing  the  artery ;  the  ruptures  are  caused  by  contusions,  strum, 
and  sometimes  in  dislocations,  either  by  the  displacement  of  the 
bone  or  by  the  surgeon's  eflforts  in  reducing  it. 

(2)  An  oblique  or  valvular  vxnind  involving  an  artery, — These 
are  most  often  stab-wounds,  or  wounds  with  broken  glass.  The 
wound  may  be  so  oblique  that  the  blood  from  the  first  collects 
aroimd  the  artery  instead  of  all  escaping  externally.  But  more 
often  the  dressing  that  is  put  on  seals  up  the  outer  wound  or  dotes 
the  track  from  the  wounded  vessel  outwards,  without  occluding  the 
vessel,  and  the  blood  which  escapes  from  it  accumulates  aroond 
the  artery. 

(3)  Punctured  and  other  incomplete  wounds  of  arteries. — We 
have  seen  (page  500)  that  a  wound  of  an  artery  is  only  soundly  and 
securely  healed  when  the  lumen  of  the  vessel  is  obliterated  ;  if  the 
current  through  the  arteiy  continues,  it  either  prevents  the  formation 
of  clot,  or  displaces  any  clot  that  has  sealed  the  wound,  or  prevents 
its  organisation  into  a  firm  unyielding  cicatrix.  We  have  seen  that 
the  primary  hajniorrhage  from  such  an  injury  may  be  arrested 
sjx^ntaneously  or  by  surgical  means,  and  yet  unless  permanent 
occlusion  of  the  artery  is  obtained,  its  healing  does  not  take  place, 
and  an  aneurysm  forms.  In  an  incomplete  division  of  an  artery  this 
obliteration  can  only  be  certainly  obtained  by  completing  the  divisiofi 
or  by  double  ligature.  Hence  it  is  that  the  nature  of  the  injury  of 
the  artery  is  a  cause,  in  this  instance,  of  traumatic  aneurysm. 

(4)  A71  artificial  valvular  wound  of  an  artery  due  to  the  im- 
proper application  of  pressure. — Many  cases  of  deep  wounds  of 
arteries  can  be  so  treated  as  to  lead  to  the  formation  of  an  anenrysm. 
Whenever  healing  of  the  overlying  soft  structures  occurs  withoat 
cicatrisation  of  a  divided  artery,  this  result  must  follow.  80,  even 
in  a  case  of  complete  division  of  a  vessel,  if  the  soft  parts  are 
approximated,  and  such  a  dressing  applied  that  they  heal  up  under 
it,  while  the  pressure  is  only  sufficient  to  limit  but  not  to  arrest  the 
flow  of  blood  from  the  artery  beneath,  when  the  external  wound 
heals  an  aneurysm  is  found  beneath  the  scar.  The  reader  is  referred 
to  what  we  have  already  said  on  this  point  in  speaking  of  the  treat- 
ment of  wounded  arteries  by  pressure  (page  514). 

Varieties. — The  varieties  of  traumatic  aneurysm — including  the 
arterio-venous,  which  we  deal  with  separately — depend  entirely  upon 
the  freedom  with  which  the  blood  escapes  from  the  wounded  artery. 
If  the  internal  haemorrhage  is  rapid  and  profuse,  and  the  blood  finds 
its  way  along  the  planes  of  cellular  tissue  unhindered  by  firm  clot 
or  tense  resistant  fasciae,  forming  a  huge  extravasation,  the  condition 
is  better  spoken  of  as  a  ruptured  artery;  such  a  condition  is  only 
met  with  in  subcutaneous  rupture  of  an  artery.  More  commonly 
the  blood,  as  it  escapes  from  the  artery  and  infiltrates  the  soft 
tissues,  forms  a  cavity  round  the  artery,  which  is  imperfectly  limited 
by  clotted  blood — which  becomes  firm  and  fibrinous  or  "  laminated  " 
by  the  pressure  to  which  it  is  subjected — and  by  the  tension  of  the 
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stretched  and  displaced  fasciae  and  muscles.  Such  a  condition  is  known 
as  a  diffused  traumatic  aneurysm.  In  many  other  cases  the  escape 
of  blood  is  smaller,  slower,  and  later  afier  the  primary  injury. 
Around  the  clots  that  form  a  spurious  sac  is  developed  by  the 
inflammation  excited  by  the  extravasated  blood,  and  by  the  plastic 
processes  of  the  healing  of  the  primary  wound.  This  sac  grows  and 
yields  under  the  pressure  of  the  blood,  and  sometimes  it  bursts^  and 
the  condition  comes  to  resemble  that  just  described,  or  even  that  of  a 
ruptured  artery.  The  firmness  of  the  sac,  and  the  amount  of  clot 
which  forms  within  it,  to  strengthen  it  and  lessen  the  pressure  upon 
it,  are  very  important  elements  in  determining  the  progress  of  the 
case.  When  healing  of  the  wound  has  advanced  considerably  before 
the  external  pressure  is  relaxed,  so  as  to  allow  the  blood  to  escape 
from  the  wounded  artery,  a  firmer  sac  forms  around  the  clot  than 
when  the  aneurysm  begins  to  form  earlier.  The  presence  of  tense 
and  strong  fascite  near  the  artery  also  affects  the  strength  of  the  sac 
formed.  These  aneurysms,  which  are  limited  by  a  distinct  sac,  are 
called  circumscribed  traumatic  aneurysms.  In  no  case  of  traunmtic 
aneurysm  does  the  arterial  wall  take  any  part  in  forming  the  sac. 

Course  and  terminations. — A  circumscribed  traumatic 
aneurysm,  if  the  sac  is  firm  and  strong,  may  undergo  spontaneous 
cure  in  the  same  manner  as  a  spontaneous  aneurysm.  But  owing  to  the 
imperfect  formation  of  the  sac,  there  is  a  great  danger  of  the 
aneurysm  enlau-ging,  and  of  the  sac  yielding,  either  to  form  a  diffused 
aneurysm,  or  so  freely  as  to  lead  to  that  widesprecul  extravasation, 
best  called  a  ruptured  artery. 

A  diffused  traumatic  aneurysm,  owing  to  the  absence  of 
any  resistant  sac,  tends  to  grow  rapidly,  and  it  ends  in  one  of  three 
ways  :  (1)  It  may  reach  the  surface  and  burst  externally,  causing 
severe  haemorrhage,  which  may  be  fatal  at  once,  or  after  re))eated 
recurrences.  (2)  It  may  become  widely  diffused  in  the  part,  the 
effusion  of  blood  not  being  limited  even  by  clot — ruptured  artery. 
(3)  Acute  suppurative  inflammation  may  be  set  up  round  the 
collection  of  blood,  and  when  the  abscess  bursts,  blood-clot  and  pus 
in  great  quantity  are  discharged,  and  then  profuse  haemorrhage 
occurs,  unless,  by  a  rare  chance,  the  artery  has  been  sealed  by 
plastic  arteritis. 

A  ruptured  artery.— The  extravasated  blood,  unlimited  in  any 
way,  either  ruptures  externally,  or  the  tension  in  the  part  is  so 
great  that  th^  venous  circulation  is  entirely  arrested,  and  moist 
gangrene  of  the  part  beyond  results.  Fatal  syncope  may  occur  from 
the  subcutaneous  haemorrhage. 

Sjrmptoms. — A  circumscribed  traumatic  aneurysm  has 
all  the  local  characters  of  a  spontaneous  sacculated  aneurysm  ;  there 
is  in  addition  a  history  of  a  recent  injury,  and  a  scar  or  unhealed 
wound  points  to  the  nature  of  the  case. 

A  diffused  traumatic  aneurysm  varies  somewhat  in  its 
characters,  according  to  the  rapidity  of  its  formation  and  growth,  and 
the  amount  of  clot  around  the  fluid  blood.     In  all  cases  it  is  a  rapidly- 
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formed  and  a  rapidly-growing  swelling ;  its  outline  is  ill-defined ;  its 
consistence  varies  with  the  tension  of  the  parts,  and  particularlj 
with  the  proportion  of  clot ;  usually  it  is  tense  and  firm ;  the 
skin  over  it  becomes  stretched  and  blue,  or  stained  with  extravasated 
blood.  There  may  be  a  distinct  expansile  pulsation  in  the  swelling, 
but  more  often  the  ptdsation  is  very  indistinct,  or  even  only  a  slight 
vibratory  tremor.  A  bruit  is  generally  to  be  detected  at  some  part, 
at  any  rate,  of  the  swelling,  and  occasionally  there  is  a  thrilL  The 
pulse  in  the  arteries  beyond  may  be  lost  altogether,  or  only  weaker 
than  on  the  opposite  side.  If  the  main  artery  of  the  limb  is  the  ooe 
injured,  and  if  the  injury  divides  it  nearly  or  wholly  across,  the 
pulse  in  the  vessels  below  is  lost ;  but  if  the  aneurysm  is  formed 
in  connection  with  a  branch  of  the  main  artery,  or  from  a  small 
wound  of  the  main  artery,  the  pulse  beyond  is  not  lost,  only 
weakened,  unless  the  pressure  of  the  aneurysm  is  sufficient  to 
arrest  the  arterial  circulation  altogether.  The  pressure  on  the  veins 
causes  lividity  and  coldness  of  the  limb,  and  oedema,  and  this  and 
the  pressure  on  the  nerves  of  the  part  cause  a  sense  of  weight  and 
numbness.  There  is  generally  intense  local  pain,  and  this  is  some- 
times markedly  relieved  by  compressing  the  main  artery  aliove  the 
swelling.  The  lividity,  oedema,  and  numbness  may  pass  into  moist 
gangrene. 

The  greater  the  want  of  defined  outline  to  the  tumour,  the 
more  rapidly  it  grows,  and  the  more  marked  the  effect  upon  the 
circulation  in  the  limb  below,  the  greater  the  warrant  for  r^arding 
this  case  as  one  of  ruptured  artery  rather  than  of  diffused 
aneurysm. 

The  parts  around  the  aneurysm  may  become  inflamed,  the  skin 
being  bright  red  and  hot,  and  the  su]>erficial  tissue  cedematoos,  or  an 
abscess  may  give  rise  to  a  *•  pointing"  fluctuating  swelling. 

The  diairnosis  is  usually  made  by  recognising  the  rapid  appear- 
ance of  such  a  swelling  soon  after  an  injury  or  wound  near  a  large 
artery,  or  the  sudden  enlargement  of  a  smaller  firm  pulsating 
swelling  under  a  cicatrix — the  diffusion  of  a  circamscribed  Uao- 
matic  aneurysm.  But  considerable  difficulty  may  be  found  in 
distinguishing  this  form  of  aneurysm  from  an  acute  abscess,  and  the 
difficulty  becomes  increased  by  the  fact  that  the  two  conditions  may 
be  associated  together.  The  diagnosis  will  be  arrived  at  by  paying 
careful  attention  to  these  points  :  (1)  the  exact  details  of  the  huitorr 
of  the  case,  noticing  the  precise  order  of  events  and  their  relation  to 
the  injury ;  (2)  the  signs  of  the  swelling  communicating  with  an 
artery — the  pulsation,  bruit,  thrill  ;  and  (3)  the  interference  with 
the  circulation  beyond,  especially  the  loss  of  pulse,  but  also  the 
cedema  and  numbness,  for  the  more  marked  these  are  the  less  the 
probability  of  the  swelling  being  entirely  inflammatory,  and  the 
greater  tho  ])robability  that  it  is  aneurysmal. 

The  circumscribed  aneurysms  are  chiefly  met  with  in  the  hand 
and  toot,  and  the  scalp  ;  the  diffused  in  the  ham  and  axilla. 

Treatment. — (1)    A  circuvi8cril}ed  traumatic   anetirytni  may 
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undergo  cure  by  the  simple  treatment  of  rest,  combined  with  eleva- 
tion of  the  limb  and  gentle  compression  of  the  part  by  a  bandage. 
Where  these  measui-es  fail  the  same  treatment  may  be  pursued  as  in 
the  case  of  spontaneous  aneurysm  in  the  same  situation.  Thus, 
compression  of  the  artery  leading  to  the  tumour  may  be  tried,  and  if 
this  fails  the  proximal  ligature  or  the  excision  of  the  tumour,  with 
the  ligature  of  the  artery  above  and  below,  is  to  be  resorted  to. 
When  these  tumours  are  small  and  easily  accessible,  their  excision  is 
the  better  course  to  pursue  ;  if  deeply  placed,  and  this  operation  pre- 
sents any  special  difficulty,  the  Hunterian  ligature  is  to  be  preferred. 

Traumatic  aneuiysm  complicating  fracture  is  generally  cured  by 
the  compression  of  the  splints  and  bandages  applied  for  the  broken 
bone ;  if  not,  the  main  artery  above  should  be  conii)re8sed  or  tied. 
In  these  cases  the  union  of  the  fracture  is  generally  delayed. 

(2)  Diffused  traumatic  aneurysm. — Where  the  tumour  is  en- 
larging or  gangrene  threatens,  the  artery  must  be  tied  where 
-wounded  without  any  delay  ;  the  internal  haemorrhage  being  treated 
exactly  as  if  it  were  primary  external  bleeding.  This  operation  may 
be  one  of  extreme  difficulty  and  danger  from  haemorrhage.  If  the 
circulation  can  be  controlled  by  a  tourniquet  or  pressure  above,  this 
should  be  done,  and  a  free  incision  rapidly  made  into  the  swelling, 
and  the  blood  and  coagula  quickly  turned  out.  The  wounded  artery 
is  sought,  cleaned,  and  a  ligature  is  carefully  applied  above  and 
below  the  wound.  Difficulty  is  especially  met  with  where  the  main 
artery  cannot  l>e  thus  controlled ;  and  if  a  free  incision  wei*e  made 
into  the  tumour  the  patient  would  probably  die  at  once  from  the 
haemorrhage  that  would  occur.  To  prevent  this,  an  incision  about 
one  inch  and  a  half  is  made,  and  into  this  two  fingers  of  the  left 
hand  are  passed  and  feel  for  the  open  mouth  of  the  artery  ;  this  is 
firmly  pressed  against  a  bone  to  prevent  any  further  escape  of  blood. 
A  probe-pointed  bistoury  is  now  passed  along  the  fingers  and  the 
wound  enlarged  sufficiently  to  lay  the  entire  tumour  open.  The  ends 
of  the  artery  are  then  cleaned  and  tied.  Easy  as  this  operation  is  to 
describe,  in  practice  it  may  be  attended  with  the  exti*emest  difficulty. 

If  the  tumour  is  stationary,  or  extending  but  slowly,  and  there 
are  no  signs  of  threatened  gangrene,  the  surgeon  may  wait  in  the 
hope  that  a  sac  will  form  around  the  clot  and  then  the  Hunterian 
ligature  may  be  applied. 

If  moist  gangrene  occurs,  amputation  at  the  level  of  the  wounded 
artery  is  the  only  available  resource. 

Wherever  there  is  a  limiting  sac,  proximal  compression  and 
ligature  may  succeed,  but  in  all  other  circumstances  the  double 
ligature  of  the  artery  above  and  below  the  wound  is  the  only 
appropriate  treatment. 

III.     ARTERIO-VENOUS   ANEURYSM. 

Definition. — An  abnormal  communication  between  an  artery  and 
a  vein  constitutes  an  arterio- venous  aneurysm.    When  the  two  vessels 
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are  adherent  together,  and  the  blood  passes  directly  from  the  artery 
into  the  vein,  the  forcible  impact  of  the  blood  distends  the  vein,  and  thtt 
pulsation  in  this  varix  makes  it  resemble  an  aneurjrsm,  and  so  it  i« 
called  an  aneurysmal  varix.  But  if  an  aneuiysmal  sac  is  developed 
between  the  two  vessels,  opening  on  the  one  side  into  the  artery,  and 
on  the  other  into  the  vein,  the  condition  is  known  as  a  raricote 
This  difference   is   a  very  important  one,    and  is  well 

expressed  by  these 
names,  the  ooe 
condition  being  in 
essence  a  varix 
with  only  a  re- 
semblance to  an 
aneurysm,  while 
the  other  is,  in  all 
important  particu- 
lars, a  sacculated 
aneurysm  with  all 
the  dangers  and 
therapeatic  indi- 
cations of  aneu- 
rysm, to  whidi  a 
I>eculiar  kind  and 
degree  of  varix  is 
superadded. 

While  most 
often  traumatic  in 
origin,  arterio- 
venous aneurysm 
is  sometimes  idio- 
pathic, and  there- 
fore it  is  dealt 
with  in  a  separate 
section  of  this 
article. 

Aneurysmal  varix.  Causes. — A  direct  communication  be- 
tween an  artery  and  a  vein  is  nearly  always  traumatic  in  origin; 
very  occasionally  it  is  idiopathic  or  congenital.  The  common  cause 
is  a  simultaneous  punctured  wound  of  an  artery  and  vein,  as  in 
careless  phlebotomy,  stabs,  or  gunshot  wounds.  The  edges  of  the  ad- 
jacent wounds  in  the  vessels  adhere,  and  then  when  the  pressure  with 
which  these  injuries  are  treated  is  removed,  the  blood  passes  freely 
from  the  artery  into  the  vein.  In  a  stab  it  may  hap|)en  that  there 
is  a  single  wound  in  each  vessel  from  the  knife  passing,  as  it  were^ 
between  them  ;  more  commonly,  however,  it  is  a  lancet  which 
transfixes  the  vein  and  punctures  the  artery  beneath  it,  the  super- 
ficial vein-wound  heals,  and  the  deep  one  adheres  to  that  in  the 
artery.  A  remarkable  case  is  on  record  in  which  the  median-batilic 
vein,    one   of  the   humeral    veins,    and    the   brachial    artery   were 


Fig.  162.— Mr.  Pemberton's  case  of  Aneurjsxnal  Varix  of  the 

Common  Femoral  Vein.    (From  Ifed.  Clin.  Soc.  Traiu.) 
I.  The  Varix  seen  from  the  outside.    IL  The  Varix  laid  open, 

showioiT  the  rounded  opening  into  the  artery. 

A,  Common  fomonil  arienr ;  B.  ci>innion  femoral  rrin ;  c,  the  varix 

laid  oi>oii ;  »,  tbe  commuuication  between  artery  iind  vein. 
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simultAneously  wounded ;  the  result  was  that  a  communication 
formed  between  the  artery  and  its  companion  vein,  and  another 
between  the  two  wounded  veins,  so  that  blood  passed  from  the 
artery  first  into  the  humeral  vein,  and  then  on  into  the  median- 
basilic  vein. 

In  the  days  when  bleeding  was  very  commonly  practised,  this 
condition  was  much  more  frequent  than  it  is  now.  A  remarkable 
instance  of  the  idiopathic  origin  of  aneurysmal  varix  has  been 
recorded  by  Peraberton,  in  which  a  communication  formed  between 
the  common  femoral  artery  and  vein  some  time  after  prolonged 
compression  of  the  artery  for  aneurysm  (Fig.  182). 

Aneurysmal  varix,  whilst  most  common  at  the  elbow,  has  l)een 
met  with  in  the  skull,  the  neck,  the  axilla,  the  abdomen,  and  the 
thigh.  A  few  years  ago  a  patient  with  aneurysmal  varix  in  Hunter's 
canal,  resulting  from  a  stab  wound  in  tlie  thigh,  was  in  Middlesex 
Hospital  under  Mr.  Lawson. 

Pathological  changes* — Whatever  the  original  shape  of  the 
aperture  between  the  two  vessels,  it  soon  becomes  rounded,  smooth, 
and  thickened.  The  artery  for  some  distance  above  is  dilated  and 
its  walls  are  thinned ;  below  the  communication  it  is  sometimes 
narrowed,  sometimes  dilated  ;  the  dilatation  is  said  not  to  affect  the 
branches  of  the  artery  in  any  case.  The  vein  opposite  the  communi- 
cation is  dilated  into  a  globular  or  fusiform  pouch  with  thickened 
walls.  The  venous  dilatation — varix — extends  along  the  vein  in 
both  directions  and  into  its  branches ;  below  the  communication  the 
enlarged  veins  are  tortuous  and  pouched,  but  above  it  they  are 
simply  enlarged.  The  interior  of  the  vein  may  show  atheromatous 
changes. 

The  pressure  in  the  artery  being  much  greater  than  in  the  vein, 
arterial  blood  is  forced  per  solium  into  the  vein  and  this  causes 
three  effects:  (1)  The  vein  opposite  the  aperture  becomes  dilated 
and  thickened  ;  (2)  the  increased  quantity  of  blood  returned  to  the 
heart  from  the  vein  causes  the  enlargement  of  the  vein  on  the 
cardiac  side ;  (3)  the  return  of  blood  entering  the  vein  below  the 
aperture  is  obstructed  by  the  forcible  flow  passing  from  the  artery, 
and  this  leads  to  the  dilatation  of  the  veins  below  the  communica- 
tion. 

Signs  and  diagnosis* — The  varix  forms  a  soft,  compressible, 
often  ill-defined  tumour  in  the  course  of  a  vein,  into  which  dilated 
veins  can  be  traced,  both  from  above  and  below.  This  varix  is  the 
seat  of  a  forcible  expansile  pulsation,  a  continuous  very  marked  vibra- 
tory thrill,  and  a  very  loud  bruit  The  bruit  is  a  continuous  rasping, 
purring,  hissing,  or  rushing  sound,  sometimes  compared  to  the  noise 
of  distant  machinery  in  motion,  or  to  the  sound  of  a  fly  in  a  paper 
box.  It  is  usually  of  great  intensity  and  may  be  audible  even  to 
the  patient  and  to  bystanders.  The  pulsation,  bruit,  and  thrill  are 
all  conducted  for  some  distance  along  the  distended  veins,  but  with 
gradually  diminishing  intensity,  and  the  bruit  and  thrill  lose  their 
continuous  character  at  a  little  distance  from  the  abnormal  commu- 
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nication,  and  become  interrupted,  and  synchronous  -w^itli  tlie  pulse. 
If  tlie  limb  Le  raised  tlie  tumour  shriyiks,  and  the  pulsation  becomes 
lesp  marked  ;  if  the  artery  leading  to  it  is  compressed,  the  tumoor 
not  only  loses  its  pulsation,  but  shrinks  and  disappears.  When  die 
limb  is  depressed  the  tumour  becomes  very  fuU^  and  the  pulaatioD  in 
it  is  more  marked.  The  dilated  condition  of  the  artery-  aliove  die 
varix  is  sometimes  quite  ap|>arent.  The  condition  of  the  Hmb  below 
varies  in  ditfei'ent  cases,  probably  with  the  freedom  of  the  cororouni- 
cation  with  the  artery,  and  the  extent  to  which  tlie  circalation  is 
interfered  with.  It  may  be  cold  and  oedematous,  with  a  feeble 
pulse,  or  it  may  be  hotter  and  hypertrophied  ;  obstinate  ulcers  with 
a  tendency  to  bleed  sometimes  occur.  The  patient  may  suffer  tu^te 
pain   in   the   tumour,   or   experience    only   a   sense    of   numbnes 

and  weakness  in  the 
limb  below.  Ii  is 
often  noticed  tliat 
the  symptoms  in- 
crease up  to  a  certain 
point,  and  then  re- 
main stationary.  A 
scar  over  the  swelling 
generally  points  to 
the  nature  of  the  case. 
Treatment. — In 
many  eases  all  that 
is  required  is  to  apply 
some  forni  of  extenial 
support  to  the  part— 
a  bandage  or  an 
elastic  stocking — for  the  condition  remains  stationary  and  causes 
very  trifling  inconvenience.  If  the  varix  steadily  increases,  or  the 
patient  suffers  serious  inconvenience  from  the  pain  or  the  effects  of 
the  disturbance  in  the  circulation,  the  artery  should  be  ligatured 
above  and  below  its  communication  with  the  vein. 

In  a  case  of  aneurysmal  varix  in  Hunter's  canal  Mr.  Lawson  tied 
the  artery  above  and  below  the  communication  with  the  vein,  and  the 
patient  made  a  rapid  and  complete  recovery.  In  the  days  when  this 
affection  was  more  common  such  an  operation  was  fraught  with 
dangers  from  which  it  can  now  be  guarded,  and  therefore  it  w«s 
rarely  resoi-ted  to.  Now  that  the  dangers  can  be  avoided  the 
operation  is  more  readily  and  more  often  recommended. 

Varicose  aneurysm.  Canseii. — Tlie  most  frequent  cause  of 
an  aneurysm  witli  a  communication  with  a  vein  (Fig.  183)  is  the  simul- 
taneous injury  of  an  artery  and  vein — usually  a  stab,  puncture,  gun- 
shot, or  phlebotomy  wound.  In  place  of  the  wounds  in  the  two 
vessels  being  sealed  up,  or  cohering  together,  a  circumscribed  trau- 
matic aneur}'8ni  develops  between  them,  which  communicates  with 
both.  An  aneurysmal  varix  may  slowly  develop  into  a  varicose 
aneurysm  if  the  tissue  uniting  the  two  vessels  yields.     Bpt  such  an 


Fig.  183.  —Varicose  Aneurjtm  at  Elbow.    (After  Eriehsfin. ) 

a.  Ulnar  nrtcry ;  b,  anenryitTn  |>nrtly  fllltMl  with  clot ;  c,  dilatation 

of  luetliaD  basilic  vein. 
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aneurysm  may  develop  spontaneously  by  an  ordinary  idiopathic 
aneurysm  tirst  compressing  and  then  opening  into  a  neighbouring 
vein.  This  has  been  known  to  occur  in  the  thorax,  abdomen,  and 
groin.     (See  Fig.  184.) 

Pathology. — The  only  difference  between  this  condition  and  a 
circumscribed  traumatic  aneurysm  arises  from  the  fact  that  the  sac 
has  an  additional  opening  or  openings  into  it  from  a  vein  or  veins. 
The  relative  position  of  the  arterial  and  venous  openings  into  the 
sac  varies  much.  A  case  is  recorded  in  which  two  veins  communi- 
cated with  the  sac  of  an  aneurysm,  so  that  on  laying  it  open  four 
venous  openings  were  detected.  A  still  more  interesting  case  is  one 
in  which  the  deep  wound  in  a  transfixed  vein  cohered  with  that  in 
an  artery;  but  the  superficial  wound  in  the  vein  did  not  heal  up, 
and  the  blood  escaping  from  it  formed  an  aneurysmal  tumour.  The 
blood  flowed  from  the  artery  into  the  vein,  and  then  on  into  the  sac 
of  the  aneurysm. 

The  veins  of  the  part  undergo  the  same  changes  as  are  seen  in 
aneurysmal  varix.  Traumatic  varicose  aneurysms  are  usually  of  small 
size,  and  their  sacs  may  contain  very  little,  if  any,  fibrin,  owing  to  the 
direct  passage  of  blood  through  them.  The  sac  may  steadily  enlarge 
and  rupture  externally  or  subcutaneously.  Spontaneous  cure  is  very 
rare.  Occasionally  clot  forms  in  the  aneurysm,  so  as  to  shut  off  the 
communication  with  the  vein,  and  the  case  is  reduced  then  to  one  of 
simple  traumatic  aneurysm.  In  internal  aneurysms — as  of  the  aorta 
— the  communication  with  a  vein  or  the  pulmonary  artery  may 
greatly  add  to  the  gravity  of  the  case  ;  but  in  external  aneurysm  the 
communication  with  a  vein  gives  rise  to  very  characteristic  symptoms, 
but  does  not  influence  the  course  of  the  disease  to  any  important 
extent. 

Sigrns  and  diagnosis. — The  signs  of  the  communication  be- 
tween artery  and  vein  are  the  same  as  in  aneurysmal  varix  — distension 
and  pulsation  of  the  veins,  with  a  very  intense  bruit  and  thrill  con- 
duct^ for  some  distance  along  the  dilated  veins.  In  addition,  there 
are  the  signs  of  an  aneurysm.  Thus  it  is  sometimes  possible  to  dis- 
tinguish two  tumours,  or  two  parts  of  one  tumour — one,  the  dilated 
vein,  soft  and  compressible,  and  the  other,  the  aneurysm,  firmer. 

The  diagnosis  is  rendered  clearer  if,  when  the  artery  above  is 
compressed,  the  dilated  vein  collapses,  leaving  the  aneurysm  plainly 
felt  as  a  firm  tumour.  In  addition  to  the  continuous  loud  bruit,  a 
soft-blowing  systolic  aneurysmal  bruit  can  sometimes  be  distin- 
guished ;  and  it  may  be  discovered,  on  careful  examination,  that 
pressure  on  a  certain  spot  stops  the  loud  rasping  bruit  and  the  thrill, 
without  arresting  the  pulsation  in  the  aneurysm  or  the  true  aneu- 
rysmal bruit.  All  these  special  signs  point  to  the  existence  of  an 
aneurysm,  in  addition  to  the  arterio-venous  communication.  In 
other  cases  the  existence  of  an  aneuryTsm  is  known,  and  the  fact  that 
it  has  formed  a  communication  with  a  vein  is  shown  by  the  marked 
venous  dilatation,  not  merely  below  the  tumour — which  might  be 
caused  by  pressure  only — but  over  and  above  it,  by  the  very  marked 
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thrill  and  {rulsation  in  the  veins,  and  hy  the  peeiiliJ&r  chmriflliar  tnd 
inttuisity  of  i\w  Unnt  timt  is  developed. 

Treatiiif'iil.^Varicoae  aiieun*j«n  should,  whenever  potmbl«^  be 
submitted  to  active  treatment  for  the  cure  of  the  aneiur^^iim.  Ta 
leave  it  alone»  or  to  he  content  with  merely  protecting  Uie  pftrt  hf  t 
supporting  bandage,  is  to  exp^jse  the  patient  to  all  t^e  dangera  ol  an 
untreated  iineurysuL  Tlie  uiOHt  successful  form  of  comprBenoo  bai 
lieen  di|riial  pi'eHHure  of  the  artery  on  the  proximal  aJde»  oonifaiMd 
with  local  pi^»Httiire  over  the  communication  lietween  the  aiieiifyiiii 
and  the  vein»  Wherever  it  can  Ije  C4irrie€i  out,  this  plan  ehould  be 
tried.  If  it  fails,  or  if  the  fa»e  is  urgent  from  rapid  extension  of  the 
aneurysm,  the  8ac  should  be  excised  and  all  the  yesaels  coniuiiuU' 
eating  with  it  carefully  tied.  To  do  thiij,  the  limb  should  be  rcfidtfrvd 
bloodlesii  by  Es march's  banda>?e  uiid  a  tourniquet.  The  dilnted  vetii 
is  first  exposed  and  a  double  ligature  placed  upon  it.  The  sac  of  the 
aiieur}'srn  is  then  carefully  cleared  and  traced  down  to  the  artery 
with  which  it  conimunicatea ;  a  double  ligature  is  placed  on  tliia 
Teasel  and  the  sac  removed.  The  Hunterian  ojieration  has  eueeeeded 
in  these  cases,  but  the  **  old  **  operation  is  to  be  preferred  whi^^%'er  ti 
can  be  carried  out  sii tiaf acton  ly, 

ANEURYSMS   OF    PARTICITLAK   ARTERlEa 

Having  considered  the  pathological  and  clinical  features  of 
rj'snis  in  general^  without  regard  to  locality,  we  must  now  study  tliefll' 
from  a  local  point  of  view,  and  try  t^  notice  the  special   featuroa  ol 
aneurysms  as  they  occur  in  connection  with  particular  arteries, 

Aneasrysm  of  the  thoracic  aorta.— The  aorta  ia  the  moei 

fi-equfnt  seat  **(  uneuryAm^  and  thi?  disease  is  met  with  in  evepj  pftft 
of  the  vessel,  but  most  often  in  the  arch»  particularly  on  tlie  right 
Hide  of  the  ascending  portion,  and  least  often  ui  the  abdoniiniil  aortA. 
All  the  forms  of  spontaneous  aneurysm  are  met  with  in  tlie  aortA. 
Fusiform  aneur}^ni  is  veiy  common,  and  the  enlarged  artifty  iiuiy 
reach  a  great  size.  Sacculated  aneurj^sm  occurs  without  lUiy  diUta- 
tion  of  the  entire  cii'cuniference  of  the  artery,  but  moi-e  oftim  m  m 
pouch  or  sac  projecting  from  a  fusiform  aneurysm  ;  and  it  is  IbeM 
cases  that  attain  the  greatest  size,  and  also,  as  a  rule^  give  rise  to  ihe 
most  marked  symptoms.  A  sacculated  aneurysm  clone  above  (he 
valves  is  a  very  dangerous  form,  owing  to  its  grciat  liability  ta 
ruj»ture  into  the  pericardium  or  heart.  Dissecting  aneurysm  occurs 
more  often  in  the  aorta  than  elsewhere,  but  is  so  rare  as  to  bs  m 
pathological  curiosity. 

The  si|nif«  of  nortir  iiueiiry%iii  vary  considerably,  for  the 
tumour  may  involve  any  part  of  tht'  vesnet,  and  grow  in  any  direo* 
tion,  and  the  sympt4>mii  and  whole  course  of  Uie  di^e»»ie  Imj^gely 
depend  upon  thiii  factor.  The  whole  artery  in  ho  deejdy  placed  thai  im 
aueuryMUi  i>f  it  may  form  no  o\)vious  tumour,  and  although  the 
is  in  reflation  with  many  most  importAUt  parts  it  may  be  so  |}laoeil 
to  avoid  iiyuiious  pif^^ure  on  any  of  then).     It  tlmrefors 
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that  an  aortic  aneurysm  may  be  present  without  giving  rise  to  any 
symptoms  by  which  a  diagnosis  can  be  arrived  at,  and  may  even  run 
its  course  to  fatal  rupture  without  its  presence  having  been  suspected. 

The  tumour  reveals  its  presence  by  its  pressure  effects  in  the 
chest,  by  an  abnormal  area  of  dulness  to  percussion,  and  by  localised 
swelling.  The  swelling  is  found  most  often  on  the  right  side  of  the 
sternum,  at  first  displacing  forwards  the  structures  of  the  chest  wall, 
but  often  absorbing  the  bone,  and  forming  a  tumour  superficial  to 
the  sternum.  In  connection  with  the  transverse  part  of  the  arch  the 
tumour  may  rise  up  into  the  neck  at  the  suprasternal  notch.  Aneu- 
rysm of  the  descending  aorta  pi^ojects — if  at  all — posteriorly  in 
the  thoracic  region,  on  the  left  of  the  spina  Puhation  may  be 
felt  over  an  aneurysm  in  the  chest  before  any  bulging  of  the  wall 
has  occurred,  and  is  a  very  important  sign.  Bruits  of  various 
kinds  are  heard  over  aortic  aneurysms.  They  may  be  systolic, 
diastolic,  or  both,  soft  or  harsh,  blowing,  musical  or  rasping,  and 
there  may  be  an  entire  absence  of  all  bruit.  In  some  cases  the 
heart-sounds  are  heard  with  marked  intensity  all  over  the  aneu- 
rysm ;  and  in  the  absence  of  the  more  definite  signs,  this  may  be  an 
important  sign  of  aneurysmal  dilatation  of  the  first  part  of  the  arch. 
In  aneurysms  of  the  descending  aorta  the  bruits  are  heard  at  the 
back,  especially  on  the  left  side  of  the  spine.  In  some  cases  a  marked 
thrill  is  present  in  the  tumour.  The  pulse  may  afford  valuable  indi- 
cations, or  none  at  all.  It  may  be  lost  in  certain  arteries — as  either 
carotid  or  subclavian — from  the  aneurysm  compressing  the  origin  of 
these  vessels.  In  other  cases  there  is  a  marked  difference  in  the 
fulness  and  force  of  the  pulse  in  the  arteries  on  the  proximal  and 
distal  side  of  the  aneurysm,  and  the  sphygmograph  may  make  this 
effect  very  plain. 

The  pressure  effects  of  aortic  aneurysm  vary  with  the  position, 
size,  and  rapidity  of  growth  of  the  tumour.  The  most  constant  is 
pain,  which  may  be  of  at  least  three  kinds  :  a  sense  of  weight  or 
constriction,  or  a  dull  aching  pain  at  the  seat  of  the  aneurysm ;  a 
deep  boring  or  burning  pain  when  the  aneurysm  is  pressing  upon 
bone  and  causing  its  absorption ;  and  intercostal  neuralgia,  a  lanc- 
inating pain  referred  to  the  area  of  distribution  of  compressed  spinal 
nerves.  Displacement  of  tlie  heart  is  a  very  common  effect  of  a 
thoracic  aneurysm  :  usually  the  heart  is  pushed  downwards,  and  to  the 
left ;  but  an  aneurysm  of  the  descending  aorta  may  push  it  forwards. 
Pressure  on  the  pulmonary  artery  may  lead  to  serious  dyspnoea  and 
cyanosis  from  imperfect  aeration  of  the  blood,  and  to  dropsy  and 
the  other  results  of  obsti^uction  to  the  emptying  of  the  right  heart. 
Pressure  on  the  great  systemic  veins — the  vena  cava  or  either  innomi- 
nate vein — causes  cyanosis,  venous  distension  and  oedema  of  the 
areas  drained  by  them.  Pressure  on  the  pulmonary  veins  causes 
general  cyanosis,  dyspnoea  and  the  signs  of  pulmonary  congestion. 
The  trachea^  either  bronchus  or  the  lung,  may  be  compressed  and 
cause  grave  dyspnoea  and  interference  with  the  function  of  one 
or  both  lungs.     Pressure  on  the  asopliagus  causes  dysphagia,  more 
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or  less  comjilete,  ayid  compression  of  the  thoracic  duct  leads  vi 
rapid  euiaciation  and'chylous  ascitea  Pressure  upon  the  left  inferior 
laryngeal  nerve  as  it  courses  round  the  aorta  quickly  causes  abducUir 
paralysis,  the  vocal  cord  is  drawn  into  the  position  of  phonation  br 
the  unopposed  adductors  and  the  voice  is  unaffected.  With  increaaed 
pressure  the  adductor  muscles  are  paralysed,  the  cord  is  motionleM 
in  the  cadaveric  position,  and  the  voice  is  hoarse.     Pressure  on  the 

vagus  nerve  may  cause  reflfoc 
spasm  of  the  opposite  vocal 
cord,  grave  disturbance  of  the 
heart's  action,  or  even  its  ar- 
rest in  diastole,  and  dyspnflea. 
Pressure   upon    the   phrenic 
nerve  pai^lyses  the  diaphragm 
on  the  same  side.      An  an- 
eurysm eroding  the  ^ineand 
compressing  the  spinal  cord  oe 
c  nertTe^causespain^anspsthesia, 
and  paralysis.     In  the  case  of 
aueuiysm  of  the  transverse  part 
<  if  the  arch,  if  the  patient  throvs 
hid  head  back  and    the   surgeon 
s*^izes  his  larynx  and  gently  draw* 
it  up,  he  will  be  conscious  of  a 
Ht-nsation  of  pulling   downwards 
of  the  trachea  with  each  beat  of 
the  heart     This  has  been  called 
tlie  tracheal  tug  :  it  indicates  that 
the     body    pressing     upon    the 
ttHchea   in   the   chest  is^  moved 
with  each  beat  of  the  heart 

Course  and  teraUnatto««. 
— Aortic  aneur}'8m  may  run  a 
t-apid  course  «and  be  quickly 
fatal,  or  its  course  may  be  alow 
and  insidious  and  extend  over 
years.  The  progress  depends  first 
upon  the  nature  of  the  anearrsiii 
— sacculated  being  much  more 
rapid  and  dangerous  than  fosd- 
forra  ;  then  upon  its  position  and  direction  of  growth — anearysiiM 
within  the  pericardium  and  those  on  the  concavity  of  the  arch  are 
the  most  serious ;  upon  the  size  and  disposition  of  the  mouth  of  the 
aneurysm,  the  force  of  the  heart,  and  upon  the  habits,  occupatioD, 
and  temperament  of  the  patient  Patients  have  been  known  to  live 
for  some  years  with  aneurysms  projecting  through  their  chest  walh. 
An  aortic  aneuiysm  never  becomes  truly  cured  :  but  gieat  and 
lasting  improvement  may  take  place  either  spontaneously  or  as  the 
result  of  treatment,  from  the  deposit  of    clot   within  the  sac  and 


Fig.  184.— Aoeurysm  of  the  Arch  of  the 
Aorta  conimunicatiug  with  tie  Palmo> 
uary  Artery.  (From  a  specimen  in  the 
Brompton  Hospital  Museum.) 

A,  Aneury^ni ;  b.  pulrannary  artery  laid  open  ; 
(\  coniinunitation  between  aneurysm  aud 
puIn)ouar>'  artery. 
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itti  partial  organisation  ;  but  as  the  artery  from  which  the  aneurysm 
springs  does  not  become  obliterated,  such  an  aneurysm,  however 
solid,  is  not  really  cured,  and  subsequent  growth  may  and  often 
does  occur.  Aortic  aneurysm  causes  death  in  many  ways.  The 
sac  may  rupture  into  the  pericardium,  heart,  pleura^  mediastinum, 
trachea,  bronchus,  oesophagus,  spinal  canal,  or  externally.  Fatal 
syncope  may  occur  from  obstruction  to  a  coronary  artery,  or 
&om  the  weight  of  blood  aliove  the  aortic  valves.  Death  may  be 
due  to  interference  with  the  circulation  by  pressure  upon  or  com- 
munication with  the  pulmonary  artery  (Fig.  184),  or  pressure  on 
the  pulmonary  or  systemic  veins;  or  to  the  respiratory  difficulty 
causeii  by  pressure  on  the  trachea,  bronchus  or  lung,  laryngeal 
paralysis,  bronchitis,  and  pneumonia.  Cerebral  embolism  is  yet 
another  cause  of  death.  In  many  cases  aortic  aneurysm  is  com- 
plicated with  valvular  disease  of  the  heart,  and  this  is  another  factor 
in  the  fatal  termination  of  such  cases.  Great  dilatation  of  the 
ascending  portion  of  the  aortic  arch  often  leads  to  incompetence 
of  the  aortic  valve. 

Treatment* — The  treatment  of  aortic  aneurysm  is  palliative 
only :  it  cannot,  so  far  as  our  knowledge  goes  at  present,  be  curative ; 
but  yet  it  may  be  so  far  successful  that  the  patients  may  be  able  to 
resume  active  work  for  a  few  years.  The  constitutional  treatment 
for  aneur3rsm  described  on  page  609  should  be  carried  out  with  the 
utmost  care  and  attention  to  detail.  Absolute  rest  should  be  en- 
joined, the  heart's  action,  if  excited,  should  be  calmed,  and  a  care- 
fully-regulated diet  prescribed.  Large  doses  of  iodide  of  potassium 
may  be  useful  and,  in  cases  of  syphilis,  should  always  be  given. 
Under  this  treatment,  continued  for  some  time  and  then  most 
cautiously  relaxed,  great  improvement  may  be  obtained;  but  as 
the  aneurysm  in  every  case  still  exists,  such  patients  should  care- 
fully avoid  effort,  strain,  excitement,  and  all  conditions  tending  to 
raise  the  arterial  tension. 

Of  surgical  measures,  electrolysis  and  acupuncture  have  been  the 
most  successful.  They  can  only  l>e  employed  when  the  aneurysm  is 
pressing  against  or  bulging  through  the  surface,  and  it  Ls  in  saccu- 
lated aneurysms  with  small  orifices  and  without  large  branches  open 
ing  out  of  the  sac  that  the  best  results  have  been  obtained.  In 
employing  electrolysis  it  is  best  to  use  steel  needlas  connected  with 
the  positive  pole  only,  a  large  negative  electrode  being  placed  on  the 
back.  A  current  gradually  increased  up  to  40  or  50  milliamp^res  is 
to  be  employed  for  20  to  30  minutes,  and  repeatexl  if  necessary  at 
intervals  of  seven  to  ten  days.  If  acupuncture  is  employed 
Mace  wen's  method  should  be  followed,  the  number  of  needles  used 
and  the  frequency  with  which  they  are  inti*oduced  varying  with  the 
nature  of  the  case.  By  either  of  these  plans  a  clot  may  be  formed 
which  may  arrest  the  growth  of  the  aneurysm  and  avert  immediate 
danger  and  relieve  pain.  But  the  clot  may  become  organised  and 
greatly  strengthen  the  sac,  and  in  some  very  favourable  cases  a 
pouch  of  the  aneurysm  may  in  this  way  be  obliterated. 
L  L 
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The  introduction  of  wire  into  the  sac  has  also  been  practiiied, 
but  not  with  such  success  as  to  justify  its  use.  It  has  aldo  been 
suggested  that  after  introducing  a  coil  of  wire  into  the  aneumm, 
it  should  be  connected  with  the  positive  pole  of  a  battery ;  in  this 
way  the  effect  of  the  wire  would  be  supplemented  by  the  coogaUtiii| 
effect  of  the  electricity  and  of  the  chloride  of  iron  it  produces. 

The  distal  ligatnre 
has  also  been  practiwd, 
and  with  occasional  suc- 
cess :  thus  one  carodd 
artery — particularly  the 
left — or  the  carotid  and 
subclavian  artery,  have 
been  tied.  These  o|iera' 
tions  are  themselves 
attended  with  consider- 
able risk ;  they  have 
sometimes  been  foUowfd 
by  aggravati<Hi  of  the 
aneurysm,  and  there  if 
neither  any  satisfsctocy 
explanation  of  the 
rationale  of  the  suooess- 
f  ul  cases,  nor  guide  is 
to  when  the  operatioii 
has  a  prospect  €i  soc- 
cess.  For  these  reanoiu 
the  distal  ligature  hae 
not  won  the  general  ac- 
ceptance of  surseons. 

Abdominal  utt- 

lygm. — Aneanrsm  may 
occur  in  any  part  of  the 
abdominal  aorta,  but  it 
has  been  most  often  met 
with  at  its  bifurcation, 
or  near  the  origin  of  the 
coeliac  axis.  The  mesen- 
teric,  hepatic,  and  splenic 
arteries  may  also  be  the 
seat  of  aneurysm.  These  aneurysms,  like  others,  may  remain 
small,  or  become  filled  with  eoagulum;  but  they  may  attain  an 
enormous  size,  and  may  rupture  into  the  peritoneum,  subperitonei] 
tissue,  stomach,  intestine,  or  pleura. 

Symptoms. — These  aneurysms  may  cause  local  discomfort 
merely,  but  if  they  erode  the  spine,  the  pain  is  severe — an  aching 
boring,  or  burning  pain  in  the  loins — while  pre«$8ure  on  the  lumbar 
plexus  may  cause  pain  in  the  scrotum  or  front  of  the  thi^  A 
strong   subjective   sense  of  epigastric   pulsation   may  be  |»ieseDt; 


Fig.  185.— Large  Anetirysm  of  the  Innominate  Artery, 
which  grew  high  up  in  the  Neck  and  caoaed  great 
Displacement  of  the  Htemom,  Clavicle  and  First 
Bib.  The  arch  of  the  aorta  is  the  seat  of  two  fusi- 
form dilatations.  (Museum,  Middlesex  HospitaL) 
A,  Clavicle  ;  a.  aneurysm  ;  c,  flret  rib;  D.  second  rib:  a,  arch 
of  aorta ;  r.  left  subclavian  artery;  o.  right  subclarlan 
Artery ;  h,  ^nnoniinat^  artery ;  i,  left  carotid  artery ; 
K,  rUht  carotid  artery ;  l,  Hterniini. 
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preasure  upon  the  bowel  may  cau»e  signs  of  obstruction;  jaundice, 
vomiting,  and  albuminuria  are  other  symptoms  that  may  be  observed  ; 
serious  compression  of  the  inferior  vena  cava  very  rarely  occurs. 

The  diagnosis  may  be  a  matter  of  considerable  difficulty  and 
the  complete  relaxation  of  the  abdominal  muscles  by  means  of  an 
anesthetic  is  a  great  help  in  arriving  at  it.  A  pulsating  aorta  is 
often  observed  in  anaemic  women,  who  at  the  same  time  suffer  from 
dyspepsia.  This  condition  is  distinguished  from  aneurysm  by  noticing 
the  absence  of  all  tumour,  that  the  pulsation  can  be  traced  along 
the  line  of  the  artery,  that  there  is  no  aneurysmal  bruit,  and 
that  when  the  patient  lies  on  her  hands  and  knees,  with  the 
abdominal  walls  relaxed,  the  hand  laid  gently  over  the  part  does  not 
detect  any  pulsation.  Ftecal  accumulations  over  the  aorta,  and 
malignant  growths  of  the  pylorus,  pancreas,  or  spine  are  other  con- 
ditions that  may  simidate  aneurysm. 

Treatment* — In  all  cases  a  prolonged  and  careful  trial  of 
constitutional  measures  only  should  be  made ;  this  alone  may  be 
successfuL  If  it  fails,  and  the  aneurysm  is  so  placed  that  the  pad  of 
a  tourniquet  can  be  insinuated  above  it  and  over  the  aorta,  proximal 
compression  of  this  artery  continued  for  several  hours,  and  with  the 
patient  under  the  influence  of  an  ansesthetic,  should  be  tried ;  this 
treatment  has  been  fairly  successful.  Distal  compression  of  the 
abdominal  aorta  has  not  been  practised  with  success. 

Anenrysm  of  the  innominate  artery. — Innominate  aneurysm 

is  always  spontaneous  ;  it  may  be  either  fusiform  or  sacculated,  and 
may  affect  any  part  or  the  whole  of  the  artery ;  aneurysm  of  the 
origin  of  the  artery  is  always  associated  with  dilatation  of  the  arch 
of  the  aorta. 

Symptoms*— The  tumour  may  not  project  at  all  and  merely  give 
rise  to  dulness  over  the  sternum  and  beneath  the  inner  end  of  the 
clavicle  ;  projection  of  the  aneurysm  is  usually  first  observed  behind 
the  sternal  origin  of  the  sterno-mastoid  muscle,  and  as  the  tumour 
grows  it  displaces  this  muscle,  or  the  sternum  and  clavicle,  or  the 
trachea.  As  the  tumour  increases  in  size  it  may  grow  upwards  into 
the  neck  over  the  carotid  artery,  where  it  has  been  known  to 
reach  as  high  as  the  cricoid  cartilage,  or  backwards  and  inwards 
towards  the  trachea  and  spine,  or  outwards  along  the  subclavian 
artery  (Fig.  185).  Pouches  of  the  sac  may  extend  in  several 
or  all  of  these  directions,  but  growth  outwards  is  most  common. 
On  auscultation  over  the  tumour  no  bruit  may  l)e  heard,  but  the 
heart's  sounds  may  be  very  plainly  audible. 

The  special  symptoms  of  the  aneurysm  are  alteration  of  the  pulse  in 
the  radial  and  branches  of  the  external  carotid  artery  on  the  right  side, 
dyspncea,  stridor,  and  alteration  of  the  voice,  dysphagia,  cyanosis, 
and  oedema  of  the  right  hand  and  arm,  and  of  the  right  side  of  the 
face,  head,  and  neck ;  the  oedema  may  extend  to  the  left  side  of  the 
face  also.  The  patient  often  experiences  pain  down  the  right  ami, 
and  weakness  in  it,  from  pressure  upon  the  brachial  plexus,  and 
shooting  pains  in  the  head  and  neck  from  irritation  of  the  superficial 
L  l2 
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cervical  plexus.  Coinpression  of  the  sympathetic  trunk  may  lead  to 
dilatation  of  the  arteries  of  the  same  side  of  the  head  and  face,  with 
abundant  sweating,  and  contracted  pupil.  Spontaneous  cure  hu 
l>een  noted  in  one  case  only;  the  disease  generally  proves  hial 
death  being  due  to  asphyxia  from  pressure^  or  to  rupture  of  the 
aneurysm,  either  externally  or  into  the  trachea,  oesophagus,  or  long. 

Treatment*— Careful  constitutional  treatment  should  first  lie 
well  tried,  and  digital  compression  of  the  right  common  carotid 
artery  may  be  combined  with  it.  If  these  means  fail,  Himultaneuas 
ligature  of  the  right  common  carotid  and  subclavian  arteries  ahooU 
be  practised.  It  does  not  suffice  to  tie  one  of  the  trunks,  for  the 
free  current  of  blood  still  flowing  through  the  parent  vessel  prevent* 
cure  of  the  aneurysm ;  even  when  both  are  tied,  the  flow  of  blood  to 
the  branches  of  the  first  part  of  the  subclavian  artery  nuiy  he 
sufficient  to  prevent  occlusion  of  the  artery  and  cure  of  the 
aneurysm. 

Should  the  size  of  the  aneurysm  prevent  the  ligature  of  one  ur 
both  of  these  arteries,  or  the  operation  fail  to  cure,  electrolysis  and 
acupuncture  are  the  only  other  means  at  the  disposal  of  the  surgeon. 

Diagnosis  of  aneurysms  at  the  root  of  the  necfc.—A 

tumour  at  the  root  of  the  neck  having  been  recognised  as  an 
aneurysm,  it  is  often  a  matter  of  great  difficulty  to  determine 
exactly  what  artery,  or  part  of  artery,  it  Is  connected  with.  Atten- 
tion to  the  following  points,  will,  however,  generally  lead  to  a 
correct  diagnosis. 

(1)  Apparent  orig^nm— An  (uyrtic  aneurysm  is  often  detected 
within  the  chest  l)efore  it  appears  at  the  root  of  the  neck,  and 
generally  extends  farther  into  the  mediastinum  than  an  innominate 
aneurysm ;  its  first  appearance  in  the  neck  may  exactly  resemble 
that  of  an  innominate  or  carotid  aneurysm ;  an  aneurysm  of  the 
second  part  of  the  arch  may  project  immediately  above  the 
epistemal  notch.  An  innomiiuUe  aneurysm  appears  first  behind  and 
alx)ve  the  inner  end  of  the  right  clavicle,  and  fills  up  the  hollow 
between  the  two  heads  of  the  sterno-mastoid  muscle.  A  carotid 
aneiirystn  bulges  forwards  beneath  the  inner  head  of  the  stemo- 
inastoid.  A  subclavian  aneurysm  appears  first  in  the  posterior 
triangle,  or  beneath  the  outer  head  of  the  sterno-mastoid  muscle. 

(2)  Direction  of  Kroi¥th«— An  aortic  aneurysm  may  extend  in 
any  direction,  especially  within  the  chest ;  the  detection  of  a 
considerable  tumour  within  the  thorax  renders  the  diagnosis  clear. 
An  innoiniiuife  aneurysm  may  be  of  a  globular  shape  and  project 
forwards,  or  it  may  extend  along  eitlier  of  its  branches.  A  carotid 
aneurysm  grows  up  the  neck  along  the  sterno-mastoid,  while  a 
snhclavinn  (oieurysm  usually  extends  horizontally  along  ^he  upper 
l>order  of  the  chivicle. 

(3)  Limit**.— No  lower  limit  can  ever  l>e  felt  to  an  aortic  or 
innomiiutfe  aneurysm,  but  the  finger  can  often  be  dipped  down  below 
a  carotid  aneurysm,  or  t^)  the  inner  side  of  a  subclavian  tumour. 

(4)  Pr<Hi»ure  eflects*— The  pressure  signs  are  very  similar  in 
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the  different  cases.  Pressure  on  the  left  recurrent  laryngeal  nerve 
would  distinguish  an  aortic  aneurysm  from  one  situated  on  the  right 
vessels  ;  pressure  on  the  right  nerve  in  a  like  manner  excludes  an 
aortic  aneurysm.  Pressure  on  the  left  innominate  vein  indicates 
aortic  aneurysm  rather  than  innominate ;  compression  of  the  internal 
jugular  or  subclavian  vein  only,  points  to  carotid  or  subclavian 
aneurysm-     A  "  tracheal  tug  "  indicates  an  aneurysm  of  the  aorta. 

(5)  The  pulse  in  the  branches  of  the  great  arteries  is,  perhaps, 
the  most  useful  sign  of  alL  Where  the  pulse  in  the  two  radial 
arteries  is  exactly  similar,  it  shows  that  the  aneurysm  is  aortic,  either 
on  the  proximal  side  of  the  innominate  artery  or  the  distal  side  of 
the  left  subclavian  :  the  sphygmograph  may  show  the  dicrotic  wave 
and  percussion  stroke  lost.  If,  however,  the  left  radial  pulse  is 
"  aneurysmal  *'  and  the  right  is  normal,  it  points  to  an  aneurysm 
either  of  the  transverse  part  of  the  arch  beyond  the  origin  of  the  in- 
nominate trunk,  or  of  the  left  subclavian  artery,  and  the  condition 
of  the  pulse  in  the  branches  of  the  left  carotid  arter}'  s^ill  determine 
this  point  When  the  right  radial  and  carotid  pulses  are  aneu- 
ry?*mal,  and  the  left  are  nonnal,  it  indicates  an  innominate  aneurysm  ; 
where,  of  these,  only  one  is  aneurysmal,  it  shows  an  aneurysm  of 
the  corresponding  branch.  It  must  be  carefully  remembered  that 
the  pulse  may  be  lost  in  an  artery  by  the  siic  of  an  aneurysm  of  a 
neighbouring  trunk  compressing  it,  or  occluding  it  by  displacement 
or  by  a  plug  of  clot.  The  special  aneurysmal  pulse,  and  not  the  loss 
of  pulsation,  is  the  guide  to  diagnosis. 

Aneurysms  of  the   carotid  arteries.— Aneurysm   of  the 

common  carotid  artery  is  nearly  always  "spontaneous"  in  origin, 
for  wounds  of  the  artery  are  generally  fatal — those  that  are 
recovered  from  are  frequently  associaUni  with  wound  of  the?  jugular 
vein.  It  occurs  more  commonly  in  women  than  any  other  external 
aneurysm.  The  favourite  seat  of  the  aneurysm  is  at  the  bifurcation 
of  the  trunk  and  the  next  most  frequent  spot  is  at  the  origin  of  the 
right  artery :  the  thoracic  portion  of  the  left  artery  appears  to  be 
exempt. 

Sjmiptoiilft.— Commencing  as  a  small  tumour,  the  aneurysm  may 
gn»w  very  slowly,  and  remain  unaltered  for  years,  or  it  may  more 
quickly  attain  a  large  size  and  fill  up  the  neck  from  the  chin  to  the 
sternum.  In  addition  to  the  usual  signs  of  aneurysm,  there  may  be 
great  dyspnoea  with  frequent  spasmodic  cough,  which  may  end  in 
asphyxia,  hoarseness  and  loss  of  voice,  dysphagia,  tinnitus  aurumy 
dimness  or  loss  of  sight,  contracted  pupil,  giddiness,  stupor,  hyj)er- 
sesthesia  of  the  scalp,  and  a  sense  of  pulsation  n*ferre<l  to  the  whole 
of  the  same  side  of  the  head.  These  sympt<mis  are  the  result  of 
pressure  upon  the  larynx,  trachea,  pharynx,  cjesophagus,  recurrent 
lamygeal  and  sympathetic  nerves,  or  of  interference  with  the  cir- 
culation in  the  brain.  Spontaneous  cure  has  been  known  to  occur ; 
more  often  the  aneurysm  ruptures  externally  or  into  the  tnu'heii, 
larynx,  or  oesophagus,  with  rapidly  fatiil  hemorrhage.  Cerebral 
embolism  is  another  danger. 
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The  diagrnosls  of  carotid  aneurysm  often  presents  great  difficul- 
ties, and  many  mistakes  have  been  made.  Tuiiiourt  of  the  thyroid 
glaiid  are  distinguished  by  rising  and  falling  with  the  trmchea  daring 
deglutition,  by  their  fixedness  on  the  inner  side,  often  by  the 
implication  of  the  isthmus,  and  by  their  mobility  over  the  carotid 
artery.  Lymphatic  glandular  tumours  are  globular,  ovoid,  or 
lobulated  in  outline,  often  multiple,  and  generally  incompressibie 
and  freely  movable  away  from  the  artery.  When  the  artery  pasaes 
through  the  middle  of  the  tumour  it  may  be  somewhat  compressible, 
and  it  is  not  movable  over  the  vessel ;  in  such  a  case  the  outline  of 
the  swelling,  its  history,  the  presence  of  other  enlarged  glands,  and 
of  some  obvious  cause  for  the  swelling — one  or  all  of  these— clear  up 
the  diagnosis. 

A  cyst  under  the  stemo-mastoid  muscle  may  polaate  from  iti 
close  proximity  to  the  artery,  and  if  the  cyst  is  flaccid  and  folded 
round  the  artery,  there  may  be  slight  expansile  pulsation  in  it. 
The  history  of  the  case,  the  irreducibility  of  the  tumour,  the  Uti 
that  compression  of  the  carotid  artery  below  the  tumour  does  not 
affect  its  size  or  tension,  distinguish  it  from  aneuryam.  In  some 
cases  when  the  stemo-mastoid  muscle  is  relaxed,  the  cyst  can  be 
lifted  away  from  the  artery  and  then  its  pulsation  is  lost^ 

Abscess  over  the  artery  is  distinguished  by  the  usual  signs  of  in- 
flammation, by  obvious  fluctuation,  and  by  the  irreducibility  of  the 
swelling  when  the  artery  below  is  compressed  ;  the  special  features 
of  the  aneurysmal  pulsation  and  bruit  are  also  absent.  When  the 
artery  has  opened  into  an  abscess  cavity,  the  diagnosis  is  more 
diflicult;  the  signs  of  inflammation  and  the  absence  of  a  clearly 
defined  outline  of  the  swelling,  as  well  as  of  many  of  the  other  lead- 
ing signs  of  aneurysm,  are  the  chief  points  to  be  noted.  Varix 
of  the  internal  jugular  vein  is  a  soft  compressible  swelling,  whidi 
shrinks  during  deep  inspiration  and  becomes  fuller  when  ezpiratoiT 
efforts  are  miide ;  the  pulsation  in  it  is  transmitted  and  is  not  truly 
expansile.  Ot?ier  solid  tumours,  fatty  or  sarcomatous,  must  be  di>- 
tinguislied  by  their  outline,  mode  of  growth,  mobility  upon  the 
artery,  fixity  in  some  cases  to  other  structures,  and  bj  their  in- 
compressibility  and  the  al^sence  of  the  other  signs  of  aneuiysm. 

Treatment*— Whenever  practicable,  digital  compression  below 
the  aneurysm  should  be  tried,  as  it  has  been  attended  with  a  gooii 
deal  of  success ;  if  possible,  the  artery  should  be  controlled  by 
pressure  against  the  transverse  process  of  the  sixth  cervical  vertebn 
without  pressure  upon  the  vagus  nerve.  Ligature  of  the  arteiy, 
either  below  or  above  the  aneurysm,  is  the  other  chief  means  of 
cure;  the  proximal  ligature  is  to  be  preferred  in  all  cases  wher? 
there  is  room  to  apply  the  thread  between  the  tumour  and  the 
sternum.  This  operation  is  attended  with  risk.  Its  chief  danger 
is  cerebrjil  anaemia  followed  by  white  softening,  or  by  the  paMsive 
congestion  which  may  follow  the  ligature  of  an  artery  in  any  situa- 
tion. An  abscess  may  develop  in  the  anaf»mic  area.  Immediatdv 
on  tightening  the  ligature  there  may  be  syncope,  dimness  of  si^t. 


CAROTID  ANEURYSM.  647 

tinnitus,  and  giddiness ;  and  if  softening  occurs,  hemiplegia  ensues, 
and  there  may  be  convulsions,  and  death  often  results. 

Pulmonary  congestion  is  another  frequent  complication  and  it 
is  liable  to  run  on  to  hypostatic  pneumonia.  The  interference 
with  the  circulation  in  the  brain  and  medulla  caused  by  the 
operation  is  the  probable  explanation  of  this  occurrence.  It  is 
noteworthy  that  the  effects  of  sudden  closure  of  the  carotid  artery 
are  much  more  grave  than  when  the  obstruction  is  gradual.  A 
patient  has  even  lived  for  some  time  after  gradual  ob^ruction  of 
both  carotid  and  both  vertebral  arteries.  Simultaneous  ligature  of 
both  carotids  is  always  fatal  from  cerebral  anaemia  and  coma,  but 
if  an  interval  of  two  or  three  weeks  is  left  between  the  ligature 
of  the  two  vessels,  the  danger  of  cerebral  disease  is  not  greater  than 
if  one  only  is  tied. 

Suppuration  around  the  sac  of  the  aneurysm  may  follow  ligature 
of  the  artery,  either  from  the  sudden  solidification  of  the  tumour^  or, 
more  probably,  from  wound  infection.  The  pus  shoidd  be  evacuated 
by  an  early  free  incision,  and  if  haemorrhage  occurs  the  sac  must  be 
laid  open  and  the  ends  of  the  artery  tied.  Manipulation  or  the  in- 
troduction of  foreign  bodies  should  never  be  practised  in  carotid 
aneurysm  on  account  of  the  great  danger  of  cerebral  embolism. 

Aneurysm  of  tlie  Internal  carotid  artery  in  the  neck  is 
rare  ;  it  has  a  great  tendency  to  b\ilge  into  the  pharynx  and  even  to 
simulate  an  abscess  in  the  tonsil  It  should  be  treated  by  digital 
compression  or  ligature  of  the  common  carotid  artery. 

Aneurysm  of  tlie  external  carotid  artery  may,  by  pres- 
sure upon  the  hypoglossal  nerve,  cause  paralysis  of  the  same  side  of  the 
tongue.  If  digital  compression  of  the  conmion  carotid  artery  is  not 
successful,  a  ligature  may  be  placed  upon  the  external  carotid 
artery  below  the  aneurysm,  and  only  if  the  tumour  arises  too  low 
for  this  to  be  possible  should  the  common  carotid  artery  be  tied. 
Recurrent  pulsation  is  very  apt  to  occur,  owing  to  the  free 
anastomoses  of  the  many  branches  arising  close  together  from  the 
artery.  For  this,  if  rest  and  careful  direct  pressure  fail,  the 
branches  communicating  with  the  aneur3rsm  should  be  tied.  If  the 
tumour  is  small,  or  of  moderate  size,  its  excision  may  be  undertaken 
at  first,  instead  of  the  proximal  ligature. 

Aneurysmal  irarlx  In  tlie  neck  is  usually  the  result  of  sabre 
cuts  and  stabs,  in  which  the  weapon  has  passed  through  a  vein  into 
an  artery.  A  case  is  recorded,  however,  in  which  a  communication 
between  the  common  carotid  artery  and  internal  jugular  vein  arose 
spontaneously.  The  vessels  involved  may  be,  in  order  of  frequency: 
(1)  The  common  carotid  artery  and  the  internal  jugular  vein  ;  (2) 
the  internal  carotid  artery  and  the  internal  jugular  vein  ;  (3)  the 
common  carotid  artery  and  the  subclavian  vein ;  and  (4)  the  external 
carotid  artery  and  the  internal  jugular  vein. 

Immediately  after  the  injury  there  is  a  great  effusion  of  blood 
in  the  cellular  tissue  of  the  whole  side  of  the  neck,  and  this  may 
be  so  great  as  to  threaten  asphyxia;  when  this  is  absorbed,  the 
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characteristic  symptoms  of  the  aneurysmal  varix  manifest  themsdres. 
The  patients  are  liable  to  headache,  giddiness,  and  other  signs  of  cere- 
bral congestion,  and  also  to  palpitation,  which  it  is  believed  may  arift* 
from  the  presence  of  arterial  blood  in  the  right  side  of  the  heart 
The  bruit  may  be  so  loud  as  even  to  interfere  with  the  patient's 
sleep.  Only  palliative  treatment  has  been  adopted  for  these  cawR : 
when  the  common  or  internal  carotid  artery  is  implicated,  operati<m 
is  not,  as  a  rule,  indicated  ;  if  the  symptoms  are  very  marked  and 
annoying,  a  ligature  may  be  placed  on  the  artery  above  and  below 
the  communication  with  the  vein ;  but  if  in  any  case  the  surgeon 
can  satisfy  himself  that  the  artery  involved  is  the  external  carotid, 
this  artery  should  be  tied  above  and  below  the  communication  widi 
the  vein.  The  cerebral  congestion,  when  severe,  may  be  relieved 
by  leeches. 

A  case  of  varicose  aneurysm  of  the  internal  carotid  artery  ckwe 
to  the  skull  has  been  recorded ;  the  appropriate  treatment  for  sad) 
a  condition  is  ligature  of  the  artery  lower  down  in  the  neck. 

Traumatic  aneurysm,  of  the  temporal  artery  may  result  from 
accidental  wounds,  or  after  arteriotomy.  The  best  treatment  i» 
excision  of  the  aneurysm. 

Intracranial  aneurysm. — The  miliary  aneurysms  on  the 
arteries  in  the  substatice  of  the  brain,  which  are  always  to  be  found  in 
cases  of  cerebral  haemorrhage,  are  met  with  almost  exclusively  in  the 
latter  half  of  life,  and  may  be  regarded  as  the  result  of  arterial  de- 
generation. The  aneurysms  which  are  met  with  in  the  arteries  at 
the  base  of  the  brain  are  less  frequent,  but  to  the  surgeon  aiore 
important,  and  the  following  remarks  apply  exclusively  to  them. 

These  aneurysms  are  nearly  equally  frequent  in  each  decade  of 
life  after  the  first  to  the  seventh,  and  after  that  become  very  rarc!. 
They  appear  to  be  due  most  often  to  syphilis  or  embolism,  rarely  t<» 
injury  or  atheroma.  Syphilis  is  known  to  affect  the  arteries  of  the 
brain  more  often  than  other  arteries ;  the  association  of  intracranial 
aneurysm  with  valvular  disease  of  the  heart  is  also  very  marked 
The  arteries  most  often  affected  are  the  middle  cerebral,  the  basilar, 
and  the  internal  carotid.  The  aneurysms  are  generally  the  siae  of  a 
pea,  but  may  be  as  large  as  a  hazel  nut,  a  grape,  or  even  a  hen's 
egg.  Both  fusiform  and  sacculated  aneurysms  are  met  with :  a 
variable  amount  of  clot  may  be  found  in  the  sac,  and  spontaneous^ 
cure  has  l)een  known  to  occur.  Rupture  of  the  aneurysm  is  the 
most  frequent  termination,  and  the  resulting  hiemorrhage  into  the 
membranes,  brain  substance,  or  cerebral  ventricles,  causes  sudden  or 
speedy  death  ;  occasionally  the  rupture  is  small  and  the  surroonding 
parts  resistant,  and  the  htemorrhage  is  slow  and  its  eflfects  sre 
gradually  produced. 

Symptoms— In  many  cases  no  symptoms  have  been  observed 
prior  to  those  of  the  fatal  rupture.  The  most  constant  symptoms  sre 
headache  and  giddiness  ;  paralysis  may  be  induced  by  pressure  upon 
the  nerves  at  the  base  of  the  brain,  or  the  brain  itself,  and  by  care- 
fully noting  the  paralysis  the  exact  position  of  the  tumour  may  be 
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determined  ;  optic  neuritis  has  been  especially  observed  in  connection 
with  aneurysm  of  the  internal  carotid  artery.  In  some  cases  a  bruit 
is  audible  to  the  patient,  or  to  the  observer,  and  the  place  of  greatest 
intensity,  and  the  effects  upon  the  bruit,  of  compression  of  the 
carotid  artery  in  the  neck  may  enable  the  surgeon  to  determine  on 
which  series  of  vessels  the  aneurysm  is  placed  ;  aneurysm  of  the 
basilar  artery  has  been  known  to  give  a  bruit  audible  just  behind 
the  mastoid  process ;  the  bruit  of  an  aneurysm  of  the  internal 
carotid  is  arrested  by  compression  of  the  vessel  in  the  neck.  In 
some  cases  of  spontaneous  aneurysm  the  patient  gives  a  history  of  a 
sudden  pain,  or  a  sense  as  of  something  bursting  in  his  head  at  the 
outset  of  the  disease. 

Treatment. — If  the  aneurysm  be  diagnosed,  and  cannot  be 
exactly  localised,  the  only  treatment  that  can  be  pursued  is  consti- 
tutional— the  avoidance  of  all  causes  of  increased  arterial  tension, 
and,  especially  in  cases  of  syphilis,  large  doses  of  iodide  of  potassium. 
If  the  aneurysm  be  known  to  be  on  the  internal  carotid  or  middle 
cerebral  artery,  the  internal  carotid  artery  should  be  ligatured  in 
the  neck.  For  an  aneurysm  of  the  basilar  artery,  one  or  both 
vertebral  arteries  might  be  tied. 

Intra-Orbital  anearysm. — Pulsating  exophtholmoa  is  probably 
a  better  name  for  the  series  of  cases  we  are  now  to  consider,  for 
they  have  been  grouped  together  on  account  of  their  clinical 
resemblance,  and  not  their  pathological  identity. 

The  sjrmptoiiis  of  these  cases  are  more  or  less  marked  proptosis, 
with  swelling  of  the  eyelids,  congestion  and  cedema  of  tlie  conjunctiva, 
and  a  well-marked  pulsation  in  the  orbit.  Often  there  is  a  distinct 
thrill  to  be  felt,  particularly  near  the  inner  canthus,  and  on  listening 
over  the  brow  or  temple  a  loud  musical  or  whizzing  bruit  is  audible; 
the  bruit  is  heard  also  by  the  patient.  There  may  be  ocular 
paralysis,  dilated  pupil,  steamy  cornea,  and  opacity  of  the  media, 
causing  almost  entire  blindness  ;  if  the  fundus  can  be  seen,  the 
retinal  veins  are  noticed  to  be  full  and  often  pulsating,  and  the 
outline  of  the  disc  is  blurred. 

Patliolo§:y«— The  conditions  that  have  been  shown  by  careful 
dissection  to  give  rise  to  these  symptoms  are  varied.  They  include 
aneurysm  of  the  ophthalmic  artery  within  or  behind  the  orbit, 
rupture  of  a  carotid  aneurysm  into  the  cavernous  sinus,  aneurysmal 
varix — the  carotid  artery  communicating  with  the  cavernous  sinus — 
dilatation  of  the  carotid  artery  in  the  petrous  bone,  thrombosis  of 
the  cavernous  sinus,  and  compression  of  the  ophthalmic  vein  by 
inflammatory  products.  It  is  believed  that  cirsoid  aneurysm  may 
occur  in  the  orbit  as  a  congenital  affection.  Many  of  the  cases  are 
traumatic  in  origin,  arising  from  severe  injuries  to  the  head  causing 
fracture  about  the  cavernous  sinus,  or  from  punctured  wounds  of 
the  orbit.  In  the  idiopathic  cases  a  sudden  sense  of  something 
bursting  or  giving  way  behind  the  eyeball  may  usher  in  the 
symptoms. 

Course    and    dlagrnosis. — The    rapidity    with    which    the 
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symptoms  develop  varies  in  different  cases  ;  in  some  they  quickly  run 
on  to  pronounced  exophthalmos  and  blindness,  in  others  the  course 
is  slow,  and  the  symptoms  may  remain  stationary  for  years,  or  even 
abate  spontaneously. 

The  pulsation,  the  thrill,  the  loud  bruit,  and  the  effects  of 
compression  of*  the  common  carotid  artery  distinguish  this  condition 
from  a  pulsating  sarcoma  in  the  orbit,  the  only  other  liable  to 
be  confounded  with  it.  An  exact  diagnosis  of  the  cause  of  a  given 
case  of  "  orbital  aneurysm  "  is  often  difficult  and  may  be  impossible. 
If  congenital  in  origin  it  may  safely  be  regarded  as  a  cirsoid 
aneurysm ;  if  traumatic  in  origin  the  cause  is  most  probably  a  rent 
of  the  carotid  artery,  where  it  lies  in  the  cavernous  sinus— 
aneurysmal  varix.  In  the  idiopathic  cases  attention  shoald  be  paid 
to  the  histor}'  and  to  any  concomitant  affection.  A  history  of  a 
sensation  as  of  a  sudden  snap  behind  the  eye  before  any  proptosts 
or  pulsation  was  noticed  would  justify  the  diagnosis  of  aneurysm. 
The  existence  of  suppuration  in  the  ear,  nose,  face,  or  about  the 
base  of  the  skull  would  support  the  diagnosis  of  thrombosis,  and  if 
the  affection  spreads  to  the  other  orbit,  is  attended  with  fever  of  a 
remittent  type,  or  if  rigors  and  secondary  abscesses  occur,  this 
diagnosis  is  established.  Cardiac  disease  or  general  arterial  de- 
generation would  suggest  aneurysm. 

Treatment* — Prolonged  rest  in  bed  with  avoidance  of  all  car- 
diac stimulants  in  many  cases  leads  to  a  gradual  or  more  abrupt 
cure,  and  should  always  lie  carefully  tried  before  resorting  to  other 
measures.  In  addition,  an  ice-bag  may  be  applied  externally  and 
iodide  of  potassium  given  internally.  If,  in  spite  of  this  treatment, 
the  symptoms  persist,  the  internal  carotid  artery  should  be  tied  in 
the  neck,  if  there  is  reason  to  believe  that  the  condition  is  an 
aneurysm  or  an  aneurysmal  varix ;  in  such  cases  this  operation  has 
been  \  ery  successful.  For  cirsoid  aneurysm  electrolysis  may  be  uaod 
before,  or  after,  resorting  to  ligature  of  the  carotid.  Electrolysii 
has  been  successfully  adopted  in  some  other  cases.  For  infective 
throml>osis  of  the  sinus  no  surgical  measures  are  of  any  avaiL 

Aneurysm  of  the  subclavian  artery.— Subclavian  aneurrHm 

is  much  more  common  in  men  than  women,  and  on  the  right  than 
the  left  side,  and  this  is  believed  to  he  due  to  the  influence 
upon  the  artery  of  free  and  forcible  movement  of  the  shoulder  and 
of  injuries  to  the  part.  Although  strain  and  over-use  of  the  right 
arm  play  an  important  part  in  causing  spontaneous  aneurysm^  true 
traumatic  aneurysm  from  wound  of  the  artery  has  not  been  met 
with,  partly  because  the  vessel  is  so  well  protected  from  direct 
injury,  and  partly  l>ecause  the  h«morrhage  from  a  wounded  sub- 
clavian artery  is  quickly  fatal.  There  are,  however,  at  leest  two 
recorded  cas(»s  of  mieAirysmal  varix  from  stabs. 

SymptoniH. — An  aneurysm  may  arise  from  any  part  of  the 
artery,  except  the  first  part  on  the  left  side,  but  is  most  common  in 
the  third  part  of  the  artery.  It  usually  forms  a  small  tumour  about 
the  size  of  a  hen's  ^g^  in  the  clavicular  triangle,  but  it  may  be  much 
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larger,  and  bulge  forwards  the  sterno-mastoid  muscle  ;  in  other  cases 
it  grows  downwards  and  backwards  towards  the  pleura,  which  tlien 
becomes  thickened  and  adherent  to  the  lung,  and  the  lung  may  be 
incorporated  in  the  sac  of  the  aneurysm.  The  radial  pulse  on  the 
same  side  is  weakened  and  delayed  ;  there  is  often  oedema  of  the  arm, 
and  usually  distension  of  the  external  jugular  vein,  and  the  venous 
obstruction  may  even  cause  gangrene  of  the  arm.  From  pressure 
upon  the  brachial  plexus  the  patient  may  suffer  from  pain  down  the 
arm,  numbness,  or  muscular  weakness,  and  pressure  on  the  phrenic 
nerve  may  cause  spasm  or  paralysis  of  the  diaphragm.  The  aneu- 
rysm may  remain  stationary  or  progress  but  slowly ;  in  many  cases 
spontaneous  cure  has  been  accomplished ;  in  other  cases  steady 
enlargement  ending  in  rupture  of  the  sac  occurs.  The  condition 
most  likely  to  be  mistaken  for  subclavian  aneurysm  is  that  in  which 
the  artery  is  raised  over  a  cervical  rib ;  a  little  care  will  at  once 
guard  against  this  error. 

Treatment* — The  surgical  treatment  of  subclavian  aneurysm  is 
very  unsatisfactory.  In  all  cases  rest  and  constitutional  treatment 
should  be  well  and  fully  tried,  and  to  tlie.se  means,  careful  direct 
pressure  upon  the  sac  may  he  added.  If  these  measures  fail,  the 
question  of  treatment  is  one  of  great  gi^avity.  Where  there  is  room 
on  the  proximal  side  of  the  aneurysm  for  compression  of  the  artery 
that  should  be  first  employed,  and  if  it  fails  the  artery  may  be 
ligatured  in  its  second  or  the  conmaencement  of  its  third  part.  Very 
often  this  is  impossible.  Ligature  of  the  first  part  of  the  artery  has 
never  been  successful  and  should  not  be  practised.  Ligature  of  the 
innominate  artery  has  been  recovered  from  in  only  two  instances  out 
of  eighteen  operations;  but  with  the  practice  of  aseptic  surgery, 
and  the  use  of  a  ligature  so  applied  as  not  to  lacerate  any  of  the 
arterial  wall,  better  results  may  he  hoped  for.  In  any  case,  however, 
this  operation  must  be  attended  with  grave  danger,  owing  to  the 
depth  and  important  relations  of  the  artery.  Distal  ligature  of  the 
artery  has  never  succeeded,  but  combined  with  amputation  at  the 
shoulder  joint,  may  be  successful.  By  removing  the  limb,  the 
amount  of  blood  passing  through  the  subclavian  artery  is  greatly 
diminished,  and  the  pressure  in  the  artery  is  lowered ;  and  this  fact, 
together  with  the  proliferation  of  the  intima  that  results  from  it, 
greatly  favours  the  consolidation  of  the  aneurysm  and  obliteration  of 
the  artery.  The  other  means  that  have  been  employed  are  manipu- 
lation of  the  sac  and  electrolysis,  each  of  which  has  attained  a  limited 
success.  The  matter  may  be  summed  up  by  saying  that  where 
active  surgical  measures  are  called  for,  if  possible  a  ligature  should 
be  placed  on  the  cardiac  side  of  the  aneurysm,  but  if  from  any  cause 
this  is  impossible,  or  imperils  the  sac,  or  fails,  the  arm  should  be 
amputated  at  the  shoulder  joint,  the  vessel  being  ligatured  as  high 
up  as  practicable,  as  the  first  step  of  the  operation. 

Aneurysm  of  tlie  vertebral  artery  in  the  neck  is  always  traumatic 
in  origin.  The  artery  may  be  tied  just  before  it  enters  the  trans- 
verse process  of  the  sixth  cervical  vertebra,  or  the  sao  may  be  laid 
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open  and  the  artery  closed  by  very  careful  and  firm  plugging,  <^ 
electrolysis  may  be  employed. 

Anourysm  of  the  axillary  artory. — Aneur^'sm  may  arise  from 
any  part  of  the  axillary  artery ;  it  is  more  common  in  men  than 
women,  and  on  the  right  than  the  left  side.  Traumatic  aneurysm 
from  stabs  and  wounds,  or  from  injury  attending  dislocation  of  thf 
shoulder  and  its  reduction,  is  not  infrequent.  Injury  also  plays  an 
important  part  in  the  production  of  spontaneous  axillary  aneurytmi, 
owing  to  the  very  free  movement  of  the  arm  at  the  shoulder  joint, 
and  the  frequency  of  injuries  to  the  shoulder. 

Symptoms. — Owing  to  the  laxity  of  the  surrounding  tissues,  an 
axillary  aneurysm  grows  rapidly  and  may  attain  a  large  size.  Mo«t 
often  it  projects  forwards  between  the  clavicle  and  the  pectonJu 
major  muscle ;  it  may  grow  up  under  the  clavicle  into  the  clavicular 
triangle;  the  strong  axillary  aponeurosis  retards  its  downward 
progress.  The  tumour,  if  large,  interferes  with  the  free  movement  of 
the  arm,  especially  with  abduction ;  the  head  may  be  held  inclined 
to  the  same  side  and  the  outer  end  of  the  clavicle  may  be  pushed 
up.  By  pressure  upon  the  axillary  vein  it  causes  bluenetts  and 
oedema  of  the  hand,  fore-arm,  and  arm,  and  afterwards  of  the 
chest-wall ;  there  is  often  severe  lancinating  pain  down  the  inner  side 
of  the  arm  to  the  elbow,  and  weakness,  numbness,  or  even  paraJysLs 
may  result  from  the  pressure  on  the  brachial  plexus.  The  aneurysm 
may  burst  into  the  shoulder  joint  or  erode  the  humeru.s,  or  extend  in 
between  the  ribs  and  displace  the  lung.  From  the  obstruction  i»f 
the  artery,  the  brachial  or  radial  pulse  may  be  lost.  Owing  to  the 
great  size  of  the  sac  and  the  looseness  of  its  surroundings,  it  i» 
peculiarly  liable  to  inflanmiation ;  when  the  venous  obstruction  is 
very  great,  gangrene  may  ensue.  Varicose  anev/rysm  has  been  met 
with  in  the  axilla,  but  only  rarely. 

Treatment* — Cases  of  spontaneous  cure  are  extremely  rare. 
The  surgeon  should  &-st  of  all  treat  the  disease  by  digital  com- 
pression of  the  subclavian  artery  just  above  the  clavicle,  where  it 
lies  upon  the  first  rib ;  and,  if  necessary,  the  patient  may  be  placed 
under  an  anaesthetic  while  continuous  pressure  is  maintained.  At  the 
same  time,  gentle  direct  compression  of  the  sac  to  compensate  for 
the  absence  of  the  tense  tissue  which  usually  surrounds  an  aneurynn 
may  be  of  service.  Where  the  aneurysm  has  so  spread  up  into  the 
neck,  or  has  so  raised  the  clavicle  that  digital  compression  of  the 
subclavian  artery  is  impracticable,  Esmarch's  bandage  may  be 
applied  to  the  limb  up  to  the  sac  for  one  to  two  hours,  with  a  view 
to  leading  to  coagulation  of  the  blood.  Should  these  means  fail, 
the  subclavian  artery  should  be  tied  in  the  third  part  of  its  ooursr, 
or  in  the  second  part  if  the  vessel  is  encroached  upon  by  the  tumoar, 
or  is  found  very  diseased.  This  operation  may  be  rendered  venr 
difficult  by  the  proximity  of  the  sac  or  the  displacement  of  the 
clavicle.  Secondary  hflemorrhage  may  occur  after  this  operation, 
and  should  be  treated  by  a  carefully-applied  compress ;  gangrene  i« 
rare,  owing  to  the  freedom  of  the  anastomotic  circulation.     But  two 
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special  dangers  attend  the  operation,  viz.  inflammation  of  the  aneu- 
rysm and  intrathoracic  inflammation.  The  latter  is  the  more  frequent 
cause  of  death ;  it  may  take  the  form  of  pleurisy  or  pneumonia,  or 
of  cellulitis  in  the  anterior  mediastinum,  with  secondary  pericarditis. 
The  causes  of  these  complications  are  wound  of  the  pleura  at  the 
time  of  the  operation,  implication  of  the  pleura  in  the  sac  of  the 
aneurysm,  rupture  of  an  inflamed  aneurysm  into  the  pleura  or  lung, 
injury  to  the  phrenic  ner\'e,  and  the  extension  of  septic  inflammation 
along  the  cellular  tissue  between  the  scalene  muscles,  which  is 
continuous  with  that  in  the  mediastinum.  Where  the  aneurysm 
has  been  situated  low  down,  it  has  been  recommended  to  tie  the 
first  part  of  the  axillary  artery,  but  it  is  better  to  tie  the  subclavian 
trunk.  In  the  case  of  a  very  large  axillary  aneur3r8m  it  has  been 
advised  to  tie  the  subclavian  artery,  and  then  at  once  amputate 
at  the  shoulder  joint.  For  sacculated  traumatic  aneurysm^  digital 
compression  of  the  subcla\'ian  artery,  with  careful  pressure  on  the 
tumour,  should  be  tried  first,  and  that  failing,  the  third  part  of  the 
artery  should  be  tied.  If  the  sac  is  very  thin  and  threatens  to  rup- 
ture, it  would  be  better  to  lay  it  open  and  tie  all  the  arteries  open- 
ing into  it  Varicose  aneurysm  must  be  treated  by  ligaturing  the 
artery  above  and  below  the  sac. 

Inflamed  ascillury  aneurysm.  —  The  inflammation  may  arise 
spontaneously  or  after  ligature  of  the  artery  above ;  in  the  latter 
case  the  inflammation  may  spread  from  the  wound  to  the  sac, 
or  it  may  result  from  the  sudden  solidification  of  a  large  quantity 
of  blood.  The  condition  is  recognised  by  the  onset  of  pyrexia, 
with  increasing  swelling  of  the  tumour,  local  heat,  redness,  and 
pain ;  then  fluctuation  may  be  detected,  an  abscess  burst,  and 
the  escape  of  discoloured  pus  and  coagula  be  followed  by  free 
arterial  bleeding.  The  abscess  may,  however,  burst  into  the  pleura, 
or  into  a  bronchus,  and  the  pus  be  coughed  up.  If  suppuration 
occur  after  ligature  of  the  subclavian  artery,  an  early  incision  should 
be  made  into  the  fluctuating  part,  and,  if  bleeding  occur,  an  attempt 
should  be  made  to  tie  the  bleeding  vessel,  and  failing  this,  the  limb 
should  be  amputated.  When  occurring  spontaneously,  amputation 
is  usually  indicated  ;  but  if  the  aneurysm  is  small,  and  the  sac  firm, 
the  subclavian  artery  may  be  first  tied. 

Recurrent  pulsation. — If  ligature  above  the  sac  fail  to  cure  the 
aneurysm,  carefully-adjusted  direct  pressure,  as  by  a  sand-bag,  should 
be  tried.  If  that  fails,  the  surgeon  has  to  choose  between  employing 
a  direct  coagulant,  such  as  electrolysis  or  acupuncture,  laying  open 
the  sac  and  tying  all  vessels  communicating  with  it,  and  disarticula- 
tion of  the  limb.  Laying  open  the  sac  has  been  successful,  but  the 
milder  means  should  be  first  tried,  and  if  the  "  old  "  operation  of 
Antyllus  is  undertaken,  the  surgeon  must  be  prepared  to  amputate 
if  he  is  unable  to  complete  it.  Diffuse  aneurysm,  or  aneurysm  with 
threatened  gangrene  of  the  arm,  can  only  be  treated  by  amputation 
at  the  shoulder  joint. 

Brachial,  radial,  and  ulnar  aneurysm.— Aneurysms  are 
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rare  below  the  axilla,  except  those  at  the  bend  of  the  elbow,  due  to 
traumatism.  Not  only  are  the  majority  of  such  aneurysms  trau- 
matic in  origin,  but  there  is  no  other  part  of  the  IxxJy  where  so 
many  traumatic  aneurysms  have  been  met  with.  Nearly  all  the 
spontaneous  aneurysms  are  associated  with  cardiac  disease  and 
embolism.  At  the  bend  of  the  elbow  an  aneurysm  generally  grows 
upwards  along  the  brachial  vessels,  being  limited  by  the  biceps  co 
the  outer  side,  and  by  the  internal  intermuscular  system  internally ; 
it  may  extend  as  a  flattened  sac  under  the  biceps. 

Symptoms. — Owing  to  the  proximity  of  the  median  nerve,  pain 
is  often  felt  along  the  palmar  surface  of  the  thumb,  forefinger, 
middle  finger,  and  the  outer  side  of  the  ring  finger.  If  the  aoeu- 
rysm  attains  a  great  size,  the  flexor  and  pronator  muscles  of  the 
fore-arm  may  be  paralysed.  The  anastomotic  circulation  is  so  free  in 
the  upper  limb  that  it  imperils  the  success  of  the  ligature,  owing 
to  the  rapidity  and  freedom  with  which  blood  returns  to  the  sac : 
it  also  renders  the  danger  of  secondary  haemorrhage  greater  than  in 
the  leg,  while  the  danger  of  gangrene  is  much  less.  Kxcision  of  the 
aneurysm  is  therefore  more  widely  practised  here  than  elsewhere. 

Treatment. — Aneurysms  at  the  elbow,  whether  traumatic  or 
spontaneous,  should  first  of  all  be  treated  with  compression  fA 
the  artery  above  the  tumour ;  if  that  fails  to  cure,  the  choice  li» 
between  the  Hunterian  ligature  and  excision  of  the  sac  ;  owing  to 
the  superficial  position  of  the  artery,  and  the  ease  with  which  we 
can  control  all  the  vessels  of  the  upper  limb  by  a  tourniquet^  exdaion 
of  the  aneurysm  is  often  to  be  preferred. 

Varicose  aneurysm  at  the  elbow  may  be  treated  with  Esmarch's 
bandage,  and  if  that  fails,  by  laying  op^  the  sac  and  carefullj 
tying  every  vessel  opening  into  it.  The  only  treatment  necessary 
for  an  aneurysmal  varix  is  some  form  of  external  support,  such  as 
an  elastic  armlet. 

Aneitrysms  of  the  /are-arm  are  to  be  treated  first  by  direct  and 
indirect  compression ;  full  flexion  of  the  elbow  is  the  best  means  uf 
compressing  the  brachial  trunk.  Esmarch's  bandage  may  also  he 
employed.  If  the.se  means  fail,  when  the  aneurysm  is  deep  beneath 
the  flexors  of  the  fore-arm  the  brachial  artery  should  be  tied  low 
down  in  the  arm  ;  but  when  the  aneurysm  is  sui>erficial  in  the  lower 
half  of  the  fore-arm  it  should  be  carefully  excised. 

Aneurysms  of  the  hand  are  not  common.  Compression  of  the 
radial  and  ulnar  arteries  at  the  wrist,  or  of  the  brachial  artery  bv 
acute  flexion  of  the  elbow,  together  with  direct  pressure  over  the 
sac,  should  first  be  tried.  When  that  fails,  excision  of  the  aneurysm, 
or  the  Hunterian  ligature,  must  be  performed.  A  few  years  ago  the 
writer  had  a  case  of  traumatic  aneurysm  of  the  radial  arteiT 
immediately  l)efore  its  entry  into  the  palm  ;  it  was  successfully 
dealt  with  by  excision  of  the  sac  and  double  ligature  of  the  radii] 
artery.  For  aneurysms  deep  in  the  palm,  ligature  of  the  brachial 
artt»ry  is  the  l)est  treatment  Small  traumatic  aneunrsms  of  the 
digital  arteries  are  sometimes  met  with  ;  they  should  be  excised. 
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IngfUinal  ansurysm. — Aneurysms  of  the  external  iliac  and 
common  femoral  artery  are  most  conveniently  discussed  together, 
for  they  are  most  common  at  Poupart's  ligament,  and  then  often 
grow  both  up  into  the  abdomen  and  down  into  the  thigh,  the  sac 
presenting  two  lobes  with  a  constriction  opposite  the  fold  of 
the  groin. 

Sy^mptoms* — Inguinal  aneurysm  is  commonly  of  slow  growth 
and  may  be  long  unobserved,  but  it  may  form  a  very  large  tumour 
in  the  iliac  fossa ;  the  part  in  the  thigh  expands  less  rapidly  than 
that  in  the  belly,  owing  to  the  support  it  receives  from  the  strong 
fascia  lata.  By  pressure  on  the  femoral  and  internal  saphena  veins, 
the  tumour  causes  oedema  and  lividity  of  the  lower  limb,  and  pain 
along  the  front  of  the  thigh,  or  down  to  the  inner  side  of  the  knee 
and  instep,  may  be  caused  by  irritation  of  the  genito-crural  or 
anterior  crural  nerve.  The  natural  termination  of  inguinal  aneu- 
rysm is  external  rupture  and  death  from  hemorrhage. 

Diaf^osis* — Great  care  is  often  required  in  deciding  the  nature 
of  a  tumour  in  the  groin  ;  and  when  any  special  difficulty  is  met 
with,  an  examination  should  be  made  under  an  anaesthetic,  so  that 
the  abdominal  muscles  may  be  completely  relaxed.  The  conditions 
which  simulate  aneurysm  are  abscess,  pulsating  tumours,  and  enlarged 
glands  ;  in  several  instances,  inguinal  aneurysms  have  been  opened 
in  mistake  for  abscesses.  The  directions  already  given  will  enable 
the  surgeon  to  make  a  correct  diagnosis.  An  aneurysm  of  the  aorta, 
even  in  its  thoracic  part,  may  extend  down  to  Poupart*s  ligament, 
and  then  form  an  external  swelling,  at  first  sight  like  that  of  an 
inguinal  aneurysm. 

Treatment. — Constitutional  treatment  should  always  be  care- 
fully tried  before  resorting  to  surgical  measures.  Where  it  fails, 
proximal  compression  or  ligature,  or  galvano-puncture  may  be  resorted 
to.  Proximal  compression  of  the  lower  end  of  the  aort^  by 
Lister's  compressor,  the  patient  being  under  an  aniesthetic,  has  been 
successful,  and  should  be  tried  in  all  cases  where  there  is  no  special 
bar  to  it,  such  as  great  size  of  the  aneurysm  or  obesity  of  the  patient. 
Distal  compression  of  the  common  femoral  artery  and  gentle 
direct  compression  of  the  sac  may  be  combined  with  it.  Where  the 
aneurysm  is  low  down  in  the  groin,  ligature  of  the  external  or 
common  iliac  artery — by  preference  the  former — has  been  very 
successful.  But  if  the  aneurysm  is  too  high  for  this  oi)eration,  the 
case  presents  great  difficulties  ;  ligature  of  the  aorta  has  never  been 
recovered  from,  and  distal  ligature  has  never  been  successful  in 
leading  to  the  cure  of  an  inguinal  aneurysm.  In  these  cases  galvano- 
puncture  or  acupuncture  may  be  employed.  Excision  of  the  sac  can 
only  be  practised  in  special  circumstances,  where  the  aneurysm 
is  low  in  position,  small  in  size,  or  is  the  seat  of  recurrent  pulsation  ; 
in  other  cases  it  is  difficult  of  execution,  and  very  dangerous  from 
haemorrhage.  The  sudden  consolidation  of  an  inguinal  aneurysm  is 
liable  to  be  followed  by  suppuration  around  the  sac,  owing  to  the 
looseness  of  the  cellular  tissue  in  which  it  lies.     Wounds  of  the  iliac 
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rare  below  the  axilla^  e*xc4*pt  those  at  the  hcml  of  the  elbow,  due 


traumatism.  Not  only  iire  the  uinjonty  of  Huch  aneurysms  Xrwnr 
matic  in  origin,  but  there  is  no  otljer  part  of  the  \)Lnly  where  to 
many  trayniaijc  aneuryHins  have  Vieen  met  witli,  Ncwirly  all  llift 
spontaneoua  aneun^sniH  ai*e  asHOciatetl  witli  t'anliiic  dwt-aHt-  and 
embolism.  At  the  bend  of  the  elbow  an  aneurysm  gentrmlly  irrr^w^ 
upwards  along  the  l>nK'hial  vessels,  Wing  limite*!  by  thr  -a 

the  out*^r  ^ide,  and  by  the  internal  interniUHeular  nvHtem  n  }  ; 

it  may  extend  us  a  flattened  sac  unfler  the  bioepH. 

fslymiHoiiiR.— Owing  to  the  pmxiniity  of  the  median  nerve»  pftiii 
in  often  felt  along  the  palmar  surface  of  the  thumb,  foretinger, 
middle  finger,  and  the  outer  side  of  the  ring  finger.  If  the  ati<*Q- 
ryam  attains  a  great  size,  the  flexor  and  pronator  muscleK  of  the 
fore-iirm  niay  be  paralysed.  The  ana^stomotic  circulation  is  mi  free  in 
the  up(^»er  limb  that  it  ini penis  the  succes8  of  the  ligature,  owing 
t-o  the  mpidity  and  freerlom  with  which  bloiKl  returns  to  the  ^«e; 
it  also  renders  the  danger  of  seeondary  hieniorrhage  gr^ator  than  in 
tlie  leg,  while  the  danger  of  gangrene  is  much  leHH.      1  -^f  the 

aneurysm  is  therefore^  more  widely  practisefl  here  than  -  re. 

Trontmeiit. — Anetirysnin  at  tin*,  eibotr^  whether  traujuatic  or 
apontaneinis,  should  first  of  all  Ix*  treated  with  ciimpn*«siiin  of 
the  artery  abcne  the  tumour  ;  if  that  faih  to  eun%  the  choiise  liea 
l>etweeFi  the  Hunterian  ligature  and  excision  of  the  sac  ;  nwijig  tu 
the  8U|>t*rfieial  position  of  the  artery,  and  the  ea«e  with  which  we 
can  control  all  the  vessels  of  the  upper  limb  Viy  a  ti»umi(|Uet^  exciaaon 
of  the  aneurysm  rs  often  to  l>e  prefer retL 

Varicose  aneuri/mn  at  the  elUjw  may  Ije  treated  with  Esinarcli^s 
bandage,  and  if  that  fails,  by  laying  op^n  the  sm*  and  cmrvfuUjf 
tying  every  vesisel  opening  into  it.  The  only  treatment  nrccsmrj 
for  an  aneuri/smnl  varix  is  some  form  of  external  support,  »ucii  M 
an  elastic  arndet. 

Aju^itn/ttms  of  U^  fore-arm  are  to  W  ti'eated  firnt  by  direct  And 
indirect  eompressiun  ;  full  flexion  of  tht*  t-Uiow  in  the  Ijest  meiUlA  iA 
compressing  the  bnu'hial  trunk.  Rsmarch*8  Imndage  ma^'  ateni  be 
em[>loyed.  If  these  means  fail,  when  the  aneurysm  is  deep  li«*nt*«tl] 
the  flexors  of  the  f(»re-arm  the  brachial  artery  should  l»e  tii^d  Ujw 
down  in  the  arm  ;  but  when  the  aneurysm  is  swjierflcial  in  the*  lower 
half  of  the  fore-arm  it  shuulil  W*  aijt^fully  excised. 

Anetirtfimi  of  the  Imnd  are  not  ci>umion,  Comprefsion  of  tlie 
radial  ami  ulnar  arteries  at  the  wrint,  or  of  the  V»rachial  artery  by 
acute  flexion  of  the  ellmw,  together  with  direct  prennure  over  the 
«ac,  should  flrsl  l>e  tried.  When  that  fails,  excision  4>f  the  aneurYi^in, 
or  the  Hunterian  ligature,  mast  Ije  performech  A  few  years  ag^>  tl>e 
writer  hiid  a  case  of  traumatic  aneurysm  of  the  raciiid  mrtpwj 
inntit^diately  b«?fore  its  entry  into  the  palm  ;  it  was  sueci^aslQltjr 
dealt  with  by  excision  of  the  sac*  ancl  double  tijfatun*  of  the  radial 
artery.  For  atieurysnis  deep  in  the  j>abn,  ligature  of  the  braclital 
arter)'  is  the  Ijest  tivatment  Sniall  traumatic  aneurysma  of  llie 
diifltnl  arteririt  an*  wometimeH  met  with  :  they  should  W  exciwA 
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pressure  of  the  surrounding  parts  causes  the  tumour  to  assume  a 
more  flattened  outline. 

Aneurysm  of  the  profunda  /emaris  artery  occasionally  occurs. 
It  is  distinguished  from  femoral  aneurysm,  which  it  closely  simulates, 
by  the  fact  that  the  pulse  in  the  popliteal  and  tibial  arteries  is 
the  same  on  the  two  sides,  and  that  the  unaltered  femoral  artery 
can  be  traced  pulsating  over  the  side  of  the  tumour  in  the  upper 
part  of  the  thigh. 

TrauDuUic  aneurysma  in  connection  with  the  superficial  or  deep 
femoral  artery  are  met  with,  and  they  may  be  circumscribed  or 
"  diffused, ''  and  in  the  latter  case  the  swelling  attains  a  great  size. 
Varicose  aneu/n/sm  has  been  met  with  at  the  groin,  and  aneurysmal 
varix  both  at  the  groin  and  in  Hunter's  canal. 

Sponlatieoue  cure  of  femoral  aneurysm  sometimes  occurs,  but  the 
more  frequent  natural  termination  of  the  disease  in  this  situation  is 
rupture  externally  and  death  from  haemorrhage. 

Treatment* — Rest  and  constitutional  measures,  combined  with 
slight  direct  pressure,  may  prove  successful.  The  other  surgical 
measures  that  may  be  employed  in  cases  of  spontaneous  aneurysm 
are  compression  by  Esmarch's  bandage,  digital  or  instrumental 
compression  of  the  common  femoral  artery,  and  the  proximal 
ligature.  Either  the  external  iliac,  common  femoral,  or  superficial 
femoral  artery  may  be  tied.  If  there  is  room  above  the  aneurysm 
the  ligature  should  be  placed  upon  the  superficial  femoral  trunk. 
Ligature  of  the  common  femoral  artery  has  been  discarded  by 
many  surgeons  on  account  of  the  danger  of  haemorrhage,  oiving 
to  the  proximity  to  the  ligature  of  one  or  more  of  the  branches  of 
the  artery,  and  also  l)ecause  the  anastomotic  circulation  is  less  free 
when  this  arter}'  is  ligatured  than  when  either  the  external  iliac  or 
the  superficial  femoral  artery  is  tied.  With  an  aseptic  ligature  so 
applied  as  not  to  sever  any  of  the  arterial  coats ,  tlie  danger  of 
haemorrhage  can  be  obviated,  and  the  operation  has  found  more 
favour  of  late.  Ligature  of  the  external  iliac  artery  is,  however, 
preferred  by  some  surgeons ;  it  is  liable  to  fail  on  account  of  the 
extreme  freedom  of  the  anastomotic  circulation.  In  a  case  whei^ 
this  happened,  Mr.  Rose  excised  the  aneurysm  with  complete  suc- 
cess, and  this  example  should  be  followed  in  similar  cases.  Aneu- 
rysm of  the  profunda  fenioris  artery  is  to  be  treated  by  compression 
or  ligature  of  tlie  common  femoral  trunk. 

Circumscribed  traicniatic  aneurysm  is  treated  like  spontaneous 
aneurysm,  but  the  diffused  variety  can  only  be  dealt  with  by 
cutting  into  the  swelling,  turning  out  the  clot,  and  applying  a 
ligature  above  and  below  the  mouth  of  the  sac. 

For  varicose  aneurysm  of  the  groin,  the  external  iliac  artery  has 
been  tied,  but  without  success,  and  it  would  be  l)etter  in  any  such 
case  to  tie  tlie  artery  al>ove  and  below  the  opening  into  the  sac. 
Ligature  of  both  tlie  common  femoral  artery  and  vein  exposes  the 
patient  to  great  risk  of  gangrene.  Aneurysmal  varix  in  the  groin 
should  be  treated  by  elastic  support ;  in  a  case  of  aneurysmal  varix 
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artery  are  usually  fatal,  but  a  single  eaiie  of  ingiunml  t>ariam$  on 

Aneurysni    in   the    buttock.-- An  aneury.^^m  in   thf?   butt 

Hiuy  Hpring  fitiin  either  th«_*  giut4:'4il  ur  Hciatic  artt'iy,  and  in  mbimt 
(jftoti  traumatic  i\H  sp(.iTitaiHM>uH  in  origin.     Glute&l  imeofjuil  ts  l|ttil 
four  times  as  fretjuent  i\»  .^iciatie. 

S|^iii|»(oiii»i* — The  tumour  tjs  buried  deep  in  the  Hottxickf  i 
unless    largo,    may    escape    notice    for    a    long    time  ;    if 
with  the  sciatic  artery  it  may  gn[>w  into  tlie  jieUiH.     At  fir«t  tlia] 
tumour    \A   Hniall,    iirnif   dei-^p^    and    fixed,   and    cloeM^y   f-tunolAtesi 
puUating  tumour  ut  Ixjne  ;  lat-**r  in  its  eourst*  it  may  nttaiti  - 
Hii&e  and  come  to  resemble  an  uljsceHH,  and  to  renrler  certain  the  ^ 
nosis  between  abscess  and  uneurysm  a  tine  exploring  needle  ah 
be  |Mi3Hed  into  the  swelling,  when,  if  it  i^  an  uncured  aoeurysiii^  \ 
red  btocxi  will  eticape.     The  chief  ^ympt^jms  of  these  anettryaois  ii 
limitation  of  movement  at  the  hip»  pain  in  the  part»  and  p«m  froml 
pre»«ure  upt»n  the  great  nciatie  nerve.     When  Hmjill,  the  hi^iglit  <rf] 
the  8wellinjf  on  the  buttock  dintingui^he^  a  gluteal  from  a  sciattej 
aneurysm,  but  when  of  large  size  it  may  Ije  im|K>Hsible  tu  dt»tirt{(iii4l| 
one  fr«>m  the  other  ;  the  early  onset  of  pain  along  the  nciatsc  f>erv«^ 
and    tlie   extenHion  of  the  tumour  within  the  pelvic,  iwv  points  ii 
favour  of  its  Ijeing  connected  with  the  sciatic  artery.     Spont 
cui'e  has  l>een  known  t<»  occur,  but  the  general  termination  of 
c^kscs  \H  dcJith  fn>m  external  luumorrhage. 

Treat inrut.— Entire  rent  and  the  unual  cunHtitutiiiiial  tmiiU^ 
ment  should  he  given  a  fair  trial.  Aneurynnt  in  the  buttock  i*  ueUf 
adapted  for  galvaniipuneture,  and  the  eniph»yment  of  othiT  dirtt^'^J 
coagulating  agents  ;  there  i^  no  danger  of  wounding  any  inip>rttuil! 
tjtnieture  in  ojx'rating,  and  if  portions  of  clot  are  washt^  int4^»  tUej 
branches  of  the  ai'tery,  the  emlx>li»m  is  without  special  danger.  All 
the  same  time,  the  tumour  is  pjirticuhirly  iiadly  situated  for  the 
employment  of  other  means.  ThedintaJ  ligature  cannot  Ije  practiM^i;J 
it  is  very  rarely  p<>sHil»le  to  place  a  ligature  on  the  dii«ea«e<l  arl4T]f  1 
between  the  pelvis  and  the  aneurysmal  »ac;  excinion  of  the  tumcmr  i4  i 
difficult,  and  there  is  daiiger  of  primary  and  secondary  ha'morrhagt% . 
but  it  has  lit*en  successful  in  five  causes  Ligaturt*  of  the  inti?nial  j 
iliac  arte-ry  alno  i,H  available,  and  has  been  successful,  and  with  tKisJ 
improved  uiethml  of  reaching  this  artery  thnmgh  the  f>rntoDieumf  ^ 
tn^tefui  of  lieliind  it,  this  «»jK*rHti<»n  is  t<»  l*e  rec*.nn mended. 

Aneurydm  of  the  femoral  artery, — Si.w>ntAne<iuM  aaeurymt] 

of  the  femontl  iirt«My  is  nnt    \eiy  conunon,  an  in  the   Upl»er  p«rt  i*|j 

it**  courne  the  art^^ry  is  wi»il  Hupporttsl  by  il*i  strong  hbruu^ 

and  in  Hunter  s  canal  it  ih  HurrountliHl  by  niUNciert  iv%  well  aa  « 

over  l»y  a  strong  aponeur«ie*iH.       It   is  mort*    fre<|ueMt    in    SonrpA*Al 

triangle  than  in  liunt^F»r.s  c^nal,  ami  ls  an  aDection  Umit«d  tii  tlii«t^ 

male  sex.     It  may  be  fusiform,  but  it  is  more  commonly  saoculmlcd 

in  nature. 

In   Scarpa'^   triangte   it   \%  usually  globular  in  form  aad  0lUmi 
projectM  thn>ugh  the  ^phenoiiH  opening;  but  in  Huntisrs  cajial  iW 
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Treatmeiita — Spontaneous  cure  may  occur,  and  in  some  cases 
all  that  is  required  is  to  place  the  patient  at  rest  in  bed,  with  the 
affected  limb  raised  and  lightly  bandaged,  and  to  order  a  suitable 
diet.  Should  this  simple  treatment  fail,  and  the  tumour  is  small 
and  firm,  flexion  should  be  tried,  or  £smarch's  bandage  may  be 
employed. 

Digital  or  inatrumerUal  compression  of  the  femoral  artery  has 
been  successful  in  a  large  number  of  cases  ;  if  the  aneurysm  does  not 
quickly  consolidate  under  this  treatment,  it  should  not  be  prolonged 
for  the  reasons  already  given,  but  the  artery  should  be  tied. 

Ligature  on  the  proximal  side  of  the  aneurysm  is  a  very  successful 
operation ;  it  maybe  applied  to  the  superficial  femoral  artery  at  the  apex 
of  Scarpa's  triangle,  or  in  Hunter's  canal,  or  to  the  popliteal  artery 
just  below  the  opening  in  the  adductor  magnus  muscle.  Of  these 
situations,  the  one  that  has  been  mosl;  favoured  by  surgeons  is  the 
apex  of  Scarpa's  triangle,  partly  because  the  artery  is  more  superficial 
and  more  readily  accessible  there,  partly  because  it  is  far  removed 
from  the  seat  of  disease,  and  the  artery  is  probably  healthy.  But 
the  great  length  of  artery  between  the  ligature  and  the  aneurysm  is 
really  a  disadvantage,  for  when  the  operation  is  successful,  it  causes 
either  a  double  obliteration  of  the  main  artery — at  the  seat  of  liga- 
ture and  at  the  aneurysm — or  the  obliteration  of  the  entire  length 
of  artery,  and  in  either  case  it  causes  an  unnecessary  interference 
with  the  circulation  in  the  thigh  ;  also  failure  to  cure  the  aneurysm 
— or  so-called  "  recurrent  pulsation  " — is  frequent.  For  these  rea- 
sons, and  also  because  the  artery  close  above  an  aneurysm  is  not  so 
often  diseased  as  to  render  its  ligature  perilous,  ligature  of  the 
highest  part  of  the  popliteal  artery  has  been  recommended  of  late, 
and  in  practice  this  has  been  very  successful.  The  operation  is  not 
difficult,  with  modem  methods  it  is  not  dangerous,  and  in  its  effect 
upon  the  aneurysm  it  is  more  certain  than  ligature  of  the  femoral 
vessel.  Hunter,  in  his  first  three  cases  of  ligature  of  the  femoral 
artery  for  popliteal  aneurysm,  included  the  vein  with  the  artery,  but 
in  his  fourth  case  he  tied  the  artery  only,  and  since  then  surgeons 
have  taken  special  pains  not  to  wound  or  include  the  companion 
vein. 

Where  the  aneurysm  is  growing  rapidly,  and  especially  if  with 
rapid  enlargement  there  is  a  loss  of  clear  outline  and  forcible 
pulsation,  showing  that  the  sac  is  leaking,  the  artery  above  should 
be  tied  without  any  delay,  and  without  trial  of  any  other  method. 

If  after  ligature  of  the  femoral  artery  pulsation  recurs  in  the 
aneurysm,  that  is  to  say,  if  the  operation  has  failed  to  cure  the 
aneurysm,  digital  compression  at  the  groin,  with  direct  pressure  over 
the  tumour,  is  usually  successful ;  if  not,  the  surgeon  must  either 
tie  the  artery  lower  down,  in  Hunter's  canal  or  in  the  ham,  or  must 
excise  the  aneurjrsm. 

For  secondary  heemorrhage  after  the  ligature  the  wound  may  he 
carefully  plugged  or,  better,  opened  up,  and  the  artery  tied  above  and 
below  the  bleeding  point,  great  care  Wing  taken  not  to  rupture  the 
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in  Hunter^«  canal  the  writer  raw  the  femoral  artery  tied  aliuvis  ^nA 

below  tlie  <n>ei]ing  into  i\w  vein,  with  entire  success. 

Popliteal  aneurysm. — With  the  exception  of  the  ii4jirt%  aiir«^ 
ryam  ticeurn  more  frequently  on  the  fH:»pl ileal  tlian  any  other 
The  affection  i«  often  syrnnietrica],  the  two  tuni«i«r»i  lieing  notw 
simultaneously,  or  the  HeconrJ  nppc*aring  after  thn  cure  of  the 
The  fretiuency  of   pijpliteal   aiieurysni  is  due  to  tieveral   caojiQi  l- 
(l)  The  contm^t  of  the  artery  with  the  lione.     (2)  Thf  ahenitkm  < 
the  length  ami  calibre  of  the  vessiel  occurring  in  the  frtH^ui*nt  an 
rapid  nujvempnt,s  of  the  knee-joint.     (3)  The  want  iif  sup[x>rt  tif  ih 
artery ;    all   the  other  main   arteries  of   the    lower    Hmh    art-    well 
supported  by  muscles  or  fasciie,  the  popliteal  alone  \h  surroanded  br- 
loose  cellular  tissue  and  fat.     (4)  The  termination  <»f  the  art€»fy  itii 
small  arteries  which  lie  deep  among  the  muscle** ;  in  tho  mouth  *4^ 
these  br»nche.s  an  era^jolus  may  be  caught  and  prove  the  iitartifig^ 
pioint  of  an  aneuryam. 

Syniplouift. — Both  fusiform  and  8accuhit4^1  aneuryvnut  wm  met 
with  in  the  ham,  and  the  latter  may  spring  from  either  thr  front  or  th^ 
back  of  the  artery.   When  springing  from  the  liack  the  >iac  often  attain* 
a  considerable  size,  ciompreH^es  the  piplit4*al  vein  and  nerve,  and  trndii 
to  rupture,    8*UTulate<i  aneurynm  of  tlie  front  of  the  artei-y  in  uaually 
of  small  Hize:  it  is  liable  t«j  erode  the  femur  or  tibia,  and   to  cau^e 
effusion  into  the  knee  jtunt,  or  even  to  rupture  into  the  articulatioiL 
Popliteal  aneurysm  may  spread   up  along  the  tirterv  into   Hunter* 
canal,  or  down  into  the  leg  and  rupture  V»eneath  the  calf  murtcl«*s  ^^ 
it  may    hurst    siii>cutanecju»ly.       HiymetimeH   the   patient  can   %tMtm 
exactly  when  the  tumour  develoiMMl»  but  more  often  it«  origin  and 
early  prngrenH  are  insidious,     (*ft*^n  the  first  symptom  i%  j>ain  a^xmt 
the  knee  or  down  the  leg  into  the  ankle,  together  with  stiffiieiai  of 
the  knee,  and  the  condition  is  frequently  mistaken  for  rheuJuatiHtis  ; 
if  there  is  effusion  into  the  knee  jtMut,  still  further  support  in  lent  to  J 
this  error.     Pressure  upm  the  internal  popliteal   nerve  cauii<*9  (laiiii 
shooting    down    tf»    the    toes,     crampis,    muscular    weakness, 
paralysis.      Pressurt*  upcm  the  popliteal  vein  causes  cyamisda  <}f  llii#| 
limb   1m*1ow,   with  distension   of   the  superficial    vritis  and 
Erosj<»n  of  the  Umes  or  of  the  ligament  of  Win^low  is  attended  witkJ 
constant  aching  or  hot  burning  pain  in  the  joint  it*<*lf,  with  greaii| 
etiffnesg  of  the  joint  and  pain  on  attempting  to  mo\e  it. 

When  a  |K»pliteaI   aneurysm    ojjens    into    the    knee  joint,    tbftj 
synovial  cavity  l>econies  suddenly  ilistended,  the  f»ail  is  hot  Uj 
hand,  and  if  the  common  femoral  artery  is  compn»siM*ti,  tlie  tf¥rt41t) 
of  the  knee  yields  a  little  t>o  gentle  comprension.     In  any  cmac 
doubt^   the  introfluction  of   a  grooved    needle   tir   tine   trocar  will 
demonstnit^  the  nature  of  the  fluid  in  the  joint, 

Poplit^'al  aneurysm  must  V>e  diagiKised  fn^»in  absoei*a«  burml  eyvt^ 
pulsating  sfircoma,  and  a  soli<i  tumour  over  the  fascia.    The  m^grm  favj 
which  the  diagtiosis  can  l»e  arrivt^l  at  have  been  aln^aijy  meJitiootl£| 

An  anruTif^mnl  mrix  of  the  popliteal  artery  and  veinn  lii 
ieveral  times  ol»si»r\'«»d. 
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made  to  tie  the  artery  above  and  below  the  sac,  aiici  failing  thiw, 
amputation  must  be  performed. 

For  aneurysm  at  the  ankle  or  in  Ot^  ftM/t^  the  "  old  oj Miration  " 
of  excision  of  the  sac  and  ligature  of  each  artery  ittumnuumtiiuit, 
with  it,  is  the  best  course  to  purvue.  Compretwion  or  ligatunf  of 
the  artery  above  is  very  liable  to  fail,  owing  t/i  th^r  vt^ry  frtu'. 
anastomoses  between  the  arteiies  of  the  foot. 
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inner  coats  of  the  artery,  and  to  leave  the  wound  aiieptio ;  oo 
appearance  of  a  few  drops  of  bright  hIcxKJ  in  the  di«charjf»  frnm 
wound — the  precursor  of  **  secondary  hjtniorrhage '* — thrt 
artt^rv  should  l)e  controlled  in  the  gmin  Ky  compressors  or  anactJitAn 
fmger«,  and  if  thi^  pre\  ents  freer  bflPinf»iThage,  the  control  should 
niaiutainefi  until  the  wound  is  conHolidattnL  If  this  tre»une])t 
un8ucce88ful,  amputation  thp>ugli  thi^  thi^h  is  necessary  \  Itgatvuv  of 
the  artery  at  a  higher  level  either  fuiln  tu  arrest  the  bleeding  or  it 
cauaea  gangrene  of  the  limln 

If  moist  gangrene  fi>llowH  the  ligature,  the  limb  should  be  wX 
once  amputated  above  the  knee  without  waiting  for  any  "line  <d 
demarcation";  but  if  the  gangrene  i^  djy,  the  m'paratiou  may  Up 
left  to  natui-e,  the  munimified  part  being  meanwhile  swatbtd  in 
iodoform  wmrjL 

When  the  aneurysm  b*  threatening  to  Ijccome  difitiiiptl.  or  b 
** leaking^*  into  the  ti^ues,  the  artery  aliove  should  lie  at 
ligatui'ed,  and  with  great  hope  of  succejsji.  But  if  the  aneurysm 
really  rxiplured  into  the  cellular  tissue,  or  externally,  amptitaii< 
through  the  lower  end  of  the  femur  iii  the  only  resource.  If  the 
has  ruptured  into  the  knee  joint,  the  artery  alxjve  nhould  lie  tit^, 
the  hope  that  the  aneury»ni  may  \ie  confK)lidateci  and  the  bhxid 
absorbed  fmm  the  joint  ;  but  if  the  tumour  ha8  caused  extenaivp 
absorption  of  the  femur  and  disorganisation  of  the  joint,  amputatiuu 
should  l>e  at  once  practised. 

For  hiflammation  of  the  sac^  ligature  of  the  artery  above  with 
appropriate  local  treatment  i^  indicated  ;  if  suppuraticm  oocurs,  a 
free  incision  sliould  be  made  to  Hlierate  the  pus  a^  suton  as 
presence  in  detected  ;  if,  upon  this,  hannorrhiige  occurn,  the  sui 
should  attempt  to  excl'ie  the  sac  and  secure  the  artery  Ijeyond 
area  of  Inflammation,  and  failing  in  thin,  he  must  amputate 
limK 

Gangrene  of  the  leg  and  foot  may  occur  s«  the  direct  result  ol 
the  aneuryani,  either  frtun  venous  ol)«truction,  emliolijyii,  ur  art«3 
thromlxisLH,  If  from  venous  obstruction  it  will  W  ntaUi  in  v 
and  involve  the  uhiite  limt>  up  to  the  knee  ;  the  only  trt*atment  tluit 
can  lie  employed  \}^  inmiediate  ampuUition  alw^ve  the  aneurysm.  If 
the  gangrene  iM  arterial  and  dry,  and  it  involves  all  the  looi  and 
part  or  the  whole  of  the  leg,  amputation  14  likewise  indicated  ;  but 
if  it  iH  limited  in  area,  involving  the  toes  only  perbap%  tifteae 
mummilied  partes  may  l>e  left  t«  separate^  and  the  aneurjum  treated 
on  oniinary  principles*. 

Aneurysm  in  the  leg^  and  foot — Aneurynm  b  rate  bek»Wj 
Jihe  ham,  and   in   the   leg  and  ftMit  in  utiually  traunmtic  in  origi: 
resulting  from  gunshot  woundn,  .stabts  punctures,  and  fmctunsa 

When  c\)mplioating  fracture  *»f  the  leg,  the  Hrm  applicatioti  of 
the  splintvS  employed  for  thin  injury  i«  often  «uflicient  to  cure  the 
aneuryi^m.  In  other  ciises,  cireamtteribeil  aneut^y/tnt  in  tbe  leg  must 
l>e  treated  by  conipretMion  of  the  femoral  artery  or  ligature  of  ibe 
popliteal  trunk.     If  the  aneurysm  u>  mptured,  an  atterapl  majr  be 
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wound.  It  occasionally  also  arises  as  the  result  of  obstruction  in  the 
glands  or  vessels  due  to  inflammatory  changes,  and  is  more  often 
met  with  in  the  lower  than  the  upper  limb.  It  is  characterised  by 
the  discharge  of  a  thin  colourless  fluid,  which  rapidly  coagulates  into  a 
gelatinous  film.  Sometimes  the  fluid  has  a  milky  appearance,  leading 
to  the  probability  of  a  communication  existing  with  the  lacteals  or 
the  thoracic  duct.     The  discharge  _  ^_ 

does  not  usually  proceed  from  a 
aingle  spot,  but  exudes  from 
numerous  small  vesicles  which 
appear  upon  the  surface  of  the 
skin  around  the  site  of  the  ob- 
struction (Fig.  186).  This  occurs 
to  a  greater  extent  after  exercise, 
and  is  intermittent  in  amount, 
subsiding  when  the  limb  is  raised 
and  the  patient  at  rest  In  a 
case  recently  imder  my  care, 
which  occurred  as  the  result  of 
suppuration  of  a  gland  over  the  saphenou::^ 
opening  during  an  attack  of  small-poK^  ten 
ounces  were  collected  in  a  few  hour^,  and 
in  some  instances  the  quantity  is  imuh 
more  profuse.  This  fluid  was  examined 
by  Dr.  Manson,  and  pronounced  to  be 
chyle-like,  and  not  pure  lymph.  Ou 
analysis  it  was  found  to  be  compo^e^l  of 
— water,  95  per  cent.  ;  total  solids,  5  per 
cent  The  latter  contained  53  per  cent, 
of  fat ;  ash,  47  per  cent  (sodium  chloride  ; 
traces  of  phosphates  ;  no  sulphates).  K 
second  examination,  six  months  later, 
gave  a  nearly  identical  result.  In  this 
case  there  was  obstruction  at  the  site 
of  the  inflamed  gland,  but  in  most 
other  instances  there  has  also  been  noted 
some  diseased  or  dUated  condition  of 
the  lymphatic  vessels  (lymphangiectasis),  which  has  been  evident 
upon  the  surface  of  the  skin.  The  limb  below  the  site  of  obstruction 
has  sometimes  shown  hypertrophy  of  all  its  tissues,  but  in  all  cases 
it  is  considerably  enlarged,  and  the  skin  is  aftected  with  a  fibrous 
hyperplasia. 

The  only  treatitient  consists  in  raising  and  bandaging  the  whole 
limb,  with  pressure  upon  the  site  of  the  fistula.  All  operative  pro- 
ceedings are  worse  than  useless. 

Dilatation  of  Ijnnphatic  vessels. — ^The  lymphatics  are  subject 
to  the  same  congenital  affections  as  the  blood-vessels,  and  give  rise  to 
conditions  which  will  be  mentioned  later  (page  678). 

I^ymphang^eloina  is  the  term  given  to  a  dilated  condition  of 


Pig.  186.— Lymphorrhceadaeto 
Blocking  of  Lymphatics. 
(Lancereaux.) 
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iuflamniatory 
.  with  in  the  lower  than  the  upper  UoiU  It  i^  charai'temed  by 
discharge  of  a  thin  colourless  tiuici,  which  nipidly  coagulates  into  a 
gelatinous  liliu.  Sometimes  the  tiuid  lias  a  milky  apiMjantnce,  leading 
k>  the  prtjbability  of  a  conimunicati*Hi  existing  with  the  lactealn  or 
phe  thoracic  duct.     The  discharge  _^^ 

ioes  not  usually  pi-oceed  from  a 
lingte    Hpot,     hut    exudes    from 
BUAierouH    junall    venioles    which 
^Hftir  upon   the   suiiace  of  the 
PIH  around  the  nite  of  the  ob- 
nt ruction  (Fig,  186).    Thii*  occui*m 
io  a  greater  extent  after  exercise, 
iknd  is  iuteiTuittent   in  amount, 
subsiding  when  tlie  limb  U  raised 
pmd   the    patient  at   re.ML      In  a 
CBSe    recently    under    my    care* 
which  occuiTed  as  the   insult  of 
•uppuration  of  a  gland  over  the  sfiphenous 
opening  during  an  attackof  small  |k>x^  ten 
Dtinoes  were  collected  in  a  few  hours,  and 
111  aome  instances  the   quantity    in   nnicli 
iDore   profu^.      This  Hiiid  was  examined 
by  Dn  M&nK»n,  and  pronounced  to    be 
fehyle-like,    and    not   pure     lymph.      On 
Analysis  it  waft  found  to  be  compo«wMi  of 
•i^ water,  9*1  per  cent*  ;  tot^l  solids,  5  per 
pent.     The  Utter  contained  53  per  cent, 
fat ;  asli,  47  per  cent  (sodium  chloride  ; 
of  phofl|)hates  ;  no  sulphates).     A 
examination,    six    months    later, 
\re  a  nearly  identiciiJ   result.     In  this 
there   was  obstruction    at    tlie    site 
the     intlamed    gland,     but    in     most 
Mher  instances  there  has  also  been  noted 
te    diseajBed    or    dilated    condition   **f 

lymphatic  vessels  (lymphangiecUuiis),  which  has  been  evident 
Upon  the  surface  of  the  skin.  The  limb  below  the  site  of  obstruction 
Aaa  sometimes  shown  hypertrophy  of  all  its  tissues,  but  in  all  cases 
it  is  considerably  enlarged,  and  the  skin  is  att'ected  with  a  tibrous 
liyperplasia. 

The  only  ttttUtrntU  consists  In  raising  and  bandaging  the  whole 
■n^  with  pressure  upon  the  site  of  tlie  fistula.  All  operative  pro- 
Pbidingd  are  worse  than  useless. 

Dilatation  of  lymphatic  vessels.— The  lymphatics  are  subject 
Ici  tlu«  same  congenital  artections  as  the  blood-vessels,  and  give  rise  to 
^oonditions  which  will  be  mentioned  later  (page  078). 

£i>^fnpliiiii|(efoinii  is  the  term  given  to  a  dilated  condition  of 
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the  larger  lymphatic  vesftels,  in  which  c^^stic  Rpiu>?i8  are  fonsidt 
of  large  sixe,  associntecl  with  hypertrophy  of  the  v««a«]  wmll 
atrophy  of  the  intervening  tissue  (Fig.  187).  Sornetimt^s  ttitt  <"" 
tioii  givea  rise  to  a  single  cyat,  the  walls  of  whioh  consist  of  ftl 
tiBSue  lined  with  epithelium,  and  the  contents  of  more  or  f 
fluid. 

L3iii|»hiiiiKie«*ta«lii  18  the  result  of  a  vanccse  condition  of 
lymphatics  analogous  to  that  of  the  hlood-vesfl^U,  and  is  Dio«t  i 
luon  in  the  lower  limb,  eBpeeially  in  the  inguinal  r*^gion.      Il  < 
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of  a  circumRcrihed  dilatation  of  the  veaaels.  and  gives  rise  to  *wHI- 
ings  on  the  surface,  varying  in  si:ze  from  that  of  a  p*«a  to  tiiat  of  a 
walnut.  These  are  not  fwunful,  except  when  over-distended  ;  anil  if 
aspirated  or  punctured — aa  they  have  aometimes  I  teen  undrr  a  uua- 
apprelieiision  of  their  true  nature — ^they  yiehl  a  clear  or  mtlky 
coagulating  tiuid.  To  a  dilatation  of  the!«e  natural  ehannela,  can 
distenfiion  and  rupture  of  lymph  spaces  in  the  papillary  lay«r  ol 
skin,  Hutchinson  has  applied  the  term  lupus  lymphaticu* — 
what  misleading  appellation  (Fig.  188). 

Both  thane  conditions  may  be  brought  about  by  the  pr^aatrre  of 
tumours — such  as  an  aneurysm  ^compressing  the  thoracic  duct|  or 
of  malignant  tumours  in  the  course  of  that  vessel,  or  arising  in  the 
groin  or  axilla,  llic  preasure  thu&  <^xerciKe<l  may  so  olmtruct  the 
return  of  chyle  in  th«  one  case  or  of  lymph  in  the  other,  thi 
the  veaAelft  beyond  become  dilate^l  and  varicrwe,  and  may  either  ' 
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and  discharge  their  contents,  or  may  form  dilated  pouches  at  the  site 
of  the  valves  in  which  the  lymph  remains  stagnant.  In  this  way 
may  be  accounted  for  many  instances  in  which  chyle  is  found  to  be 
mingled  with  the  lymph  flowing  from  fistulee  in  the  groin  or  scrotum, 
or  passed  by  the  natural  passages  with  the  urine,  and  occasionally 
poured  out  in  large  quantities  into  the  peritoneum. 

From  whatever  cause  an  obstruction  to  the  lymphatic  circulation 
may  arise,  it  is  attended  by  a  hypertrophied  condition  of  the  limb 
below,  causing  it  to  assume  a  permanent  enlargement,  due  mainly  to 
a  solid  oedema  of  the  cellular  tissue.  The  skin  may  remain  smooth 
or  brawny,  or  may  become  rough  and  coated  with  a  thick  incrusta- 
tion of  epithelium,  which  resembles^  the  condition  seen  in  elephanti- 
asis Arabum.  Repeated  attacks  of  inflammation  of  an  erythematous 
character  are  prone  to  involve  all  the  tissues,  and  leave  the  enlarge- 
ment greater  than  before. 

AngeioleUCitJS  or  lymphangitis. — These  terms  are  applied  to 
an  inflammation  occurring  in  the  lymphatic  vessels,  as  a  result  of  the 
entrance  into  their  channels  of  some  irritant  and  probably  septic 
product.  This  may  originate  in  the  tissues  from  which  the  lymphatic 
radicles  arise :  as,  for  example,  from  the  irritation  of  a  blister,  the 
application  of  iodine,  or  even  from  sunburn.  Lymphangitis  is  a 
frequent  concomitant  of  erysipelas,  especially  in  its  milder  and  cuta- 
neous forms.  Acute  inflammation  of  lymphatics  is  much  more 
frequent  in  young  adults  and  children  than  in  old  people ;  but  in 
those  debilitated  by  excesses,  or  alcohol,  or  in  the  subjects  of 
Bright's  disease,  it  occurs  on  very  slight  provocation. 

But  the  more  usual  source  of  origin  is  the  direct  absorption  of  a 
morbid  material  through  an  abrasion,  often  slight  and  unperceived, 
such  as  a  scratch,  or  prick,  into  which  the  septic  products  of 
some  decomposing  tissue  have  foimd  entrance.  Thus  it  is  of  fre- 
quent occurrence  amongst  butchers  and  fishmongers,  or  amongst 
those  engaged  in  dissecting  or  conducting  post-mortem  examinations, 
and  especially  where  these  duties  entail  contact  with  septic  or  much 
decomposed  tissues.  In  a  wound  where  suppuration  is  free  and 
drainage  is  secured,  as  from  the  flaps  of  an  amputation,  absorption 
does  not  take  place,  since  the  current  of  discharge  from  the  granu- 
lations seta  in  the  opposite  direction ;  but  when  the  pus  is  confined  by 
a  scab  or  by  any  form  of  dressing,  such  as  collodion,  the  lymphatics 
may  readily  become  inflamed  by  the  material  which  they  convey. 
Thus  it  is  not  uncommon  to  find  it  occur  as  the  sequel  to  a  small 
pustule  or  the  sting  of  an  insect,  and  it  will  even  result  when  the 
skin  of  the  hand  is  brought  in  contact  with  some  particularly  viru- 
lent material  when  no  abrasion  can  1^  detected. 

An  example  of  tuberculous  lymphangitis  is  shown  in  Fig.  62, 
page  341. 

Patholofn^* — The  exciting  cause  of  this  afifection  is  undoubtedly 
the  entrance  into  the  lumen  of  the  vessels  of  some  septic  alkaloid 
(|itomaine),  derived  from  decomposing  tissues  or  from  a  parasitic 
micro-organism  which  has  gained  access  to  the  wounded  part     This 
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enQite^  an  inflammation  of  the  vessel,  and  {iiirticularly  of  iU  oattr^ 
coats,  which,  spreading  to  the  surrounding  ti»8ii<*,  oiumib 
lyniphanj^tis ;  the  affected  vesael  can  then  be  perceived  hub 
as  a  thickenetl  cord  beneath  the  skin.  The  oontentu  of  Una  rvjm\  U 
are  increased  by  the  cells  from  the  intiraa,  by  vhite  blood  corpiudasa, 
and  later  by  pus.  The  inrtaniniation  may  suij«ide  and  the  iymplMliCi 
regain  their  natural  condition,  but  Jociili.Hed  abfloesses  may  fomit  WkI, 
bursting  on  the  surface,  will  lead  to  a  complete  obliteratiofi  ol  ill* 
vesseb  in  which  they  arise.  When  this  happens  in  the  de«per  i 
of  lymphatics,  a  verj^  severe  and  extensive  cellulitis  may  enmm*  _ 
^>iit|ttom»« — The  affection  is  Brst  notified  by  pain  uod  throb- 
bing, with  gieat  tenderneaH  at  the  ^ite  of  origin,  around  which  llmv 
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iFlrofB   ft   dr»wioif'  In 


appears  a   red  areola.     Radiating  from 

thii»  spot,  the  skin  of  the  arm  or  leg  l^^e- 

comes  marked  w^ith  red  stria?,  wFiich  some* 

times  coalesce  to   form  an  erynipelatoua 

ares.     Although  marking  the  course  of 

the   lymphatic   vessel h,   these   ntrim   are 

much  broader  tiian  the  vessel  itnelf,  and 

are  lont  sua  they  approach  the  next  set 

of  glandrt,  disappearing  at  the  elfjow  or 

pnpliteal  iifiace,  and  never  extending  l>e- 

yoiid  the  axilla  or  groin.     At  the  name 

time    pyrexia   supervenen,  and    may    be  mnrntrnm^j 

extreme,  with  rigont  of  mor*^  or  less  fretjuency.     The  principal  pun 

ia  seated  in  the  region  of  the  glandw,  \mt  there  is  great  tmndmromm 

along   the    line    of   the   veasels,   which   are   evident    tm  hard    corda 

baiMMith    the   skin.     Tlie   inHammation   i»   niore   often   &cntc»   than 

elifonic,   and  in    the  former  case  may  last  only   a   few  daya,  and 

terminate  in  reiiolytion,  the  parta  returning  to  a  normal  state.     Bat 

if,  a8  is  usual*  pyogenic  organisms  have  formed  pait  of  the  infeeiiiig 

virus,  and  suppuration  takea  place^  absceaaea  will  fonn  at  irftrtoua 

parta  in  the  course  of  the  veaaels,  and  the  cane  may  last  for  niasy 

weeka,  and  tlie  absc^taes  may  not  close  until  the  grauuktiona  liiung 

their  cavities  have  Vn^en  itcmped  or  treated  with  some  such   cmoKtic 

Mitiaeptic  na  a  s«>lutinri  of  chloride  of  zinc^     When  the  deeper  »«rt  irf 

lymphatics  is  involved,  the  superlicial  redness  is  not  so  tDark«d»  but 

the  [kain  is  deepseat^  and  severe,  and  there  is  csdema  along  tlie  i 
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or  part  of  the  limb.  Suppuration  in  these  parts  extends  widely  and 
leads  to  extensive  loss  of  tissue,  and  the  subsidence  of  inflammation 
Ib  followed  by  an  obstinate  and  chronic  oedema.  The  glands  are 
very  early  affected,  as  shown  by  dull  aching  pain,  followed  by  acute 
tenderness  even  before  there  are  the  above  signs  of  lymphangitis. 
They  are  at  iirst  swollen  and  movable  in  the  surrounding  tissue,  and 
may  remain  so  for  some  time  after  the  inflammation  has  subsided  in 
the  vessels,  when  they  gradually  resume  their  normal  condition. 
But  often  suppuration  occurs  in  them,  and  this  is  marked  by  in- 
creasing pain,  tenderness,  and  throbbing,  by  continued  and  often 
excessive  pyroxia  with  rigors,  while  the  gland  enlarges  and  the 
cellular  tissue  around  becomes  inflamed,  and  signs  of  suppuration  are 
soon  evident.  The  abscess  thus  formed  may  attain  a  large  size,  but 
the  glands  are  not  affected  beyond  the  axillary  or  inguinal  regions. 

The  constitutional  symptoms  vary  with  the  acuteness  of  the 
process.  The  fever,  the  superficial  redness,  the  pain  in  the  glands 
may  pass  off  in  a  few  hours ;  but,  on  the  other  hand,  they  may  be 
followed  by  rigors,  and  all  the  evidences  of  septictemia  or  pyiemia. 
When  the  pain  in  the  glands  persists  even  after  all  redness  of  the 
strife  has  disappeared,  suppuration  generally  occurs  at  a  shorter  or 
longer  interval 

Treatment* — In  dealing  with  this  affection,  the  nidus  from 
which  the  poison  has  been  absorbed  must  be  sought.  If  this  be  an 
open  wound,  it  must  be  cleansed  thoroughly  and  washed  with  strong 
solutions  of  perchloride  of  mercury ;  if  covered  with  a  scab,  the  crust 
or  epithelium  must  be  removed.  Should  there  be  no  perceptible 
wound,  an  incision  into  the  red  and  throbbing  areola  must  be  made, 
and  lotions  of  carbolic  acid  or  perchloride  of  mercury  applied. 
Warmth  is  the  greatest  alleviator  of  pain,  and  much  rclief  is  given 
by  soaking  the  whole  limb  in  hot  boracic  baths,  and  by  warm  boracic 
fomentations  along  the  whole  course  of  the  inflamed  lymphatics.  A 
mercurial  purge,  followed  by  salines,  should  be  administercd,  and 
the  limb  raised  throughout  its  whole  length.  Quinine  should  be  given 
in  large  doses  from  the  first  onset  of  pyroxia,  and  opiates  if  the  pain 
be  excessive.  To  subdue  the  swelling  of  the  glands,  nothing  is  so 
effectual  as  warmth,  which  may  be  applied  in  the  form  of  hot  lead 
and  opium  lotions  or  boracic  fomentations;  and  this  also  has  the 
effect  of  encouraging  the  pus,  if  it  has  formed,  to  come  to  the  surface, 
and  as  soon  as  fluctuation  can  be  detected,  free  incision  and 
drainage  give  instant  rclief,  the  wound  being  dressed  with  strict 
antiseptic  details. 

The  oedema  which  occurs  with  inflammation  of  the  superficial 
lymphatics  will  gradually  subside  as  the  lymph  finds  its  way  through 
its  former  channels,  or  when  an  anastomosis  is  established  through 
the  deeper  set  of  vessels ;  but  when  the  latter  set  of  lymphatics  are 
blocked  or  destroyed,  the  oedema  is  more  severe,  and  often  permanent. 
Frequent  bathing  in  hot  water,  massage,  and  the  application  of 
elastic  bandages  are  means  by  which  this  may  be  diminished,  or 
even  cured. 
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Lymphadenitis.  Sjnnptoiiis.— As  de8cril>ed  in  the  preceding 
sectiou,  inflammation  of  the  lymphatic  glands  is  generally  due  to  the 
absorption  of  septic  material,  although  the  effects  may  be  first  per- 
ceptible in  the  glands,  and  no  traces  of  its  passage  along  the  lymphatics 
may  have  been  evident.  When  the  process  is  aniU,  the  symptoms 
are  well  marked  and  the  diagnosis  is  easy.  Pyrexia  of  greater  ft 
less  intensity,  often  accompanied  with  rigors,  precedes  a  feeling  of 
swelling,  with  |)ain  of  dull  aching  character,  rapidly  becoming  more 
acute  and  throbbing,  and  situated  in  the  known  position  of  lymphatic 
glands.  All  movement  of  the  limb  or  part  affected  is  extremelj 
painful.  Sometimes  a  single  gland,  sometimes  a  whole  chain,  is 
attacked.  The  swelling  inci*eases,  the  skin  for  some  distance  around 
becomes  a^lematous,  and  afterwards  red  and  tender.  So  soon  ts 
suppuration  has  taken  place  the  pain  may  be  less  severe,  but  the 
swelling  increases.  Pus  may  form  in  several  portions  of  the  gland 
at  once,  or  the  whole  may  be  converted  into  an  abscess,  confined  br 
the  fibrous  structures  of  the  gland.  At  the  same  time,  the  sur- 
rounding parts  break  down,  and  an  abscess  is  formed  in  the  looee 
cellular  tissue,  which  may  spread  over  a  large  area.  The  chan<:es 
that  take  place  affect  all  the  component  parts  of  the  gland.  The 
fibrous  cortex  is  first  affected,  and  becomes  thickened  by  the  incret!« 
in  size  and  number  of  its  blood-vessels,  and  by  the  exudation  of 
blood  and  leucocytes.  The  follicles  of  adenoid  tissue  are  at  first  red 
and  hypenemic,  but  soon  become  jmler  as  the  corpuscles  are  tx)n- 
verted  into  pus-cells.  Thus  small  collections  of  pus  are  formed,  and 
these,  by  coalescing,  convert  the  whole  structure  into  an  abece«s. 
confined  by  the  fibrous  coat  of  the  gland,  which  gradually  softens 
and  allows  the  matter  to  escape  into  the  already  inffamed  and  snp 
purating  cellular  tissue.  Other  glands  in  the  chain  may  become 
inflamed  and  follow  the  same  extreme  course. 

The  jn-ocess,  however,  may  fall  short  of  this  condition  and  assome 
the  subacute  form.  In  this,  all  the  component  tissues,  and  particularlT 
the  fibrous  portions  of  the  gland,  l)ecome  congested  and  n^ollen,  hut 
]>us  is  not  formed  in  the  surrounding  cellular  tissue  ;  and  if  it  occur  in 
the  sul)stance  of  the  follicles,  the  collections  do  not  coalesce,  the 
gland  sulxsides  to  a  smaller  size,  but  remains  larger  than  natural  and 
is  prone  to  recurrent  attacks  of  inflammation  on  slight  provocation. 
A  further  and  sul>sequent  change  may  result  in  calcification  either  of 
a  part  or  of  the  whole  gland.  Sometimes  the  sulntance  of  the  gland 
breaks  down,  forming  what  is  known  hs  a  supjmrating  huho^  and  the 
skin  gradually  becoming  involved,  the  contents  are  discliarged  on 
the  surface,  and  a  sinus  is  formed,  which  leads  down  to  the  necroung 
tissue  of  the  gland.  In  cases  where  the  primary  inflammation  ii  of 
a  simple  nature  (mjmpathetic  bubo),  this  readily  admits  of  cure,  hut 
when  it  is  due  to  the  al)sorption  of  a  specific  virus,  as  from  t 
soft  chancre,  the  discharge  from  the  suppurating  gland  has  not 
only  the  s<anie  characteristics  as  that  from  the  primary  sore,  and 
is  likewise  inoculable,  but  will  cause  the  surrounding  tissue  to 
brt^ak    down    even  to  a  considerable  distance,  and   to  present  the 
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ragged  edges  and  the  indolent  grey  slough  which  characterises  the 
initial  sore. 

In  syphilis  the  glands  nearest  to  the  sore  are  early  affected,  and 
later  those  throughout  the  whole  body  undergo  changes  which  render 
them  hard  and  prominent,  forming  what  is  known  as  the  "  bullet 
bubo."  They  rarely  suppurate,  except  when  the  sore  or  its  sur- 
rounding parts  are  inflamed.  They  remain  isolated,  i-ounded,  and 
very  hard,  or  they  may  be  elongated  and  moderately  firm — the 
amygdaloid  bubo — the  change  being  due  to  effusion  of  plastic 
material  confined  to  the  gland,  and  accurately  circumscribed  by  its 
capsule,  so  that  the  surrounding  cellular  tissue  is  not  affected. 
General  glandular  enlargement  is  very  frequent  in  the  secondary 
stage  of  syphilis,  but  possesses  no  distinctive  histological  characters. 
The  capsule  and  tissue  of  the  hilum  are  infiltrated  with  cells,  and 
leucocytes  accumulate  in  the  follicles  and  alveolL  (See  pages  388 
and  398.) 

Chrcniic  lymphadenitis  often  occurs  in  the  neck  or  axilla  as  a 
sequela  of  the  specific  fevers,  and  the  source  from  which  absorption 
lias  taken  place  may  be  impossible  to  detect.  Where  the  glands  of 
the  neck  are  thus  affected  after  scarlet  fever,  it  may  be  presumed 
that  the  throat  or  tonsils  are  the  site  of  primary  irritation,  or,  in 
later  stages,  the  external  or  internal  parts  of  the  auditory  apparatus. 
The  glands,  once  enlarged,  become  prominent,  but  are  not  painful, 
though  they  diminish  in  size  or  increase  in  accordance  with  the 
general  health  of  the  patient.  The  same  condition  may  l>e  set  up 
by  the  existence  of  a  carious  tooth.  The  condition  is  characterised 
by  an  increase  of  bulk,  causing  the  gland  or  glands  to  feel  firm  and 
dense  and  to  attain  a  considerable  size.  It  is  due  to  a  hyperplasia 
of  the  fibrous  elements  of  the  capsule  and  septa,  and  a  consequent 
diminution  and  compression  of  the  lymphoid  tissue.  In  the 
diagnosis  of  these  swellings  it  must  be  remembered  that  the  border 
line  between  inflammatory  hypertrophies  and  other  morbid  conditions 
of  the  glands  is  clinically  extremely  narrow. 

The  treatment  of  adenitis  is  generally  simple  and  satisfactory. 
The  axilla  and  groin  are  the  parts  in  which  inflammation  of  the 
glands  is  most  frequent,  and  the  source  from  which  absorption  has 
taken  place  can  generally  be  discovered  by  searching  the  regions 
from  which  the  absorbents  converge.  The  glands  of  the  neck — 
receiving  as  they  do  the  lymphatics  from  so  many  parts  in  which 
irritation  may  arise — are  very  frequently  the  site  both  of  chronic  and 
acute  inflammation.  The  mucous  surfaces  of  the  posterior  nares, 
the  tonsils,  and  pharynx  are  amongst  the  deeper  parts  from  which 
absorption  of  irritant  and  septic  materials  are  particularly  liable  to 
cause  enlargement  of  the  glands  of  this  region.  In  the  case  of 
glands  in  the  upper  part  of  the  neck,  the  scalp,  the  ear,  and  external 
meatus  must  be  carefully  searched  for  any  source  of  irritation. 
The  alveoli  of  the  jaws  must  be  inspected  for  any  carious  teeth  or 
periosteal  inflammation  in  the  case  of  glands  enlarging  beneath  the 
lower  jaw  and  in  the  lower  part  of  the  neck,  though  the  source  of 
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origin  may  be  obscure ;  the  glands  often  become  acutely  inflamed, 
and  in  this  situation,  owing  to  their  confinement  beneath  the  deep 
fascia,  any  collection  of  pus  is  deep  and  extensive,  and  gives  rise  to 
considerable  pain  and  swelling,  witli  redness  and  oedema  of  the  ikin, 
before  it  makes  its  way  towards  the  surface.  In  the  pelvic  region 
enlargement  and  suppuration  of  glands  frequently  occur^  as  the 
result  of  products  absorbed  from  an  inflamed  uterus. 

In  all  cases,  the  first  efiforts  of  the  surgeon  must  be  directed  to  the 
treatment  of  the  primary  focus,  if  it  can  be  detected ;  the  part  must 
be  cleansed  and,  if  necessary,  scraped,  and  lotions  of  perchloride  of 
mercury,  carbolic  acid,  or  other  antiseptic  applied.  Before  suppuxmtioii 
has  taken  place,  the  pain  and  swelling  of  the  glands  will  be  grestlj 
relieved  by  warm  lead  and  opium  lotions,  or  by  hot  boracic  fomentA- 
tions,  and  in  the  less  acute  forms  by  the  application  of  glycerine  of 
belladonna.  When  suppuration  is  manifestly  present,  no  time  shoald 
be  lost  in  giving  exit  to  the  pus,  even  if  this  involves  a  somewhat 
deep  dissection.  The  surface  of  the  gland  must  be  exposed,  the  capsule 
incised,  and  a  pair  of  dressing  forceps  inserted  and  opened.  If  the 
sul>stance  of  the  gland  be  much  destroyed,  all  necrosed  tissue  should 
be  removed  with  a  sharp  spoon,  and  a  drainage-tube  inserted  for  tvo 
or  three  days.  The  parts  must  be  thoroughly  syringed  with  an  anti- 
septic solution  and  dusted  with  iodoform  powder  or  scrubbed  with 
iodoform  emulsion.  If  only  one  gland  has  suppurated,  those  in  itt 
neighbourhood  will  subside.  In  the  case  of  chronic  enlai^gement, 
the  removal  of  the  gland  may  be  necessary,  on  account  of  its  on- 
sightliness  or  its  tendency  to  recurrent  inflammations.  This 
involves  a  careful  dissection,  and  must  be  performed  without 
rupture  of  the  capsule,  the  gland  being  cleared  from  its  surroondingi 
by  the  fingers  or  by  blunt  instruments. 

Tuberculous    Ijrmphadenitis.     Pathoioiry.  —  Tabercak)UK 

glands  may  occur  in  any  part  of  the  body,  but  are  far  most  frequently 
met  with  in  the  glands  of  the  neck,  the  mediastinum  and  the  mesen- 
tery ;  this  frequency,  as  pointed  out  by  Mr.  Treves,  being  due  to 
the  extensive  collections  of  adenoid  tissue  in  the  mucous  membnuMS 
from  which  these  glands  derive  their  lymphatic  supply.  It  oocun 
generally  in  individuals  predisposed  by  heredity  or  other  causes  to 
the  tuberculous  diathesis,  and  is  much  more  frequent  in  the  young, 
though  occasionally  seen  as  senile  scrofula  in  persons  between  seventy 
and  eighty.  The  bacillus  absorbed  from  the  surface  of  a  muooos 
membrane  is  conveyed  by  the  lymphatics  to  a  gland  where  it  finds 
a  suitable  nidus  and  develops  the  tubercle,  which  is  surrounded  by 
an  area  of  inflammation,  and  passes  through  all  the  various  stages  of 
the  disease  which  are  seen  to  occur  in  other  tissues.  {St€  page 
340.)  The  condition  may  be  confined  to  a  single  gland,  or  may 
l)e  disseminated  over  many  in  the  neighbourhood,  or  even  throughout 
the  body.  The  further  changes  are  characterised  by  a  fatty  meta^ 
moq^hosiK,  which  converts  the  substance  of  the  gland  into  a  whituh 
caseous  material,  often  mingled  with  thick  curdy  pus,  and  ccmtained 
within   a   thickened   capsule.     This   pus,   gradually   accumulatiiig, 


\ 


TUBERCULOUS  LYMPHADENITIS.  671 

eventually  makes  its  way  towards  the  surface  and  involves  the 
superjacent  skin,  which  becomes  thinner  and  redder  till  it  gives  way 
and  allows  the  matter  to  be  discharged.  The  discharge  is  usually 
thin  and  serous,  mixed  with  some  of  the  caseous  material.  The 
sinus  thus  formed  has  a  characteristic  appearance :  its  margins  are 
surrounded  by  oedematous  granulations,  and  it  leads  to  the  broken- 
down  structure  of  the  gland  often  at  a  considerable  depth.  This 
may  be  found  in  some  instances  entirely  destroyed,  but  more  often 
exhibits  in  its  various  loculi  all  the  stages  through  which  it  has  passed. 
The  surrounding  tissues  are  not  infiltrated.  The  granulations  of  the 
gland  and  of  the  sinus  are  often  infected  with  bacilli,  and  in  scraping 
these  abscesses  all  granulations  must  therefore  be  destroyed,  as  well 
as  the  walls  containing  them. 

The  cicatrisation  of  the  sinuses  and  cavities,  if  not  freely  dealt 
with  by  the  surgeon,  leads  to  a  peculiarly  disfiguring  and  characteristic 
form  of  scar.  The  cicatrix  is  often  adherent  to  the  deeper  paiis 
and,  therefore,  depressed,  or  it  will  present  ridges  of  skin  with  small 
processes  and  deep  furrowa 

Symptoms.— With  r^ard  to  the  clinical  features  of  this 
afifection,  the  enlargement  is  generally  insidious  and  painless,  and 
progresses  but  slowly  at  first.  The  involved  glands  are  in  the 
early  condition  freely  movable,  but  with  their  increase  in  size 
the  surrounding  parts  become  involved  in  a  periadenitis,  and  the 
gland  becomes  adherent.  Their  increase  in  size  and  the  rate  of 
implication  of  neighbouring  glands  are  very  irregular ;  but  large 
masses  of  glands  wUl  often  be  found  aggregated  and  in  various  stages 
of  the  morbid  condition,  and  will  often,  by  their  pressure,  cause 
serious  complications,  in  the  shape  of  cedema,  dyspnoea,  or  dysphagia. 
When  one  gland  has  discharged  or  has  been  opened  by  the  surgeon, 
the  others  may  subside  and  become  quiescent.  Even  when  pus  has 
formed,  it  may  become  inspissated,  or  there  may  remain  a  focus  of 
caseous  material,  round  which  the  gland  shiinks,  or  the  whole  may  be 
convei-ted  into  a  calcareous  mass.  Even  after  many  years,  •however, 
such  glands  are  liable  to  recurrent  attacks  of  inflammation. 

Treatment.— In  the  treatment  of  these  cases,  local  must  be 
combined  with  constitutional  remedies.  The  source  of  irritation  must, 
if  possible,  be  ascertained,  and  inflamed  or  ulcerated  surfaces  must  be 
scooped  or  swabbed  with  an  antiseptic;  carious  teeth  must  be  removed, 
and  enlarged  tonsils  excised.  In  delicate  patients  the  least  decline  in 
health  induces  a  fresh  enlargement  of  glands  which  have  once  been 
inflamed.  Whenever  pain  or  swelling  occurs,  warmth,  as  applied  in 
hot  fomentations  or  warm  lead  and  opium  lotions,  affords  greatest 
relief,  and  protection  should  be  continued  by  surrounding  the  part 
with  flannel  or  cotton-wool  Where  enlargement  remains  in  a  passive 
state,  and  there  is  no  evidence  of  the  presence  of  suppuration,  it  may 
be  diminished  by  careful  rubbing  with  the  iodide  of  lead  ointment ; 
but  the  application  of  tinctura  iodi  is  to  be  condemned,  as  also  the  in- 
jection of  anything  like  carbolic  acid  or  tincture  of  iodine  into  the  sub- 
stance of  the  gland.    When  permanent  enlargement  has  taken  place, 
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or  the  size  of  the  swelling  appears  to  be  on  the  tncreiiflei»  a  nil  wbiai  i 
has  not  tioquirecl  very  firm  cotmectioii  with  othftr  ]tari%  by  far  the  i 
satisfactory  results  are  gained  by  dissecting  out  the  entire  ^lattii  i 
its  capsule.     Often  this  can  be  etfected  through  a  very  Miiiall  tncuooo^l 
and  at  the  same  time  other  glands  which  threaton  to  follow  1 
oou nie  can  \m  renioved  through   the  same  wound.     Cmrm 
taken  to  tear  th«j»  gland   from   its  fiurroundinga,  and  the  frM  Iiat4 
any  shnrp  inBtrumerit  should  be  avoided,  on  accnuntof  the  iiiipOftElli« 
and  sixe  of  the  vessels  in  tlio  parta  where  auch  gland»  are  i 
quently  situatt^d,  nnii  the  ditiicnlty  of  restraining  hn'Oiorrhage  in  tin 
deep  wound  that  in  \eti.      K  poHsible,  the  gland  hIiouM  be 
entire,  witlmut  rupture  of  its  capsule  ;  but  if  thin  Ik*  fuund  it 
on  account   of  its  close  connection  witli  surnjundini?  parts  or  III 
fluid  nature  of  it*i  contents,  the  tibrous  capsule  muAt  he  opiriiwl  jir, 
the  cavity  freely  cleared  by  nieaits  of  a  sharp  8p»an,  and  tb* 
must  be  wiped  out  with  a  solution  of  chloride  of  xinc  (gr*  2y*  ^v*  ^]t^ 
and  if  neceseary,  a  drainage-tube  inserted  for  a  day  or  two.      Bttt  tins  J 
should  be  avoided,  if  po^ible,  and  stitches  must  not  i*e  umhj  anJc 
absolutely  necessary,  though  botJi   may  be  requinnl  when   else  glaiull 
is  situated  beneath  the  deep  fascia  ;  and  horse-hair  or  stlkwfinti  guil 
is  the  l^est  material.     At  the  siime  time,  any  neigh Ixmrtng  glAii<li|| 
which  can  V>e  seen  should  be  ]»unctuied,  and,  if  mn'e^sjiary,  dnaJl 
in  a  similar  manner.      When  suppuration  is  evidrnt,  and  befotw 
skin  becomes  involved,  it  is  Wtter  to  make  an  incision  directly  inca  1 
the  gland,  and  to  evacuate  its  cant«nU  thoroughly  by  nieana  of  %hm 
spoon^  and  after  swabbing  with  chloride  of  zinc  aolutiua  or  iodoloimJ 
emulsion,  to  drain  for  a  short  perio<L     Othem  pn-fer  to  pundnntj 
with  thts  fine  point  of  a  thermo-cautery  at  a  bright  red  heat,  wbicli 
should  be  paased  in  several  directions  into  the  sulistanci*  of  Uie  gland. 
After  any  of  these  operationH,  the  parts  must  be  kept  at  ali«ohit«  ' 
rest ;  and  in  the  eaee  of  the  neck»  this  may  render  necevary  the  ap-  j 
plication  of  a  stock  made  of  gutta{ierchn  or  of  pofopjftstle  felt^  sudi  I 
as  is  used  in  csaees  of  cerncal  caries,     TIte  great  object  to  lie  kepi  in  J 
view  is  the  avoidance  of  sinuses  and  th*-   fonrirtti^^n  of  thtym^  ttirllTT 
cicatrices  which   are  characteristic  of    long  ft 

cause,  and  tliis  is  best  st*ounMi  by  proviiUng  c  .  t 

the  parti  oonoemed. 

The  oanMihUional  ire^^tnsni  oo«wiata  in  careful  dieting  and  nig«i'*>l 
lation  of  the  digestive  ui*gans.  Coddivor  oU,  rH}>ecialiy  during  ^hm] 
winUT  months,  must  be  given  for  long  jM^riotis,  and  it  may  W  i 
oiaterl  witlk  some  pi\«pamtion  of  iron  or  of  cinchona,  with  a  lutnanil  1 
aoid  or  strychnia.  Sea  air,  particularly  that  of  the  ea»t 
England,  works  wonders  for  the  ijenerality  of  these  patients ;  but  i 
must  be  ocmtinued  for  I  loiU  and  rejii*ate<l  for  aeverml  y^9W%  i 

while  at  Ike  «mo  time  *  i  uil^unity  for  out  dtK>r  exs 

tie  given  where  fiOHHible.      {^'n    p^ii^?  •I'^D  ) 

Hjrpertrophy  and  atrophy  of  glands,— The  lymphatic  glMifo ' 

even  in  health  vary  greatly  in  8i;w%  lietnjf  proportionately  larger  ta 
children  and  of  greater  aise  in  adults  tlian  in  old  age.     Tbej  are 
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small  in  thin,  wiry  peraons,  and  large  in  individuals  of  soft  fibre. 
In  emaciation  from  any  cause  the  glands  waste,  but  the  transition 
between  indolent  enlargement,  due  to  a  condition  of  the  tissues  from 
which  the  lymphatic  vessels  arise  and  a  morbid  change,  is  often 
imperceptible.  In  cases  of  prolonged  suppuration  amyloid  degenera- 
tion is  not  infrequent,  and  commences  with  a  hyaline  thickening  of 
the  reticular  trabeculse,  and  as  this  increases  the  lymphoid  corpuscles 
diminish.  The  follicles  of  the  lymphatics  are  often  stained  by  the 
retention  of  foreign  matters  conveyed  to  them  through  the  lympha- 
tics. This  is  most  frequently  observed  in  the  bronchial  glands 
through  the  deposit  of  matters  inhaled  with  the  air,  and  varies  with 
the  occupation  of  the  patient     If  the  substance  be  large  in  amount. 


Fig.  188.— Maw  of  Lymphadenomatous  Qlanda  from  the  Axilla.    (Lanoereanx.) 

it  leads  to  shrinking  of  the  gland,  through  increase  of  fibrous  tissue 
«nd  proportionate  discoloration  of  the  reticulum. 

The  disease  first  described  by  Dr.  Hodgkin  under  the  title  of 
Lymphadenoma  as  a  painless  hypertrophy  of  lymphatic  glands,  more 
commonly  occurring  in  the  neck,  but  often  in  other  and  sometimes 
in  many  regions,  may  be  to  a  certain  extent  subdivided ;  but  the 
characteristics  first  pointed  out  by  Dr.  Hodgkin  are  more  or  less 
common  to  all  forms.  The  enlarged  glands  increase  gradually, 
though  intermittently  and  without  pain.  They  never  suppurate. 
At  first  the  glands  are  separate  and  distinct,  but  later  they  may 
become  confluent,  and  form  large  lobulated  masses,  and  may  be 
followed  by  lymphatic  growths  in  various  organs,  particularly  the 
spleen.     Three  conditions  may  be  described. 

(1)  Lymphoma.— In  simple  lymphoma,  unassociated  with  any 
diathesis,  a  gland  usually  in  the  neck,  but  often  in  the  groin  or  axilla, 
or  other  parts  of  the  body,  enlarges  gradually  and  painlessly,  without 
gigns  of  inflammation.  Sometimes  this  may  appear  to  arise  as  the 
result  of  irritation  ;  but  on  removal  of  the  cause  the  increase  of  size 
continues.  The  health  is  not  affected,  though  one  or  two  neighbouring 
glands  may  be  implicated,  and  may  unite  to  form  a  lobulated  tumour. 
H  M 
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Tlie  surface  is  smooth  and  elastic  and  jminless,  and  thej  condvfii  m 
ofUiesions.  On  fitection,  tbey  exhibit  a  liypeiplA«ia  of  lymphoid  liaiiic, 
in  which  the  traljecular  structure  disappears,  and  ia  replaced  hj 
lyuiphoitl  eell.%  which  are  identical  with  the  wliite  oorpiuicleii  of  the 
blood  ;  but  their  pmportion  varies  considerably  with  the  rate  ol 
growth  of  the  tumour.  Under  trentm^.nt  by  arsenic,  iron,  phi» 
[thorns,  and  e^ipecialiy  sea  air,  the  enlarged  glands  will  oftc*n  autMiiiif 
or  remain  quiescent ;  but  the  enlargement  may  continue  and  tk 
gjtuids  fuse  together,  and  cutine  danger,  and  even  death,  hj  pdeWOf 
\H*on  inT]>ortAnt  structures.  There  is  little  tendeiicy  to  d^gsnatatiff 
changes.  When  single,  removal  at  an  early  stage  may  be  atte]xi|>led 
Thei'e  is  no  tendency  to  recurrence. 

(2)  Lyinpliiidc'niiiiiii*— Lyuiphmlenunia   \a  a   more   extetuitv 
development    of   a    like   condition,    and   may   or  may  not    be  ac- 
cottipanied  by   leukiemia.     It  is  a  diaeaae  of  early    Ufe,  and  ntoiT 
common  in  males  than  females.     Beginning  usually  in    tht«   ntck, 
a  whole  chain  *of  glands  becomes  involve^l^  and  later  the  adenoid 
tissue  throughout  the  liody  l^ecomes  implicated  (Fig.  189).    The  spleen 
11  moat  frequently  affected,  but  the  liver,  kidneys,  inteatinee,  and 
many  other  tissues,  including  the  medulla  of  bones,  may  shar*!  the 
condition.     When  cut  across^  the  glands  present  a  uniform  grvy  or 
yellowish  colour.     Microscopically,  the  traliecular  structure  is  found 
to  have  largely  disappeared,  and  to  be  i-eplaced  by  lymphoid  cdU 
In    some  specimens    the  reticular  and  tibrous  parts  of  the   glaiMla 
preponderate,  to  tht*  exclusion  of  the  lymphoid  tissue,  ami  tiiua  give 
a  greater  firmness  and  conaiatence  to  the  tumour.    In  the  viacera  the 
lymph  corpuscles  are  seen  in  enormous  numbers  in  the  aheatha  of 
lymphoid    tissue,    which    naturally   enclose    the   veasela,    and    their 
encroachment  leads  to  an  atrophy  of  the  natural  structures.     DesUi, 
wlien  leukaemia  is  not  present,  occurs  either  as  a  result  of  prMMTV 
upon    important   Btnictures   or   from    diarrhoea  or  dropsy.      WImd 
leuktemia  accompanies  this  aiiection  of  the  glands,  the  enhmvnMOil  of 
the  spleen  is  very  marked^  and  the  blood  shows*  on  exaaiAluitioD|  tt 
considemble   inci-easf*    in    the    projiortion  of  white  corpiiaolea,  uid 
M  diminution  ui  the  number  of  red.     Antemia  and  exhaaation  aH  in 
early,  and  epistaxis  or  subcutaneous  haemorrhages  are  fr8<|iieat,  ft&d 
death  oocurs  early  from  debility. 

In  the  matter  of  ireatinentf  operation  is  of  little  or  no  avmiU  and 
reliance  must  be  placed  upon  iron»  arsenic^  iodide  of  pfTtiMrriuni,  and 
obfuige  of  air. 

(3)  l>yinplioi^arroiiia.~8arcoma,  usually  of  the  round-ctUad 
variety,  occurs  rarely  in  single  glands,  or  in  a  group  of  neigliboiirillg 
glands,  as  a  primal^  aifoction,  and  quickly  invadea  tha  anrtottadliig 
tissue  ()»age  4(i6).  Clinically,  it  is  to  be  distinguished  from  tke 
bimpler  forms  only  by  its  more  rapid  growth^  and  by  ita  tandttkcy 
to  invade  the  nejghl>ourittg  ptirta  and  to  protrude  through  tlio  aldai^ 
and  by  the  absence  of  leukii'mia.  Very  early  removal  may  son^ 
tiniea  be  warranted,  but  thr  progress  is  generally  ra{iid  and  tile 
prosiieei  of  cure  is  hoi^elesa. 
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Elephantiasis  Arabum,  lymph  scrotum.    -£tioioiy.--in 

certain  countries,  particularly  the  West  Indies,  the  Brazils,  China^ 
India,  and  Australia,  the  lymphatics  form  the  habitat  of  the  embryos 
of  a  mature  nematode  worm — the  filaria  sanguinis  hominis  {see  page 
331) — and,  by  setting  up  inflammation,  or  otherwise  blocking  the 
circulation,  give  rise  to  various  diseases  The  parasite  is  introduced 
into  the  human  body  either  by  absorption  from  the  surface  through 
bathing,  or  by  drinking  water  in  which  the  embryos,  freed  from  the 
dead  bodies  of  mosquitoes,  which  act  as  intermediary  hosts,  have 
fallen.  The  female,  which  has  been  found  in  the  lymphatics,  is  a  fine 
thread-like  worm  of  white  colour,  from  3^  inches  long  and  y^^  inch 
wide.  It  is  viviparous,  the  embryos  measuring  i^  to  xsVo  ^^  *^  inch, 
enclosed  in  a  delicate  sheath,  and  when  freshly  removed  exhibit  lively 
eel-like  movements,  and  when  searched  for  at  night  about  10  to  100  can 
be  counted  on  a  slide.  {See  Fig.  59.)  If  looked  for  during  the  daytime, 
few  or  none  can  be 'detected,  the  cause  of  their  disappearance  being  a 
matter  of  dispute.  Dr.  Manson's  view  as  to  the  causation  of  stasis  in 
the  lymphatics  is  that  the  parent  filarial  occupy  the  lymphatics  ;  and 
if  the  lymph  channel  be  free,  the  embryo  will  be  carried  with  the  blood 
without  necessarily  causing  disease.  But  if  the  lymph  channel  be 
obstructed,  the  embryo  will  be  confined  to  the  distal  branches  of  the 
occluded  lymphatia  He  further  believes  that  aborted  ova  escaping 
from  the  female,  being  too  large  to  pass  through  the  lymph  glands, 
act  as  emboli,  and  cause  stasis  of  lymph,  this  condition  spreading 
backwards  until  the  whole  of  the  glands  connected  with  the  vessel 
into  which  the  female  ejects  her  ova  are  obstructed.  Dr.  Stephen 
Mackenzie,  who  has  minutely  studied  the  subject,  suggests  that 
the  presence  of  the  parent  worm  alone  may  be  sufiBcient  to  cause 
infiiajnmation  and  obstruction,  just  as  any  condition  which  causes 
mechanical  obstruction  of  the  lymphatics  may  produce,  as  it  does, 
all  those  conditions  which  are  found  to  co-exist  with  the  presence 
of  filarise. 

Symptoms. — ^The  leading  clinical  phenomena  are  (1)  Chyluria, 
in  which  the  urine  is  noticed  to  have  a  heavy  milky  appear- 
ance, due  to  the  admixture  of  chyle,  and  sometimes  of  blood, 
and  emits  a  heavy  urinous  odour.  After  standing,  it  coagulates  into 
a  reddish  jelly,  which,  on  examination  by  the  microscope,  shows 
quantities  of  minute  granules  of  fatty  matter,  together  with  crystals 
of  urinary  salts,  epithelium,  and  embryo  fil arise  in  a  more  or  less 
moribund  condition.  This  admixture  of  chyle  is  due  to  a  distended 
or  varicose  condition  of  the  lymphatics,  brought  about  by  the  presence 
of  these  parasites,  and  leading  to  exudation  of  chyle,  or  to  a  fistulous 
communication  between  the  lacteals  and  lymphatics  in  the  lumbar 
region,  the  pelvis  of  the  kidney,  the  ureter,  or  bladder.  Similar  com- 
munications and  results  may  be  produced  by  the  pressure  of  tumours 
on  the  thoracic  duct  or  lacteals,  when  the  urine  presents  similar 
appearances,  but  without  the  presence  of  filaria?.  The  peritoneum 
and  the  tunica  vaginalis  are  the  seats  of  chylous  efi'usions,  due  to  a 
similar  cause  (fatty  or  chylous  hydrocele).     Varicose  groin  glands  is 
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Lympbadeaitis.     syini^Kini**— A«  dencrihpf!  in  thi» 


section,  iafiaiiiniation  of  the  lymphatic  gUindH  i  fy  dtir  U»  t 

ab9or|>tion  of  myixc  niatmalf  altliough  the  cfr  _.   be  timt  f*'^^ 

ceptible  in  the  glfmclft,  and  no  ti-nces  of  its  iiawa*;fe  along  the  \jnkigkm^€ 
may  have  been  e\-i(ient,      Wlieii  the  procenn  in  nrnU^  tlie  «yi 
are  well  niarkecl  and  the  diaie^nosiB  is  easy.     Pyrexia  of  graiU'r 
lens  iiiteuE^itVi  often  accompanied  with  rigorn,  pn*cedes  a  fvelijag 
swelling^  with  \m\\\  of  dull  acliing  character,  rapidly  hecnmin^ 
acute  and  thix>ljbinj^,  and  situated  in  the  known  position  of  lympliAtic 
glands.     All  Tnov<>nirnt  of  the   limb  or  part  affecti^d  ia   rxtrriaeir 
painful.     SonietiuK^   a  single  gland,  sonietimea  a  wholo  chftin, 
attacked.     The  swelling  increase**,  the  i^kin  for  «on»e  dlf^taDc^  aitNii 
becomes   tedeniaton^,  and   afterwartta  red  and   tendrn      So  tiOCMi  aM 
BUppn ration   ha&  taken  place  the  pain  tnay  Im*  Jean  ^ver*%  Hut  tlie  * 
sw^elHng  inereaaea.     Pus  may  forui  in  seveml  fiortion,s  of  tbe  gimiid 
at  once,  or  the  whole  may  be  converted  int^i  an  abacesa,  contlofd  hf 
the  fibroua  Btructures  of  the  gland.     At  the  same  titn<v   tla^  tar 
it>uudtng  parts  break  down,  and  an  abscess  i«  formed  in  tJi^ 
cellular  tissue,  which  may  nprcail  over  a  largo  area.     Tlie  clianjEei  j 
that  take  place  affect  all  the  eoni}K>nent  fiarta  of  the  gland.     Tb«| 
tibrouH  cortex  lu  tiist  artected,  and  becomes  thickened  by  the  im 
in  size  and   number  uf  its  blood -ves.se b,  and  by   the  fdcudRilim  of  \ 
blooil  and  leucocyteR.     The  follicles  of  adenoid  tissue  areftt  6r«t  re4  . 
and  hyf»enemic,  but  soon  become  paler  as  the  corpuadM  ar>»  eon^ 
verted  into  pu»  cells.     Thtis  small  collet^tions  of  pus  are  fornie4,  ami 
tbiMji   by  coalescing,   convert  the  whole  structure  into  an  alisooMi, 
confilied  by  the  fibrous  coat  of  the  gland*  which  gradually  tofteas, 
and  allows  the   matter  to  escape  into  the  nireaily  inflamed  and  imp- 
pttrating  celhtlur  tiaHUo.     Other  glands  in  the  chain   may  become 
inllanted  and  follow  the  same  extreme  course. 

The  pixxjesi*,  how*ever,  may  fall  short  of  thi«  condition  and   '*^'<'»— 
the  4tnf}0cuU  form.     In  this,  all  the  component  tiaanes,  and  p«n 
the  tihroua  poKiona  of  the  gland,  lieeome  congeated  and  aw^N 
puais  not  formeil  in  the  surTouiiding  cellular  tissue  :  and  if  it  .      i 
the  8ul.t8tam.*e   of  tht*  follicles^  the   collectiona  do  not 
gland  liuliaidea  to  a  simaller  mte,  but  i^maintt  hirgi*r  tlm? 
in  prone  to  rt*current  attacks  of  inBammation  on  sh 
A  further  and  sul>Ke<juent  change  may  result  in  rn\ 
ft  part  or  of  the  whole  gland.      Sometime$i  the 
himka  down»  forming  what  is  known  hk  a  unffj 
akin   gmdually  becoming  involved,  the  contend  are  fi 
the  surface,  and  a  sinij«  ift  foruHHb  which  leadw  down  to  u, 
iiwue  of  the  gland.     In  ca»e8  where  the  primary  intlamTuatioti  is  nf  j 
a  iimph'  nature  (ir^m;MiM«/t>  bnbo)^  this  readily  admita  of  cur*!,  but 
wlien  it  ia  due   to   the   aliHor|»tion  of  a  BpedBe  vinitt   «a  frota 
•oft  ebttiier<\    thr    diiw'harge    from    tiie    snf>pu rating   gland 
Otdf  thm  lame    charact4''ristic^   tk&  tliat  frnni   the  primary 
is  Wb^wim   inoeulable,  but   will    caiiAe   the   surrounding 
\mmk   down   evrn  to  a  conaiderablc  diatauce^  and  to  preaetit 
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forms  crusts  U{)on  the  surface,  and  sores  and  ulcerationH  are 
numerous  where  these  are  removed  A  similar  condition  affects  the 
external  genitals  of  females. 

(3)  Elephantiasis  Arabum  sometimes  affects  the  upper,  but  much 
more  frequently  the  lower,  extremities.  It  commences  with  attacks  of 
lymphangitis,  accompanied  with  elephantoid  fever,  of  which  relapses 
take  place  at  irregular  intervals.  Each  attack  leaves  the  part  more 
enlarged,  until  the  ankle  measures  as  much  as  24  inches,  or,  on  an 
average  of  340  cases,  11  inches  in  circumfei-ence.  The  hypertrophy 
exists  principally  in  the  skin  and  subcutaneous  tissue,  the  fascia,  and 
periosteum;  the  muscles  are  wasted,  the  lymphatic  trunks  much 
enlarged  and  distended,  the  glands  swollen  and  dense  (Fig.  191). 
Both  in  the  scrotum  and  in  the  leg  the  morbid  tissues  are  seen  to 
consist  of  two  parts  :  "  the  hypertrophied  layer  of  the  skin  and  more 
superficial  layers  of  the  subcutaneous  tissues,  and  an  inner  layer  of  loose 
blubber-like,  dropsical,  yellowish  connective  tissue — the  hypertrophied 
subcutaneous  fascia."  The  epidermis  is  gi*eatly  thickened  in  some 
places,  hardly  affected  in  others.  The  blood-vessels  are  very 
numerous  and  of  large  size,  the  lymphatic  channels  fairly  numerous 
and  of  considerable  diameter. 

Treatment.— In  the  treatment  of  both  these  conditions,  drugs, 
except  quinine  in  case  of  malarial  complications,  are  of  no  service. 
Lymphangitis  must  be  treated  on  general  principles.  In  elephantiasis 
of  the  leg,  Martin's  bandage  is  successful  in  the  prevention  of  hyper- 
trophy. Chyluria  may  be  modified  by  rest  and  careful  dieting. 
Removal  of  the  enlarged  scrotum  is  justifiable  on  account  of  the 
deformity  and  inconvenience,  the  sexual  disability,  and  the  impair- 
ment of  general  health  which  ensues  from  the  recurrent  attacks  of 
grexia,  which  are  undoubtedly  diminished  by  i-emoval  of  the  tumour. 
undertaking  the  operation,  the  tumour  must,  by  elevation  and 
bandagiiig,  be  emptied  as  far  as  possible  of  blood,  and  the  restraint 
of  hnmorrhage  during  the  o]>eration  is  best  effected  by  means  of  an 
elastic  oord  which  embraces  the  neck  of  the  tumour.  All  diseased 
ttssae,  both  of  the  penis  and  scrotum,  must  be  removed,  the  testes 
mmt  be  secured  in  position,  and  every  precaution  taken  to  keep 
the  wound  aseptic.  The  successful  results  which  follow  this  appa- 
rently formidable  undertaking  are  remarkable.* 

SeOOndarj  implication  of  glands. — Sarcoma  rarely,  but  car- 
cinoma very  generally,  implicates  the  lymphatic  glands,  the  frequency 
very  largely  depending  upon  the  site  and  nature  of  the  original 
tamour.  In  cancer,  the  affection  of  the  gland  differs  in  no  respect 
from  that  of  the  primary  growth,  and  the  series  of  changes  which 
take  place  are  of  a  similar  character,  and  through  the  lymphatic 
system  tlie  growth  may  be  disseminated  throughout  the  body.  The 
cancer  cells  are   conveyed   by   the   lymphatics   to  the  gland   and 

*  The  fullest  and  most  complete  account  of  these  diseases  b  to  be  found  in  Dr. 
Patrick  Hanson's  article  in  Davidson's  ''Hygiene  and  Diseases  of  Warm  Climates,'* 
to  which  I  am  largely  indebted  for  this  brief  account  and  for  the  use  here  of 
Figs.  190  and  191. 
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ori^n  may  \^  abBciire  ;  the  glikodH  <At^n  Ijetsome  iiciiteljr  inflAinw  - 
aiuJ  in  this  situation,  owing  to  tlnnr  i-onfin«iut?nt  beneath  th**  di^-* 
faHcia,  any  collection  of  pns  is  ileej*  and  extensive^  and  ^ve«  ri*«^  t*- 
considerable  pain  and  swelling,  with  rerlnoss  luid  iKlema  of  tlic*  hkxtw 
before  it  makes  its  way  towftrtls  the  surface.  In  the  jicdvic  rt^oM 
enlargement  and  suppuiation  of  glands  frequently  occur,  (fta  tli** 
result  of  prod  u  eta  absorlxni  trom  an  in  flam  eel  uterus. 

In  all  ca^es,  the  tii^t  efforts  of  the  Burgeon  must  be  directftfl  toth« 
treatment  of  tlie  primary  focua,  if  it  can  W  detected  ;  the  ]mrt 
be  cleansed  and,  if  neceBsary,  8t^rm|>ed,  and  lotions  of  p6Pehlorid# 
mercury,  t*arbolic  acid,  or  other  antiseptic  applied.    Before  suppu 
han  taken  place,  the  pain  and  swelling  of  the  glands  will  b*^  irf^-irT^-, 
relieved  by  warm  lead  and  opium  lotions,  or  by  hot  liomcic 
tions,  and  in  the  less  acute  forms  by  the  applicjition  of  gly^t ur 
belladonna.   When  auppuration  is  manifestly  present,  no  time  aJt 
l>©  lost  in  giving  exit  to  the  pus»  even  if  thia  involves  a  aomewimi 
deep  dissection.  The  Kuiface  of  the  gland  must  be  exposed,  the  Cftpeote 
incised,  and  a  pair  of  dressing  forceps  insert^l  and  opened.     If  i\\m 
Kulmtance  of  the  gland  l>e  much  de«troye<l,  all  necrosed  tiiniue  ei1iouI<I 
be  removt^l  with  a  sharp  spoon,  and  a  dnjiniige-tulie  inK€*rte^l  for  two 
or  three  days,     llie  parts  must  tje  thoroughly  syringed  with  an  antk 
septic  solution  and  dusted  with  imlofcinn  powder  nr  scrubtied  with 
iodoform  emulsion.     If  only  one  gland  has  suppurated,  tho84^  in  itsj 
neigh l>ourhfKKi  will  subside,     Iti  the  case  of  chi-onic  enlargement^, 
the  removal  of  the  gland  may  l>e  uecesBary^  on  account  of  ita  tki\*\ 
sightlineiis    or    its    tendency    to    recurrent    inflammatioiut       Thil 
involves   a    careful    dissection,    and    must    l>e    pt*rfonned    withuul, 
rupture  of  the  capsule,  the  gland  l^ing  cleare<l  from  iU  sorrotindinj 
by  the  fingers  or  l>y  blunt  instnimetits. 

Tuberculous     Ijrmphadenitis.      Paiiiaiogy,  —  Tobftrcu 

glands  may  occur  in  any  jiart  of  the  body,  but  an?  far  mo«>t  froi|iu»ii1 
met  with  in  the  glands  of  the  neck,  the  mc^diastinum  and  the 
tery  ;  this  frequency,  as  pointed  out  by  Mr.  Treves,  bein|^  doe 
the  extensive  collections  of  adenoid  tissue  in  the  mucous  membi 
from  which  these  glands  derive  their  lymphatic  supply.     It 
generally  in  individuals  predisposed  by  heredity  or  other  Cfl 
the  tuberculous  diathesis,  and  is  mnch  more  frequent  in  the  yoni 
though  occasionally  seen  as  sf^nile  scrofula  in  pensona  between  serrti 
snd  eighty.     The  bacillus  absorbed  from  the  sui^ce  of  a  iiiuoo< 
mevidirane  is  conveyed  by  the  lymphatics  to  a  gland  where  it  lini 
a  HuitJible  nidus  and  develops  the  tuliercle,  which  is  surrounded  * 
an  area  of  intfamrtiation*  and  passea  through  all  the  various  stagea 
the  disease  which   are  set*n   to  occur  in  other  tisauea.      (S€4  pa 
340,)     The  condition   may  l>e  confine*!  to  a  single  gl^id,  or  ini 
lie  disKt^miiuiteil  over  many  in  the  neighlK3urhoo<l,  or  even  througl 
the  ImkIv.     The  further  changes  are  characterise*  1   by  a  fatty  mr 
moq)ho«i^  which  converts  the  substance  of  the  gland  into  a  whiti 
ciaseoua  mat+'rial,  often  mingled  with  thick  curdy  pus,  and  contaiiii 
within  a  thickened   capsule*     This   pus,   gradually  Accumuf 
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colour  and  consistence,  the  walls  of  some  being  thin  and  con- 
taining clear  serum,  others  being  surrounded  by  hypertrophied 
connective  tissue,  and  containing  dark  blood-stained  serum,  in 
which  masses  of  lymph  coagula  lie  free.  The  lymphatic  glands 
are  not  enlarged,  but  the  vessels  and  nerves  are  surrounded  by 
the  tumour.  From  fatty  tumours  they  may  be  distinguished  by 
their  congenital  origin,  and  from  large  venous  nsevi  by  their  not 
diminishing  under  compression.  Occasionally,  single  cysts  of  a 
similar  character  arise  in  adults,  and  are  most  usually  met  with  in 
the  neck  or  axilla. 

When  single,  these  cysts  may  be  treated  successfully  by  tapping, 
and  subsequent  injection  of  tinctura  iodi  or  Morton's  fluid  ;  but  when 
multiple,  their  treatment  is  made  difficult  by  the  proneness  of  this 
tissue  to  acute  and  extensive  inflammation,  which  is  often  alarming 
in  its  extent  and  severity.  The  introduction  of  setons  has,  notwith- 
standing, been  satisfactory  in  many  instances.  On  the  whole,  the 
ablation  of  the  entire  or  major  portion  of  the  tumour  is  to  be  advised ; 
and  although  even  under  antiseptic  precautions  considerable  inflam- 
mation of  the  neighbouring  parts  will  ensue,  the  result  after  a  whilo 
is  satisfactory,  the  parts  not  removed  shrinking  and  the  skin 
contracting  over  them. 

IVIacroglossIa  is  due  to  a  congenital  defect  in  the  lymphatic 
vessels  of  the  tongue,  which  does  not,  however,  always  show  its 
results  at  birth,  but  which  leads  to  hypertrophy  of  the  tongue 
and  of  all  its  component  tissues.  {See  Art.  XLV.,  on  Affections 
OF  THE  Mouth,  Palate,  Tongue,  and  Tonsil,  Vol.  II.)  Other 
names  have  been  given  to  the  condition,  such  as  lingua  vitulina 
or  propendula;  but  the  pathological  condition  is  expressed  by 
the  term  given  by  Virchow — **  lymphangeioma  cavemosum." 
As  a  result  of  the  pressure  of  the  lower  incisors  in  the  act 
of  sucking,  or  following  a  bite  during  a  flt  (these  patients  are 
frequently  epileptic),  or  from  some  slight  injury,  the  tongue  becomes 
inflamed,  and  the  consequent  enlargement  does  not  subside,  and  re- 
current attacks  of  inflammation  leave  it  still  further  increased  in 
size,  until  it  attains  such  proportions  that  it  may  measure  6^  inches 
along  the  dorsum  beyond  the  upper  lip,  and  10  inches  in  circumfer- 
ence at  its  base.  As  a  result  of  exposure,  the  surface  becomes  dry, 
brown,  and  is  covered  with  Assures  and  small  ulcerations;  the 
papillse  are  enormously  swollen  and  covered  with  a  crust  of  epithelial 
dibris  ;  the  veins  on  the  under  surface  are  large  and  tortuous  and 
unevenly  dilated.  The  muscular  tissue  is  not  increased,  but  the 
fibrous  elements  are  dense  and  firm,  and  are  infiltrated  with  leu- 
cocytes, while  the  lymphatics  are  dilated  and  varicose. 

In  some  cases  the  hypertrophy  of  the  tongue  is  not  so  marked, 
but  the  surface  of  the  organ  is  covered  over  with  minute  translucent 
or  semi-opaque  blebs  or  vesicles.  These,  if  pricked,  ^\kq  issue  to  a 
clear  fluid.  Fig.  192  shows  this  condition.  The  patient  was  a 
man  of  twenty-five,  who  had  been  the  subject  of  the  condition 
described  since  boyhood.     Tbere  was  often  a  copious  discharge  of 
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or  the  «ize  of  the  swelling  appeam  to  be  on  the  increaiM!,  and  mhtm  i 
has  nut  tiequii'ed  very  £rm  coiuiection  with  aider  (xurta,  by  ^r  ilwi 
stitisfiiiCtoiy  results  are  ^aini^d  1»y  dtH8e<?tiiig  out  the  imtire  ghuMl 
iia  caipBule.  Often  tiris  can  t»e  etiected  through  &  very  snuiJl  tlMn' 
and  at  the  same  time  otiier  glands  which  threaten  to  follow  Iii0  i 
couFRe  can  be  removed  through  the  same  wound.  Cans  mtu 
taken  to  tear  tlie  gland  from  its  KurroundingH,  and  the  (rt^  «ia«>  < 
any  i^harp  instrument  should  be  avoided,  on  account  of  the  iiiit>oirtati£ 
and  aife  of  the  vessels  in  the  parts  where  «ueh  glaiida  «r«  ituMt  f 
quently  nituated,  and  thi*  ditfioulty  of  reHtrainiiig  hitftiiorrluipp  in 
deep  wound  that  i^it  h'ft.  If  possible,  the  glami  should  bi^  removml 
entire,  without  rupture  of  its  capsule  ;  but  if  this  l>e  found  iitipombb 
on  account  of  its  close  connection  with  surrounding  partft  or  Um 
tluid  nature  of  it^  contents,  the  tibrouA  capsule  must  bo  ofiefidd  and 
the  cavity  freely  cleiin.^d  by  n^eiiiis  of  a  sharp  spoon,  and  the  interior 
must  be  wiped  out  with  a  solution  of  chloride  of  zinc  {gr.  20  ad  JU), 
and  if  necessary,  a  di-ainage-tul^e  iiuterted  for  a  day  or  two.  Bot  Iota 
should  be  avoided,  if  possible,  and  ntitchen  niust  not  Vh?  umni  onltam 
absolutely  necessary,  though  both  may  be  require*!  when  the  gUad 
is  situated  beneath  the  deep  f^iseia  ;  and  horse-hair  or  silk  worm  gut 
is  the  Itest  material.  At  the  saime  time,  any  neighViouring  glaoila 
which  can  be  Bt^m  should  be  ^mnctuj-ed,  and,  if  necesaarj,  daalt  wttli 
in  a  similar  manner.  When  su]>pu ration  is  evident,  and  heiotm  ths 
akin  l»ecome8  involved,  it  is  lietter  to  make  an  incision  directly  tolo 
the  glaud,  and  to  evacuate  it«  coutentA  thoroughly  by  uieaua  of  Xbm 
spooa,  and  after  swabbing  with  chloride  of  jsinc  sulution  or  iodofeno 
emulsion,  to  drain  for  a  nhort  penoil.  Others  prefer  to  |ii|jiieliin> 
with  iht?  tine  point  of  a  thernunciiutery  at  a  bright  i^  heat^  whidi 
should  l>e  passed  in  several  din^tions  into  the  substance  of  the  ilaad. 
After  any  of  these  operation's,  the  parts  must  bo  kept  at  abidnta 
rest ;  and  in  the  case  of  the  neck,  this  may  rr^nder  necesaary  the  ap* 
plication  of  a  stock  made  of  guttapercha  or  of  puroplaatic  felt,  mich 
as  is  used  in  oases  of  cervical  caries.  The  great  objt*ct  to  W  ke|yt  in 
view  is  the  avoidance  of  sinuses  and  tlie  formation  of  thn??^  uclr 
cicatrices  which  are  characteristic  of  long  suppuration  fr^ 
cause,  and  this  is  beat  secured  by  providing  complete  immot  .^;  : 
tihe  part<i  concerned. 

The  cQHittiiuiiotuU  troc0it«rU  oonetsts  in  careful  dieting  and  reg«* 
bition  of  the  digestive  organs.  Cod-liver  oil,  esjiei^iHlly  daring  tto 
winter  months,  must  be  given  for  long  periods,  and  it  may  \m  mmt^* 
ciated  with  some  piTfiaration  of  iron  or  of  cinchona,  with  a  minend 
acid  or  strychnia,  4S1M1  air,  particukrly  that  of  the  east  coast  el 
England,  works  wonders  for  the  generality  of  these  patitmta  ;  but  it 
must  lie  oontiuuetl  for  long  periotis  and  rnpcntod  for  aewral  yeaia, 
while  at  tlie  sauu«  tiuie  evt^ry  opportujuty  for  out-do(?r  exarciae  milsl* 
be  given  wlicre  ^wssible.      {Set  page  .159,) 

Hypertrophy  and  atrophy  of  glands.— The  iym{>hatloglaadB 

even  in  health  vary  greatly  in  size,  being  proportionately  larger  to 
children  and  of  greater  size  in  atlults  thun  in  old  age*     Tbey  an* 
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PART  I.    INJURIES. 
I.    THE   SECTION   OF   A   NERVE. 

The  effects  of  section  of  a  nerve  are  much  greater  in  pro- 
portion to  the  size  of  the  part  injured  than  are  the  effects  of  injury 
to  most  of  the  other  tissues  of  the  body.  Not  only  do  changes  ensue 
in  the  divided  nerve  itself,  but  the  various  parts  to  which  it  is  dis- 
tributed also  undergo  structural  and  functional  alterations,  which,  in 
turn,  give  rise  to  the  most  diverse  pathological  conditions.  It  is 
necessary,  therefore,  before  describing  the  clinical  symptoms  and 
the  treatment  of  nerve  injury,  to  consider  in  detail  the  i-esults  of 
section  of  a  mixed  nerve. 

1.  Chang^es  In  the  nerve  itself.— After  section,  the  whole 
of  the  peripheral  portion  undergoes  degenerative  changes  in  its  entire 
length  and  distribution,  and  it  has  been  experimentally  demonstrated 
that  this  degeneration  is  due  to  the  separation  of  the  motor  fibres 
from  the  large  nerve  cells  in  the  anterior  comua  of  the  spinal  cord, 
and  of  the  sensory  fibres  from  the  similar  cells  in  the  ganglion  on  the 
posterior  root,  these  ganglion  cells  constituting  the  trophic  centres 
for  the  fibres  which  originate  in  connection  with  them.  The  first 
and  most  evident  alteration  in  the  degenerating  nerve  is  seen  in  the 
white  substance  of  Schwann,  which  becomes  broken  up  and  forms 
globules  of  varying  size  within  its  sheath.  This  change  is  seen 
within  the  first  four  or  five  days,  and  the  disintegration  thus  early 
commenced  continues  with  such  rapidity  that  in  the  course  of  four  or 
five  weeks  the  whole  of  the  myelin  has  been  destroyed.  The  de- 
generative changes  are  not,  however,  limited  to  the  myelin ;  they 
affect  also  the  axis  cylinders,  which  split  longitudinally  into  nume- 
rous fibrils,  and  completely  disintegrate  even  more  rapidly  than  does 
the  myelin  itself.  In  this  way  the  whole  of  the  axis  cylinders  and 
their  white  myelin  sheath  are  completely  destroyed,  and  the  peri- 
pheral end  of  the  severed  nerve  after  a  few  weeks  consists  only  of 
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The  surface  is  aoiooth  and  eUistic  and  ]>&iiilesii,  and  they  cotittnct  m 
adhesions.  On  section,  they  exhibit  a  hypei-plania  of  ]ymphoi«i  tiaiiNr. 
in  which  the  trabecular  structure  disappc^ars,  and  ia  re{»la«ocd  hf 
Jytnphoid  cells,  which  aro  identical  with  the  white  oorpuacl««  ol  tht 
blood ;  but  their  proportion  varies  considerably  with  the  rmlis  d 
growth  of  the  tumour.  Under  iretilment  by  arsenic,  iron,  vka^ 
phoruM,  and  e»peciiilly  sea  air,  the  enlarged  glands  will  oft<*n  snufldi 
or  remain  qitiescent ;  but  the  enlargement  may  continues  and  tllf 
glandn  fuse  together,  and  cause  danger,  and  even  deatli,  by  pmrafv 
n|>on  imjx>rtant  stmctureB.  Thei-e  is  little  tendency  to  dogeiietmlifv 
changes.  When  single,  removal  at  an  early  stage  may  be  ^XXmmpfmiL 
There  is  no  tendency  to  reciiiTence. 

(2)  l^yiiiiitifidf^iiiiiiiR,— Lymphadenoma   is  a   more    ^xUmtom 
developuient    of   *i    like   condition,    and    may    or  may  not    be  m^ 
oompanied  by   leukiemiti.     It  ts  a  diseji^e  of  early    life,  and  nior^ 
common  in  males  than  femalets.      Fleginning  usually  in    tlu*   neck, 
a  whole  chain  of  glands  becomes  involved,  and   later  the  adenoid 
tissue  throughout  the  l>ody  l)ecomes  implicated  ( Fig,  1 89).    The  ftptoen 
is  most  frequently  affected,  but  the  liver,  kidneys,  intestines*  and 
many  other  tissues,  including  the  medulla  of  bone«,  may  sliare  ^ 
concUtion.     When  cut  acrosS|  the  glands  pt^esent  a  uniforni  fgmf  or 
yellowish  oolour.     Microscopically,  the  trabecular  ati'ucture  xn  found 
to  have  lorgely  disappeared,  and  to  be  replaced  by  lymphoid  oella. 
In    some  specimens   the  reticular  and  fibrous  parts  of  the  g)aa«li 
preponderate,  to  the  exclusion  of  the  lympltoid  tissuei  and  thos  givD 
a  greater  Ermness  and  consistence  to  the  tumour.    In  the  viscera  tile 
lymph  corpuscles  are  seen  in  enoniious  numbei^s  in  tiie  shcatJii  of 
lymphoid    tissue,    which   natumlly   enclose    the   vessels,   aad   Ibeir 
encroachment  leads  to  an  atrophy  of  the  natural  structurea.     Deatliy 
when  leukaemia  is  not  present^  occurs  eitlier  as  a  reault  of  prminm 
upon    important   structurea   or   from    diarrhoea  or  dropsy.      Wboa 
leukfemia  accompanies  this  aiiection  of  the  glands,  tlie  enlargement  of 
the  spleen  is  very  marked,  and  the  blood  shows,  on  examiiuitmii  m 
considerable   increas*?    in   the   profioilion  of  white  corpcmcboi  and 
a  diminution  in  the  number  of  red.     Aniemia  and  exh&ustioii  tmt  in 
early,  and  epistaxis  or  subcutaneous  haemorrhages  are  &eqtteiit|  and 
death  occurs  early  from  debility. 

In  the  matter  of  ire^iinieiii,  operation  is  of  little  or  no  avmil,  anil 
reliance  munt  be  placed  upon  iron,  arsenic,  iodide  of  potaasiniii,  mud 
change  of  air. 

(5)  Lyiiipliot»iir€aitiii«— Sarcoma,  usually  of  the  round-esUfid 
variety,  occui-s  rarely  in  single  glands,  or  in  a  group  of  iioigliboyin|| 
glands,  as  a  primary  affection,  and  quickly  invades  llae  StirvcpoiMliiig 
tissue  (page  4G6).  Clinically,  it  is  to  Ije  distinguished  frooi  ike 
Kimpler  forms  only  by  its  more  rapid  gi-owth,  and  by  its  taMlancy 
to  invade  the  neigh  l>ourinir  parts  and  to  protrude  thnmgli  iheakijv 
and  by  the  aliaence  of  leukii^mia.  Very  early  reniovai 
limes  be  warranted,  but  the  progress  is  generally  rapid 
pros|»ect  of  cure  is  ho|ielesa. 
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Elephantiasis  Arabum,  lymph  scrotum,    -Eiioiogy^^lii 

certain  countrit^n,  particularly  the  West  Indies,  the  Brazils,  China, 
India,  and  Australia,  the  lymphatics  ioiui  the  habitat  of  tiie  embryos 
of  a  mature  nematode  worm — the  filaria  sanguinis  hominis  {see  page 
331) — and,  by  setting  up  inflammation,  or  otherwise  blocking  the 
circulation y  give  rise  to  various  disetises.  The  piirasit^e  is  introduced 
into  the  human  body  either  by  absorption  from  the  surface  through 
bftthing)  or  by  drinking  water  in  which  the  einbryos,  frei>d  from  the 
dead  bodies  of  mosquitoes,  which  act  as  intermedinry   hostn,  have 

(fallen.  The  female,  which  has  been  found  in  the  lymphatics,  is  a  fine 
thread-like  worm  of  white  colour,  from  3 J  iijches  long  and  ^  J^  inch 
wide.  It  is  vi\i parous,  the  embryos  measuring  y^  to  y^Vo  ^^  ^^  inch, 
enclosed  in  a  delicate  sheath,  and  when  freshly  removed  exhibit  lively 
eel-like  movements,  and  when  searcJied  for  at  night  about  10  to  100  can 
be  countetl  on  a  alida  (See  Fig,  59.)  If  looked  for  during  the  daytime, 
few  or  none  can  be- detected,  the  cause  of  their  disappearance  being  a 
matter  of  dispute.  Br.  Manaon  s  view  as  to  the  causation  of  stasis  in 
ihe  lymphatics  is  that  the  parent  filariie  occupy  the  lymphatics  ;  and 
if  the  lymph  channel  be  free,  the  embryo  will  l>f  cjiiTied  ivith  the  blood 
without  necessarily  causing  disease.  But  if  tlie  lymph  channel  be 
obstructed^  the  embryo  will  l>e  contined  to  the  distal  branches  of  the 
occluded  lymphatia  He  further  believes  that  abortetl  ova  escaping 
from  the  female,  Ijeing  too  large  to  pass  through  the  lymph  glands, 
act  as  emboli,  and  cause  stasis  of  lymph,  this  condition  spreading 
backwards  until  the  whole  of  the  glands  connected  with  the  vessel 
into  which  the  female  ejects  her  ova  are  obstructed.  Dr.  Stephen 
Mackenzie,  who  has  minutely  studied  the  subject,  suggests  that 
the  presence  of  the  parent  worm  alone  may  be  sufficient  to  cause 
lutlammHtioii  and  obstruction,  just  as  anj  condition  which  causes 
mechanical  obstruction  of  the  lyuipbatics  may  produce,  as  it  does, 
all  those  conditions  which  are  found  to  oo-exist  with  the  presence 
of  tilariw. 

^ytti|iioiti«-— The  leading  clinical  phenomena  are  (1)  Chyluria^ 

ia  which   the    urine    is  noticed   to   have   a    heavy   milky    appear- 

rfue   to   the   admixture    of   chyle,    and    sometimes   of  blood, 

^its  a  heavy  urinous  otiour.  After  standing,  it  coagulates  into 
a  reddish  jelly,  whicli,  on  examination  by  the  microscope,  shows 
i^uantities  of  minute  granules  of  fatty  matter,  together  with  crystckls 
uf  urinary  salts,  epithelium,  and  embn'o  filarite  in  a  more  or  len 
nkoribund  condition.  This  ailmixtui^e  of  chyle  is  due  to  a  distended 
or  varicose  condition  of  the  lymphatics,  brought  about  by  the  presence 
of  these  imrasites,  and  leading  to  exudation  of  chyle^,  or  to  a  listulous 
communication  between  the  lacteals  and  lymphatics  in  the  lumbar 
region,  the  pelvis  of  the  kidm\r,  the  ureter,  or  bladder.  Similar  com- 
ntiinications  and  results  may  l>e  produced  by  the  pressure  of  tumours 
on  the  thoracic  duct  or  hteteaU,  when  the  urine  presents  similar 
appearances,  but  without  the  presence  of  fiiariie,  Tlie  peritoneum 
and  the  tunica  vaginalis  ai*6  the  seats  of  chylous  effusions,  due  to  a 

"Ur  cause  (fatty  or  chylous  hydrocele).  Varicose  groin  glands  is 
ic  2 
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tbe  name  given  by  Dr.  Maiisoii  to  a  caiiiiition  in  which  lioih  gfniiii 
are  occupied  by  large  obscurely  lol>uliit<*ti  ss^oUinj^.  which  to  ilwp 

touch  feol  boggy,  c]aughy,  liGiiii'fluo 
tuatirig,  with  here  and  tht?rr  a  Itmier 
kern t*M ike  lump,  from  which  a  needW 
will  extmct  chylous  or  lymphoait  floid 
TIk'hi?  are  dne  tf\  Hlarial  obstntdioo  <if 
till.'  thoracic  duct, 

(2)  Lymph  ftcrohtm — elepkaaliiMi 
scroti  —  results  from  th<!  pllSffitllf 
of  till'  ujipcr  group  of  iltc  taper 
tii'ial  inguinal  glambi  if  anaeiiotiiCMli  I* 
iu)t  e^tabliBhed.  It  attHcka  Euro- 
|)eanis^  but  is  much  mort*  frec|iiefift 
among  native  races.  The  canditioii 
commences  by  an  attack  of  inflamma- 
tion, accom|)anied  with  ef^yhanlmd 
fevinr  (Fayr«r),  which  differ*  from  th# 
fever  of  mtdarin  in  the  irregularity  of 
the  attacks,  and  in  the  grwit4*r  length 
lK>th  of  the  febrile  paroxysm  and  of 
the  intervals.  This  in  followed  h^  a 
discharge  of  lymph ous  or  chylous  fluid* 
which  recurs  at  intervals.  The  tcroiom 
is  red  and  enlnrged,  and  it«  anrfa** 

ooT^red     with    herpi>**-like     venicles, 

from   which    a   milky   or    sanguino- 

lent    fluid    eaoapes,   and     in    which 

almost   invariably   living   filariie   are 

to    l>e   detected.       These    oondition;) 

continuiug,  the  skin  of  the   scrotum 

and  penis  l>econie8  rough   atid  coarse, 

and  gradually  the  parts  attain  enor- 
mous size,  until  the  scrotutn  reaches 

a  weight  of  10,  20,  or  30  ll^s.,  whilst 

masses  weighing  110,    140»  and  even 

224   11  >H.   have   V>een    recorded.     The 

tumour  is  pear-shaped,  with  its  nar- 
rowest part  at  the  puliic  and  perineal 

attachments.     The  testes  are  dragged 

down  and  are  found  at  the  Ijack  part, 

considerably  below  the  middle  of  the 

tumour.      The  penis  is  to  ^w  distin- 
guished at  the  upper  part  of  the  neck 

of  the  mans  at    the    extn>iirity  of  a 

tunnel  formed  by  the  liypfrti-ophir*d 

akin  of  the  penis  aiid  prt'[>ucf*  (Fig. 

190).  The  weight  of  the  tumour  draws  down  the  akin  of  the  altdoilM9i 

Mid  altem  its  form.     The  discliarge  from  Uie  varicose  lympifaslica 
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^cmats    U|jon   the    surface,    and    sores    and    ulcerations    are 
us  where  tltese  aro  I'cnioved,     A  siinilar  condition  affects  the 
emal  genitals  of  females. 

(li)  Elephantiasis  Ai-abuin  soixietimes  affects  the  upper,  but  niucli 
more  frequently  the  lower,  rxtremitim.  It  conirnences  with  attacks  of 
lymphangitis,  aceowpanied  with  elephautoid  fever,  of  which  relapses 
take  pUce  at  irregular  intervals.  Each  attack  leaves  the  part  more 
enlarged,  until  the  ankle  measures  as  nmch  as  24  ineht'S,  or,  on  an 
aTeni|;e  of  340  canes,  1 1  inches  in  cii-cumfei-ence.  The  liypertrophy 
exists  principally  in  die  skin  iind  8ulx-uta]ieous  tissue,  the  fiiscia,  and 
[^rioeteum;  the  muscles  are  wasted,  the  lymjihatic  trunks  much 
enhu-ged  and  distended,  the  glands  swollen  and  dense  (l^'ig.  191), 
Both  in  the  scrotum  antl  in  the  leg  the  morbid  tissues  are  seen  to 
consist  of  tvro  part8  :  **  the  hyjjertrophied  layer  of  the  skin  and  more 
8U[>erticial  layers  of  the  sulKsutaneous  tissues,  and  an  iiiner  layer  of  loose 
blubl>erlike,  dropsical,  yellow^ish  connective  tissue — the  hypertrophied 
sut>cutaneous  fascia,"  The  epidennis  is  gieatly  thickened  in  some 
places,  hardly  affected  in  others.  The  blood-vessels  are  very 
numerous  and  of  large  size,  the  lymphatic  channels  fairly  numerous 
and  of  oonsiderable  diameter* 

TreatmeBit*— In  the  treatment  of  both  these  conditions,  drugs, 
except  4|uinine  in  case  of  malarial  complications,  are  of  no  service. 
Lymphangitis  must  be  treated  on  general  principles.  In  elephantiasis 
of  tlte  leg,  ^lartin's  bandage  is  successful  in  the  prevention  of  liyper- 
trophy,  Chyhiria  may  be  modified  by  rest  and  careful  dieting^ 
Removal  of  the  enlarged  scrotum  is  justifiable  on  account  of  the 
deformity  and  inconvenience,  the  sexual  disability,  and  the  impair- 
ment of  general  health  which  ensues  from  the  recurrent  attacks  of 
pyrexia*  which  are  undouhtc^dly  diminished  by  removal  of  the  tumour. 
In  undertaking  the  o|H^nition,  the  tumour  must^  by  elevation  and 
iHUtdaging,  be  emptied  as  fur  as  |»os8ible  of  blood,  and  t!ie  restraint 
of  hiemorrhage  duriiig  the  o|>eration  is  best  effected  by  means  of  an 
elastic  cord  which  emtjraces  the  neck  of  the  tumour.     All  diseased 

[  litviiei  both  of  the  penis  and  scrotum,  must  be  removed,  the  t*'Stes 

fniliai  be  secui-ed  in  position,  and  every  precaution  taken  to  keep 
the  wound  aaeptic  The  successful  results  which  foUow  this  appa- 
rently formidable  undertaking  are  remarkable,* 

Secondary  implication  of  glaXldE.—Sarcomn  rarely,  but  car- 

I  einonhi  viMV  gent  mUy,  implicates  the  lymphatic  glands,  the  frequency 
very  largely  def»<»nding  upon  the  site  and  nature  of  the  original 
tumour     In  cancer,  the  atiection  of  the  ghind  differs  in  no  respect 

I  from  that  of  the  primary  growth,  and  the  series  of  changes  which 
place  are  of  a  similar  chanictt^r,  mid  through  the  lymphatic 
the  growth  may  Ije  disseminatcxi  thronghout  the  Ixxly.     The 
acer   <?ells   are    conveyed    by    the   lymphatics    to   the   gland   and 


*The  fulleft  and  mott  complete*  accotmt  of  these  diseaies  is  to  be  found  in  Dr. 
I  Piitriek  ]fiitt9on*t  •rticle  in  Davidson'*  **  Hygiene  and  IKfleaaes  of  Warm  ClimAt^s," 
to  which  I  Am  largely  iadelit«d  for  thi»  brief  ocoount  uid  for.tlMi  mo  bore  of 
FiiTt.  ISM)  ftnd  li»L 
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gt*ruunat«  in  the*  sinuset^,  and  the  stronm  of  the  tumour  ui  d«ve 
fr*>in  the  lyniphHclenoicl  tissue.      (.SV^  piig^es  480  and  485.) 

Conerenital  defects  of  the  lymphatica.— *  Vrtain 

defects  of  the  lymphatics  ^^ive  rise  to  turiioni'S  whidl,  tlioaft 
not  noticed  at  birth,  niak*'  their  appeanitice  ftoon  after.  Fof*- 
most  amongst  theae  in  rongi^iiltnl  ry-fitlr  li>irro«MI^  whidk 
occurs  most  frequently  in  the  neck  (liydri^oele  of  the  neck),  in  th* 
iixilla,  on  the  back,  nnd  oeeasionally  in  t!ie  region  of  tho  kidney.     It 

i»  very  nu*ly, 
but  ii^oIn*fHtof^ 
H«ni  in  th**  limlw. 
ft  of  mn 

nunierout»  CJtti^ 
which  ftprtng,  iti 
the  neck, 
beneath  the 
conical  fBtda. 
and  prc>neots  on 
eitlier  nide  of  tb# 
^terno-mastoid  at 
any  piitit  l>t?tWM*n 
the  clAvicle  mnd 
the  mastoid  prt^^ 
cess.  (.SW  An. 
XUII,    on     In- 

JUKI  KB  AXO  iHfr 
KASE8        or        THE 

Neck,  Vol  IL) 
When  ricettnrin^ 
beneath  iho  lowrr 
jaw,  th^y  oonuti- 
tute  A  form  of 
ranula.  (5e*  Art* 
XLV..  on  Ar- 
KKcnoxa  or   the 

MoUTfl,      PALATK, 

ilL,  Vol.  IL)    (The  connection  of  t bene  cysts  with  the  I iHiri  lUi 

15  alluded  to  on  j>age  490.)  In  siJte  the  cysts  vary  fn^ui  that  uf  a  (--a 
io  that  of  an  orange,  or  even  larger,  and  their  incl'ea*e  is  eapriciouA, 
the  whole  niaxs  often  attaining  very  hirge  projiortions*  Tliey  diitend 
the  superficial  skin  ho  that  their  shape,  and  even  cuntvnta,  may  tut 
seen  on  the  surface.  Prolongations  often  e:!cteiid  down  into  ihe  tlucvrms, 
and  any  increase  in  this  direction  nvay  product)  fatal  effecta  from  praa^ 
sure.  On  dissection  they  at^*  fi>uud  to  be  conipose<l  of  innuoMnlila 
cyat&,  formed  by  the  dilatation  of  lymph  spaces^  with  walls  formed  by 
areolar  tissue,  and  lined  by  a  single  layer  of  endothelial  ci'^lla*  Tbi 
size  and  contents  of  the  component  cysts  vary  greatly  botll  aa  la 
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and  consifirteiiee,  tlio  walls  of  soiue  Ix^'ing  thiii  and  oon- 
i  clear  »enim»  others  being  surroundetl  hy  hypertropliietl 
^nnective  tissue,  ami  contaiTiing  dark  blcM>d-stu.ined  senmi^  in 
which  masses  of  Ijmph  coagula  lie  fn*e.  The  lymphatic  glands 
are  not  enlarged,  hut  the  vessels  iind  uervea  are  surrounded  hy 
the  tumour.  From  fatty  tumours  they  may  be  distinguished  by 
th<?tr  congenital  origin,  and  from  large  venous  na»vi  by  their  not 
diminishing  under  compression.  Occai^ionally^  single  cysts  of  a 
similar  character  arise  in  adult^s,  and  are  mot-it  usually  met  with  in 

neck  or  axilla. 

When  single,  these  cysts  may  be  treated  saooessfully  by  tapping, 
subsequent  injection  of  tinetura  iodi  or  Morton's  fluid  ;  but  when 
multiple^,  their  treatment  is  maile  difficult  by  the  proneness  of  thm 
tissue  to  acute  and  extensive  in  ti  am  mat  ion,  which  is  often  alarming 
ill  its  extent  and  severity.  The  introduction  of  setons  ha.s,  not  with* 
standings  been  satisfactory  in  many  instances.  On  the  whole,  the 
ablation  of  the  entire  or  major  portion  of  the  tumour  is  to  be  advised ; 
and  although  even  under  antiseptic  precfiutionH  considerable  inrtam- 
mation  of  the  neighbouring  parts  will  ensue,  the  raault  after  a  whibt 
is  satisfactory,  the  parts  not  removed  shrinking  and  the  skin 
contracting  over  them. 

Maeranlafifiin  is  due  to  a  congenital  defect  iji  the  lymphatic 
vessels  of  the  tongue,  which  does  not,  however,  always  show  its 
results  at  birth,  but  whicli  leads  to  hy|>ei-trophy  of  the  tongue 
and  of  all  its  component  tissues.  (6V*?  Art*  XLV^,,  on  Affections 
or  THE  Mouth,  Palate,  Tokoue,  and  Tonsil,  Vol.  II.)  Other 
names  have  been  given  to  the  condition,  such  as  lingua  vitullna 
or  propcndula ;  but  the  pathological  condition  is  expressed  by 
the  term  given  by  Tirchow — **  lyinphangeioma  cavernosum/' 
As  a  result  of  the  pressure  of  the  lower  incisors  in  the  act 
of  sucking,  or  following  a  bite  during  a  fit  (these  patients  are 
frequently  epileptic),  or  from  some  slight  injury,  the  tongue  becomes 
inflamed,  and  the  consequent  enlargement  does  not  subside,  and  re- 
corrent  attacks  of  inflammation  leave  it  still  further  increased  in 
sure,  until  it  attains  such  fimportioiis  that  it  may  measure  6}  inches 
along  the  dorsum  Ijeyond  the  upper  lip,  and  10  inches  in  circumfer- 
ence at  its  base.  As  a  result  of  ex]>osure»  the  surface  Iwcomes  dry, 
brow^n,  and  is  covered  with  fissures  and  small  ulcerations;  the 
papillit*  ore  enormously  swollen  and  covered  with  a  crust  of  epithelial 
debris ;  the  veins  on  the  under  surface  are  large  and  tortuous  and 
imevenly  dilated.  The  muscular  tissue  is  not  inci-eased,  but  the 
fibnius  elements  are  dense  and  firm,  and  are  infiltrated  with  leu- 
oocyti's,  while  the  lymphatics  are  dilated  and  varicose. 

In  some  casen  the  hype  rt  rap  hy  of  the  tongue  is  not  so  marked, 
but  the  surface  of  the  organ  is  covered  over  witli  minute  translucent 
or  »emi-opa<pie  bk»l>s  or  vesicles.  These,  if  pricked,  gi  i  e  issue  to  a 
cslear  fluid.  Fig.  192  shows  this  condition.  The  patient  was  a 
man  of  twenty-five,  who  had  been  the  subject  of  the  condition 
described  since  boyhood.     There  was  often  a  copious  discharge  of 
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lymph  f ram  the  surface  of  the  tongue,  which  was  often  the  seat  of 
a  painful  but  superficial  inflammation. 

Compression  by  means  of  isinglass  plaster,  beneath  which  are 
strips  of  calico  steeped  in  alum  or  tannin,  has  in  some  instancwi 
effected  a  cure,  but  b  difficult  of  application.  The  beet  result  k 
obtained  by  the  removal  with  scissors  of  a  V-shaped  portion  fron 
the  extremity  of  the  tongue,  and  uniting  the  parts  thus  separated 
with  deep  sutures  of  silver  wire  or  silkworm  gut.  These  should  he 
removed  before  suppuration  occurs.  The  bleeding  is  seldom  tftmUfr> 
some  and  can  be  easily  restrained  by  ligatures. 

Macrocheilia,  or  congenital  hypertrophy  of  the  lip,  is  dne  to  s 
similar  cause.  The  lip  and  cheek  are  greatly  enlarged  and  continiie 
to  increase  with  the  growth  of  the  patient.  The  swelling  is  fim 
and  is  not  compressible,  but  its  resemblance  to  a  nievoid  swelling  is 
very  intimate  in  consequence  of  the  veins  partaking  of  the  variooie 
condition  which  affects  the  lymphatic  tissues.  Excision  of  the  whole 
or  of  a  large  portion  of  the  mass  is  the  only  remedy  and  can  be 
performed  without  much  hemorrhage.     (See  Art.  XLV.,  on  Amo- 

TIONS  OF  THE  MoUTH,  PaLATE,  AND  ToNGUE,  Vol  II.) 


XXVII.     INJURIES    AND    DISEASES    OF 
NERVES. 

Bt  ANTHONY  BOWLBY,   F.E.C.8., 
Attiilanl  Suri/eon  to  St.   Bartholomew'*  HotpUal. 


PART  I.    INJURIES. 
I.    THE   SECTION   OF   A   NERVR 

The  effects  of  section  of  a  nenre  are  much  greater  in  pro- 
portion to  the  size  of  the  part  injured  than  are  the  effects  of  injury 
to  most  of  the  other  tissues  of  the  body.  Not  only  do  changes  ensue 
in  the  divided  nerve  itself,  but  the  various  parts  to  which  it  is  dis- 
tributed also  undergo  structural  and  functional  alterations,  which,  in 
turn,  give  rise  to  the  most  diverse  pathological  conditions.  It  is 
necessary,  therefore,  before  describing  the  clinical  symptoms  and 
the  treatment  of  nerve  injury,  to  consider  in  detail  the  results  of 
section  of  a  mixed  nerve. 

1.  Chang^es  In  the  nerve  Itself.— After  section,  the  whole 
of  the  peripheral  portion  undergoes  degenerative  changes  in  its  entire 
length  and  distribution,  and  it  has  been  experimentally  demonstrated 
that  this  degeneration  is  due  to  the  sepai-ation  of  the  motor  fibres 
from  the  large  nerve  cells  in  the  anterior  comua  of  the  spinal  cord, 
and  of  the  sensory  fibres  from  the  similar  cells  in  the  ganglion  on  the 
posterior  root,  these  ganglion  cells  constituting  the  trophic  centres 
for  the  fibres  which  originate  in  connection  with  them.  The  first 
and  most  evident  alteration  in  the  degenerating  nerve  is  seen  in  the 
white  substance  of  Schwann,  which  becomes  broken  up  and  forms 
globules  of  varying  size  within  its  sheath.  This  change  is  seen 
within  the  first  four  or  five  days,  and  the  disintegration  thus  early 
commenced  continues  with  such  rapidity  that  in  the  course  of  four  or 
five  weeks  the  whole  of  the  myelin  has  been  destroyed.  The  de- 
generative changes  are  not,  however,  limited  to  the  myelin ;  they 
affect  also  the  axis  cylinders,  which  split  longitudinally  into  nume- 
rous fibrils,  and  completely  disintegrate  even  more  rapidly  tlian  does 
the  myelin  itself.  In  this  way  the  whole  of  the  axis  cylinders  and 
their  white  myelin  sheath  are  completely  destroyed,  and  the  peri- 
pheral end  of  the  severed  nerve  after  a  few  weeks  consists  only  of 
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the  perineurium  and  the  endoneurium,  with  the  sheath  of  Schwann : 
structures  which  are  chiefly  tibrous  and  incapable  of  condacting 
nervous  impulses.  A  nerve  which  has  undergone  these  changes  is 
shrunk  to  about  half  its  natural  size,  and  is  not  so  white  and  trans- 
lucent in  appearance  as  is  a  healthy  nerve.  The  changes  which 
occur  in  the  part  of  the  nerve  above  the  seat  of  section  are  of  much 
less  extent,  being  practically  limited  to  the  part  immediately  abo\'e 
it.  Here  there  is  formed,  within  three  or  four  weeks,  an  ovid  swell- 
ing about  twice  the  size  of  the  nerve  itself,  and  commonly  spoken 
of  as  the  "  bulb."  It  is  much  harder  than  the  nerve  above  it  and, 
on  section,  looks  dense  and  fibrous.  Under  the  microscope  it  is 
seen  to  consist  of  numerous  small  nerve-fibres,  which  are  probablj 
of  new  formation,  eml^edded  in  fibrous  tissue.  No  other  alteration 
occurs  in  that  part  of  the  nerve  which  is  between  the  bulb  and  the 
spinal  cord,  with  the  exception  of  some  slow  atrophic  change,  which 
causes,  after  some  years,  a  general  shrinkage  of  the  whole  trunk, 
and  only  ensues  when  from  some  cause  union  of  the  severed  nerve 
has  not  taken  place. 

2.  Trophic  and  dei^eneratlve  lesloas.— It  has  been  al- 
ready mentioned  that  the  parts  which  are  cut  off  from  their  nerve 
supply  undergo  certain  changes,  and  it  is  necessary  to  describe  these 
in  some  detail,  as  a  proper  appreciation  of  them  not  only  explains 
many  of  the  symptoms  of  nerve  injuries,  but  also  supplies  informa- 
tion as  to  their  proper  treatment. 

The  muscles  supplied  by  the  severed  nerve  are  at  once  paralyied 
and  within  a  few  days  begin  to  show  evidence  of  atrophy  and  ol 
degeneration.  The  atrophy  is  much  more  than  can  be  accounted  for 
by  simple  want  of  use  and  is  infinitely  more  rapid  and  complete. 
It  is  accompanied  by  degenerative  changes  in  the  muscle  fibres  them- 
selves, which  result  in  the  development  of  fat  granules  in  the  auco- 
lemma  and  the  disappeamnce  of  the  muscular  fibres.  Within  a  few 
months  the  muscular  tissue  is  practically  destroyed;  and  not  onlr 
does  the  afiected  muscle  diminish  in  bulk,  it  also  becomes  shnaQken 
in  length  and  may,  by  its  shrinking,  cause  interference  with  the 
movements  of  neighbouring  joints.  A  muscle  so  altered  is  much 
paler  than  natural  and  much  more  fibrous  in  appearance. 

The  skill  is  liable  to  be  altered  in  various  ways.  It  usually 
becomes  smoother  than  is  natural  and  occasionally,  in  addiooo, 
shiny  and  glistening,  the  papillae  appearing  to  be  smootbed  out. 
Eruptions  of  eczema,  herpes,  or  acne  may  result  and  occasionally 
ulcers  appear  in  the  ancesthetic  area.  These  are  frequently  due  to 
injury  of  some  kind  or  another,  which,  on  account  of  its  painlessiKSK. 
has  pa.s8od  unnoticed  by  the  patient.  Thus,  an  anaesthetic  finger  oiay 
be  bunit  or  cut  without  the  knowledge  of  the  patient,  and  the  msoh- 
ing  sore  is  slow  to  heal,  partly  because  of  the  deficient  nerve  supply, 
and  partly  also  because,  on  account  of  its  painlessness,  the  fiart  is 
often  insufliciently  protected.  More  rarely  nerve  injuries  are  followed 
by  gangrene  of  the  pulps  of  the  fingers  or  toes  and  occasionally  of  « 
whole  digit.     Painless  whitlows,  with  superficial  collections  of  pv. 
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sometimes  develop,  and  from  these  a  slow  form  of  ulceration  occasion- 
ally extends. 

The  luiir  of  the  afTected  area  often  falls  out  and  in  other  cases 
becomes  brittle  and  stubbly.  Microscopically  examined,  it  is  seen 
that  all  the  glandular  tissues  of  the  skin  are  atrophied  and  that  th^ 
papillae  are  so  shrunk  as  to  be  practically  obliterated.  A  section  of 
skin  so  altered  is  more  like  the  section  of  a  scar. 

The  fiaiUf  as  might  be  expected,  share  in  the  trophic  changes  of 
the  skin.  They  may  merely  become  fibrous  and  brittle,  or  may  grow 
so  as  to  be  excessively  curved  and  talon-like,  and  present  deep 
grooves  or  raised  ridges  on  their  surfaces.  In  other  cases  they  become 
loose  and  are  cast  off  without  paia. 

The  stibctitaneoiM  tiaaue  atrophies  with  the  skin. 

The  joints  undergo  changes  which  are  apparently  chiefly  of  an 
inflammatory  nature,  those  of  the  fingers  being  most  often  and  most 
characteristicaUy  affected.  The  process  is  closely  allied  to  that  of 
rheumatism  and  may  commence  within  a  few  days  of  the  nerve 
injury,  with  sweUing  of  the  affected  articulation,  and  often  with  pain 
on  movement,  although  the  skin  may  be  aniesthetic.  There  appears 
to  be  at  this  stage  a  synovitis,  with  exudation  of  plastic  lymph  and 
inflammation  of  the  fibrous  capsule.  Such  changes  ai'e  very  liable  to 
terminate  in  the  formation  of  adhesions  and  the  development  of  a 
fibrous  anchylosis.  When  many  of  the  finger  joints  are  affected,  the 
hand  may  be  crippled  by  these  articular  lesions  to  an  extent  tliat  can 
scarcely  be  exaggerated. 

3,  Alteration  In  temperature. — For  the  first  few  days  after 
nerve  section  the  paralysed  parts  are  flushed  with  blood,  as  the  result 
of  section  of  the  vaso-motor  filaments ;  but  whilst  this  condition  is 
barely  noticeable  and  the  increase  in  temperature  only  recognised  by 
careful  investigation,  at  a  later  period  the  paralysed  parts  become 
colder  and  more  bloodless.  The  loss  of  temperature  is  vei-y  rapid  and 
may  amount  to  as  much  as  eight  or  ten  degrees,  the  coldness  beiiig 
very  noticeable  both  to  the  patient  and  the  surgeon.  It  is  probable 
that  this  condition  results  from  vaso-motor  spasm,  which  ensues  some 
two  or  three  weeks  after  section  and  continues  so  long  as  the  nerve 
remains  ununited. 

S]rmptom8  of  section  of  a  nerve. — The  two  chief  symptoms 

which  indicate  at  once  that  one  of  the  nerves  of  the  extremities  has 
been  injured  are  loss  of  power  and  loss  of  sensation . 

EfOss  of  power.— The  muscles  supplied  by  the  divided  nerve 
are  immediately  paralysed  and  remain  in  this  condition  so  long 
as  the  nerve  remains  ununited.  Later,  they  rapidly  waste  and 
degenerate.  This  atrophy  is  much  more  rapid  and  complete  than  can 
be  accounted  for  by  inability  to  luse  the  affected  muscles,  and  }>ro- 
ceeds  so  quickly  that  within  three  or  four  months  but  little  of  the 
muscular  tissue  remaina  The  atrophy,  moreover,  affects  not  only 
the  bulk  of  the  muscle,  but  causes  it  also  to  shrink  in  length  and, 
by  so  shortening,  to  interfere  with  the  action  of  other  muscles  and  to 
produce  deformity. 
M  M  ♦  2 
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If  the  condition  of  the  paralysed  Tnu»de  l>e  examined  electrioillri 
further  evidence    may   lie  obtiuned,   which,    in   doubtful  OMi^,  wiT 
greatly  aid  dia^osi«.    Within  twenty-four  honra  of  the  n€rv«  mcito 
Faradic  irritability  begins  to  diuiiniiih,  and  within  four  or  five  <biyii  i 
completely  lost,  so  that  even  the  stmngest  current*  will  produce 
contraction.     It  is  pretty  certain  tl\at  this  lo«8  of  excitability  ia  dn 
to  the  destruction  of  the  motor  nervt*  fibres. 

The  galvanic  curreivt,  which  acts  more  directly  on  tbu  mujielp 
substance  itself,  does  not  at  first  ap(>ear  to  lo«e  ita  effect^  f  V  ^ 
the  two  or  three  days  succeeding  the  injury  the  galvanic  irn  : 

the  muscles  seems  to  l>e  actually  increased.  After  this  time,  hi»u>  v»*r, 
ujuscular  contractions  grow  more  feeble,  and  in  the  course  of  ahoat 
two  or  thnte  months  gradually  disappear.     It  is  during  thi^  :  f 

diminishing  galvanic  irritabiiity  that  the  **  reaclwn  nf  d^tj^^ 
liecomes  marked.  Nonnally,  the  kathodlc  closure  contraction  of  a 
healthy  muscle  is  greater  tlian  the  anodic  closure  contraction.  Aftrr 
nerve  section,  w-heu  the  muscle  is  degenerating,  the  anodic  eloaunf 
contraction  first  becomes  equal  to,  and  then  greater  than,  th«^ 
kathodic :  a  reaction  which  indicates  degeneration  of  mascli*  tOiA 
nerve^  and  ia,  therefore,  named  the  **  reaction  of  degeneration/* 
It  is  strange  that  afler  union  of  a  divided  nerve  has  taken  place 
voluntiiry  ix)wer  returns  many  months  before  the  muscles  al 
reactiou  to  either  the  galvanie  or  Famdic  currents. 

LoaN,ofaeii«^at Ion.— When  a  nerve  containing  sensory  tibn'^i 
divided,  the  patient  is  usually  almost  at  once  conscious  of  the  numi 
ness  of    the  skin   area   supplied    by  the  severed    nerve.       In    tbix 
cases,    however,  where  the   nerve  lesion  is  only  a  small  part  of 
■erious  laceration  of  the  limb,  the  loss   of    sensation    oft^ui 
unnoticed,  on  account  of  the  pain  and  shock  accompanytng  such 
accident,  and  thus,  unless  sought  for^  this  evidence  of  nerve  injur 
may  remain  unrecognised.     In  most  casea  complete  ana^stheiata  of  mt^ 
least  some  of  the  skin  resulta,  and  this  is  always  the  case  wUen  « 
nerve  of  considerable  size  is  cut  across  ;  but  in  those  cutaneous  ( 
where  more  than  one  nerve  is  distributed,  as  on  the  ring  finger,  \ 
or  less  sensibility  may  [lemist.     Even  in  these  cases,  howerert 
patient  is  conscious  that  sensibility  is  greatly  imjiairt^,  and  alth^w^ 
the  sense  of  touch  may  be  retained  to  some  slight  extent,  »•' 
to  pain  and  to  heat  and  cold  are  almost  always  lost.      At  ^ 
of  the  affected  skin  urea  the  line  dinding  anaesthetic  parta 
he&llhy  skin  is  usually  not  very  shaqjly  marked,  and  an  area 
impaired  sensibility  is  generally  to  be  found. 

In  testing  the  amount  and  extent  of  the  loas  of  s^'nnalioa,  It 
nooeasary  to  Ije  very  careful,  and  the  i>ossibility  of  exciting  seftsi:»r 
impressions  through  the  medium  of  neighbotiring  healthy  iiftnre 
must  always  be  kept  in  mind.  Thus,  if  a  finger  be  preiihed 
pushed,  the  patient  may  perceive,  thrt>ugh  liis  **  muscular  sense/ 
that  it  is  l)eing  touched  ;  or  if  the  supposetl  anaesthetic  an*a  ia  test^ 
by  the  ttui-geijin  rubbiujjj  it  with  his  finger,  the  vibrations  €XHivi*y« 
to    the    neighbouring    healthy   nerves  will    correctly  convey    tactti 
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sensations.  The  point  of  a  pencil  is  as  good  as  anything  for  testing 
the  sense  of  touch  and  the  surgeon  should  notice  not  only  whether 
the  patient  can  /eely  but  whether  he  can  also  correctly  localise 
his  sensations. 

But  whilst  the  alteration  in  sensation  and  the  loss  of  muscular 
power  constitute  the  most  important  immediate  evidence  of  severe 
injury,  at  a  later  period  the  diagnosis  is  aided  by  the  development  of 
the  various  trophic  lesions  which  have  been  already  described  ;  and 
the  wasted  muscles,  the  contracted  joints,  the  shiny  and  stretched 
skin,  and  the  coldness  of  the  paralysed  parts,  all  point  unmistakably 
to  the  injury  that  has  been  sustained. 

Union  after  section  of  a  nerve. — If  the  recently  severed 
ends  of  a  nerve  be  placed  and  maintained  in  apposition,  they  will 
unite.  It  is  probable  that  in  a  few  exceptional  cases  this  union 
may  occur  without  any  preceding  degeneration  of  the  distal  end,  such 
as  has  already  been  described,  but  it  is  quite  certain  that  this  is  not 
usually  the  case  and  that,  even  if  the  cut  ends  are  maintained  in 
contact,  the  lower  end  degenerates  before  regeneration  and  repair 
result.  The  union  is  ultimately  brought  about  fay  a  development  of 
new  axis  cylinders  from  the  nuclei  of  the  shie»tli  of  Schwann  in 
both  the  proximal  and  peripheral  ends,  and,  subsequent  to  the  for- 
mation of  these,  there  is  developed  a  new  myelin  sheath.  The 
development  of  this  new  nerve  tissue  requires  a  great  length  of  time, 
and  may  extend  over  a  period  of  from  six  to  twelve  months  before 
material  improvement  is  demonstrable,.^ and  sometimes  requires  a 
year  or  two  for  its  completion. 

Treatment  of  a  divided  n^rye. :  Primary  suture.— In  all 

cases  of  recent  section  of  a  nerve  .trunk  the  cut  surfaces  should  be 
approximated  by  suture.  On 'account  of  the  elasticity  of  the  nerves, 
there  is  liable  to  be  much  separation  of.  the  cut  ends,  and  it  is  often 
necessary  to  enlarge  the  wound  .in  order  to  bring  them  into  view. 
If  much  tearing  or  bruising  has  been  sustained,  it  is  well  to  refresh 
the  cut  surfaces;  and  it  is  of  the; utmost  importance  in  such  cases  to 
take  every  precaution  to  render  the  wound  aseptic  and  to  prevent 
.suppuration.  Sutures  should  .always  be  of  some  substance  which 
iH  capable  of  undergoing  absorption,  because  such  materials  as  silk 
or  horse-hair  remaining  in  the  nerve  trunk  are  liable  to  keep  up  con- 
stant pressure  on  the  surrounding  tubules,  and  to  cause  sevei*e  pain. 
The  best  material  is,  probably,  kangaroo  tendon,  but  fine  chromic- 
ised  catgut  is  very  efficient.  Small  needles  should  be  used  and 
the  sutures  should  be  passed  right  across  the  nerve,  so  as  to  include 
its  sheath. 

Two  such  suture^i  passed  at  right  angles  to  each  other,  about  one- 
eighth  of  an  inch  from  the  cut  surfaces,  will  generally  suffice  to  bring 
the  ends  into  good  apposition.  If  it  appear  necessary,  one  or  two 
more  fine  sutures  may  be  passed,  so  as  to  draw  the  sheath  together 
at  some  place  where  it  gapes,  but  no  more  sutures  than  are  necessary 
to  obtain  good  apposition  should  be  employed,  as  they  only  tend  to 
split  up  the  cut  ends.     The  sutures  should  only  be  tied  tight  enough 


im 
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to  euMure  proper  approximatiou,  for  if  tie<i  very  ti|;litly  Ui^y  wilt 
ino*it  likely  cut  their  wuy  throu^'h  Hlmost  at  once.  After  HUturinf 
Hurli  tendonM  as  may  have  ljt?eo  divided,  tlie  woutitl  niutit  W  cIomh1« 
and  the  litnb  put  up  in  hucK  a  fJOHitiou  an  to  eiii»ure,  as  feu^  ••  , 
poa«ih!e,  couiplete  relaxation  of  the  wounded  nen*e;  spHnCa  and 
ban  dag  en  should  l>e  applied,  ho  a.M  to  firevetit  any  sudden  ii^^elitli 
of  the  wound. 

If  the  wound  heal  without  auppumtion*  the  nerve,  if  mtorvd  ' 
witli  the  precautions  advised^  will  in  time  unite  ;  but,  aft  baa  alrtady 
been  said,  the  evidences  of  i*epair  may  not  lj»e  deuioti«tr»ble  fur  tuaiiy 
montha.  Union  is  more  rapid  in  the  young  and  in  them  in  nUm 
more  perfect.  It  is  seldom  that  senBation  and  muscular  power  are 
completely  recovered,  and  even  in  the  l>est  cases  there  ia  liahie  tn  h^ 
some  permanent  numlmess,  so  that  whilst  the  part  invotve<d  ta 
nowhere  anfesthetic^  tlie  touch  losea  ita  delicacy.  In  some 
sensation  may  rt^turn  antl  motion  roay  never  be  regained  ;  in  oAa% 
whilst  motion  is  restored,  the  Hkin  remains  numbed.  In  order  u$ 
promote  union  of  the  divided  nerve,  as  soon  as  the  wound  is  soundly 
healed  the  [jaralysed  musclea  should  be  daily  gulvaniaed  and  maa- 
saged,  and  tlie  joints  should  l>e  moved  to  prevent  the  fonnation  of 
adhesions.  It  is,  further,  of  the  utmost  impjrtanc*?  that  the  w>i0l# 
extremity  affected,  eR|K*cially  the  paralysed  part,  should  lie  kept  warm. 
Cold  is  most  harmfvd,  and  repair  ia  in  many  cases  apfiarf^iitly  more 
rapid  during  the  summer  than  in  the  winter  months. 

ileeondary  nalure.— In  many  eases  a  nur^u^eon  does  not  havt!  tlie 
opportunity  of  seeing  a  patient  till  some  weeks  have  elapai^  Mn^e 
the  injury  of  a  nerve,  and  if  there  be  then  evidence  of  divisitm  nf  a 
nerve  trunk,  and  no  attempt  at  primary  suture  has  been  made^  it  is 
necessary  to  reopen  the  wound  and  ascertain  the  extant  of  t|i9 
injur}^  In  such  a  case  it  is  well  to  wait  till  a  suppurattDg  wovumI 
lias  heated  l>efore  undertaking  any  operation,  jm)  as  to  be  ftbte  In 
operate  on  aseptic  tissues.  The  incbion  should  be  made  in  tlie  long 
axis  of  the  injured  nerve,  and  should  l»e  of  auffietent  length  to 
enable  the  latter  to  be  exposed  an  inch  or  mori*  above  and  below  the 
seat  of  injury.  It  is  much  easier  to  find  the  nerve  ends  in  Uiia  way 
than  by  simply  cuttin>(  into  the  scar  where  the  varioun  injumi 
tissues  are  matted  so  as  to  make  it  difhcult  to  distinguish  them  from 
each  other.  Having  thus  found  the  injured  nerve  aliove  and  l>elow 
the  scAr,  it  is  rieces«ary  to  dissect  the  ends  fix>m  the  fibrous  tiasui!* 
which  binds  them  down.  A  fresh  section  of  each  must  then  be  cut. 
In  the  lower  end  as  little  as  possible  should  lie  remove^l^  for  no  fsotni 
results  from  cuttinj?  away  any  considerable  lenj«:th,  the  whole  pcri- 
pheml  end  l»etn>(  all  equally  atrophied.  As  re^nls  the  upper  wwi, 
th«*  secrtion  should  lie  carried  throujjh  the  up|x»r  part-  of  the  'MKuih**; 
but  the  whole*  of  the  latter  need  not  Ije  res«x*tiHl,  If  the  nervi*  sitema 
much  short4*n*»d,  the  ends  may  l»c  stn»trhe<l  U^fore  suture*  are  in8i*n«d. 
The  latr  Nl  ho  of  the  same  materinl,  and  |»asscd  in  the  saoie  wmr 

as  has  1  iil>ed  in  the  aceuunt  of  priioary  t^utvire. 

Panctured  wotmds  and  partial  diTisioQ  of  iiemi,— 
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Punctured  wounds  of  sensory  nerves  are  sometimes  followed  by 
severe  pain  and  hypersesthesia  of  the  skin  area  supplied  by  the 
injured  trunk.  The  pain  is,  in  turn,  sometimes  accompanied  by 
muscular  spasm,  and  is  made  worse  by  movement.  These  conditions 
apparently  result  from  some  neuritis  set  up  at  the  seat  of  injury, 
and  should  be  treated  by  complete  rest  and  the  local  application  of 
anodynes,  such  as  belladonna  or  opium.  If  these  faU  to  relieve, 
small  blisters  to  the  hypersesthetic  parts  are  often  successful. 

In  recent  cases  of  partial  division,  when  the  patient  is  seen  at 
once,  it  is  advisable  to  suture  the  severed  parts  of  the  nerve  trunk  in 
the  way  already  described.  If,  however,  the  patient  be  not  seen  until 
the  wound  is  healed,  the  treatment  adopted  must  depend  on  the 
extent  of  the  loss  of  sensation  and  muscular  power.  If  this  be  con- 
siderable, the  injured  nerve  should  be  exposed,  and,  after  separation 
from  the  surrounding  scar,  the  extent  of  the  injury  must  be  carefully 
ascertained.  If  it  appear  that  the  nerve  has  been  practically  divided, 
the  injured  portion  should  be  resected  and  the  ends  sutured  ;  but  if 
it  seem  that  the  symptoms  are  rather  due  to  scar  pressure,  then  the 
surgeon  should  be  content  with  freeing  the  trunk.  Oases  of  partial 
section^  when  seen  at  once,  generally  do  very  well,  because  the  part 
of  the  trunk  which  remains  intact  prevents  any  more  separation  of 
the  cut  fibres. 

11.     CONTUSION   OF  A  NERVE. 

A  severe  contusion  of  a  nerve  may  be  followed  by  all  the  symptoms 
of  complete  section.  Slighter  injuries  cause  a  greater  loss  of  motion 
than  of  sensation,  and  muscles  may  be  quite  paralysed  whilst  the 
sense  of  touch  is  but  little  impaired.  The  treatment  of  these  cases 
depends  on  the  severity  of  the  symptoms  and  the  amount  of  time 
that  has  elapsed  since  the  injury.  In  all  recent  cases  no  operation 
should  be  undertaken,  because  a  very  large  number  of  patients 
recover  without  any  surgical  interference.  A^in,  if  there  be  evidence 
that  the  nerve  trunk  is  capable  of  conveying  sensory  impressions 
and  that  the  muscles  are  not  all  paralysed,  then  the  prognosis  is  that 
with  rest)  massage,  and  galvanism  a  good  result  will  be  obtained.  On 
the  other  hand,  if,  after  six  or  eight  weeks,  there  be  complete  loss  of 
sensation  and  of  motor  power,  the  injured  trunk  should  be  exposed 
and  examined,  for  it  may  be  that  it  has  been  torn  across  or  divided 
by  being  crushed  against  a  bone.  In  such  cases  resection  of  the 
injured  part  and  suture  of  the  ends  would  be  required. 

III.     NERVE    GRAFTING. 

Cases  occasionally  occur  in  which  a  considerable  portion  of  a 
nerve  trunk  has  been  destroyed,  and  in  which  it  is  evident  that  fhe 
separated  ends  are  too  far  apart  for  the  application  of  sutures.  In 
several  such  instances  a  portion  of  nerve  has  been  successfully  trans- 
planted between  the  severed  ends,  after  separating  the  latter  from 
the  scar  tissue  surrounding  them,  and  refreshing  them.     The  nerve 
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transplanted  may  either  1^  tak^ii  tVoiii  a  rtH?ently  killed  anim«l«  iOeb 
aa  a  mliliit,  or  from  a  freshly  amputuiod  Hmb.  In  eitluT  cane  it  alKNsld 
be  ronioveil  immfditttely  l)eibfe  it  is  r*?ciaired^  and  should  W  placed  in 
want!  sterilised  water  (or  in  nornml  salt  solution)  pending  it*  ttuvrr- 
tion  into  its  new  lied.  Care  .should  l>e  taken  that  a  suflicient  tcngili 
is  cut  to  [prevent  any  tension  in  suturing  it  in  poaiiion ;  anil,  in 
removing  the  nerve  from  the  animal  or  limb  fnim  which  it  i»  taktti 
all  pinching  or  holding  with  forceps  sliould  be  avoided* 


IV.     PRESSURE    OK    A    NERVE. 

Nerves  may  be  compressed  in  the  moat  various  way  a  Tlra% 
tumours,  and  esf>ecially  malignant  onea,  may  involve  the  netgbboanng 
nerve  trunks,  or  may  become  adherent  to  tlie  nerves.  The  brachial 
plexus  is  oflen  thus  involved  in  the  axilla  in  cases  of  rectirresii 
cat*cinoma  of  the  breast.  In  other  cases  nerves  are  involved  in 
in^ammatory  sweOtngs — f.g.  in  inflamed  glands  of  the  neck— and 
moi^  often  are  compressed  by  scars  resulting  from  wounds  of  struc- 
tures near  to  the  nerve  trunks  in  the  up|)«r  extremity.  In  otbor 
eases,  again,  as  in  deep-seated  pelvic  or  gluteal  suppuration,  Uie 
neighbouring  nerves  may  be  compressed  by  abscesses.  Bislocatad  or 
fractured  bones  may  also  cauwe  pressure.  In  another  class  of  cm«ea, 
nerves  are  compressed  by  external  objects,  such  as  by  cmtchm  or  by 
some  imp  lenient  u^ied  in  work,  whilst  paralysis  from  pressure  on  llMr 
nerves  of  the  ami  during  he4i\  y  sleep— especially  in  drunken  alcjp 
is  tolerably  conunoa 

In  most  of  these  ca^^es  the  pressure  ia  gradual  and  its  dfeeta  are 
only  slowly  de\eloj>ed.  The  first  symptoms  are  commonly  numbiog 
and  tingling  pains,  with  sensations  of  "pins  and  needles"  in  the  pm* 
pheral  parts,  and  these  are  suoce^t^led  by  a  slowly  developing  and 
seldom  complete  antestheaia,  Tlie  evidence  of  pressure  on  the  motor 
nerve  fibres  is  supplied  by  feeblene«i  of  muscle,  with  some  (1*^010?* 
and  subsequently  by  complete  juiralysis.  Thus,  in  crutch  p«lsy« 
which  is  due  to  pressure  of  the  crutches  on  the  axillary  ner%e«  in  a 
patient  unused  to  their  management,  there  is  soma  numbnctt  0^ 
the  hand  and  fore-arm,  with  tingling,  and  subsequently  Ions  of  p<»w«r 
in  the  extensors  of  the  fore-arm,  with  **  wrist  drop.*'    Tljea*^  lu 

are  due  to  the  compression  of  the  musculo-spiml  nerve  m  iio 

hunierus.  this  trunk  Ijeing  the  most  easily  aflected,  on  account  of  iti 
pixjximity  to  the  bone.  In  other  examples,  and  es[»ccially  in  caMtt 
where  there  is  some  neigh VK)uring  inflammation »  severe  pain  it  tlli6 
chief  symptom,  and  many  cases  of  s«:i-called  ^'  sciatica  ^  prove  to  \m 
due  to  pressure  on  the  sciatic  nerve  by  an  aliscess  or  a  peU  ic  totBiMir* 
Trophic  lesions  are  more  rarely  developed  and  are  usually  of  late 
onset. 

Pressure  by  the  contraction  of  scars  is  of  suAictently  fr»<|iigct 
occurrence  to  ment  special  mention.  In  some  ca«M»a  tnorvdy  IIm 
terminations  of  !»ensory  nerves  are  so  included,  but  the  roeulu  M« 
far  more  wide^pn^d  tlian   might   be  ihougiiU     The  acar  is  oltaa 
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exquisitelj  tender  and  the  least  touch  of  it  is  liable  to  produce  muscular 
spasm.  Occasionally  there  result  spasm  and  rigidity  of  many  of  the 
muscles  of  the  affected  limb.  The  implication  of  nerve  trunks  in 
scar  tissue  causes  an  interference  with  the  function  of  the  nerve  pro- 
portionate to  the  amount  of  pressure  exercised.  Pain  is  not  so 
prominent  a  feature  as  in  cases  of  implication  of  sensory  nerve  twigs. 
The  treatment  of  pressure  on  a  nei've  is  to  remove  the  cause. 
Thus,  tumours  may  be  removed,  crutches  given  up  for  a  time,  and 
painful  scars  excised.  If  a  nerve  trunk  be  compressed  by  scar  tissue, 
it  should  be  dissected  from  it  and  then  thoroughly  stretched.  The 
paralysis  and  loss  of  sensation  resiilting  from  pressure  are  best 
treated,  after  removal  of  the  cause,  by  galvanism  and  massage. 

V.  INJURIES  OF  NERVES  COMPLICATING  FRACTURES 
AND  DISLOCATIONS. 

In  fractures. — Considering  the  frequency  of  fractures,  nerves 
are  but  seldom  injured  at  the  time  a  bone  is  broken.  They  may, 
however,  suffer  in  one  of  two  ways.  First,  they  may  be  torn  at  the 
time  of  the  accident ;  or,  secondly,  they  may  be  subsequently  com- 
pressed by  callus.  In  the  first  case  the  symptoms  of  loss  of  power 
and  of  sensation  supervene  at  once  ;  in  the  second  case  their  onset  is 
gradual.  Nerves  lying  close  to  bones  are  those  most  likely  to  be  in- 
volved, the  musculo-spiral  being  probably  more  often  injured  than 
any  other.  In  many  cases  the  nerve  injury  is  overlooked  in  the  face 
of  the  more  evident  lesion,  and  the  subsequent  splinting  and  bandag- 
ing of  the  limb  frequently  prevent  a  patient  from  having  any  clear 
idea  of  the  condition  of  his  sense  of  touch  and  of  muscular  power.  It 
is  often  only  when  splints  are  removed  that  the  symptoms  of  nerve 
injury  are  first  noticed.  {See  Art  XXIX.,  on  Injuries  of  Bones, 
page  789.) 

Treatment. — Considering  that  mere  contusion  or  stretching  of  a 
nerve  may  also  cause  a  complete,  though  transient,  paralysis,  it  is 
evidently  not  advisable  to  undertake  any  operation  at  the  time  of 
injury  ;  and,  again,  when  the  symptoms  have  only  slowly  developed 
and  are  apparently  the  result  of  callus  pressure,  time  should  be 
allowed  for  the  provisional  callus  to  be  absorbed  before  concluding 
that  surgical  interference  is  necessary.  When,  however,  the  surgeon 
is  convinced  that  no  improvement  is  to  be  expected,  he  should  expose 
the  nerve  at  the  seat  of  fracture  and,  if  he  finds  it  torn,  should  suture 
it.  In  other  cases  excessive  callus  must  be  cut  away,  and  occa- 
sionally displaced  fragments  of  comminuted  bone  must  be  excised. 
Sometimes  paralysis  of  a  nerve  trunk  seems  to  result  from  a  faulty 
position  of  the  bones  after  the  fracture  has  been  set ;  in  such  cases 
re-fracture  and  re-position  of  the  fragments  may  give  good  results. 

In  dislocationB. — It  is  only  in  certain  dislocations  that  injuries 
of  the  nerves  occur  with  any  frequency,  such  complications  being 
most  common  in  the  case  of  the  shoulder,  and  after  that  in  dis- 
locations of  the  elbow.     In  each  case  the  nerves  may  be  either  torn 
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by  the  displaced  bone,  or  may  be  so  stretched  that  their  fibres  tre 
lacerated. 

In  the  dislocations  of  the  shoulder  joint,  any  of  the  cords  of  the 
brachial  glexus  may  be  torn,  or  the  circumflex  alone  may  be  contmd 
and  stretched  by  the  downward  displacement  of  the  humerus.  Rup- 
ture of  the  plexus  in  the  neck  or  tearing  out  of  the  roots  from 
their  insertion  into  the  spinal  cord  may  also  result.  Of  these 
conditions,  mere  contusion  and  stretching  are  fortunately  the  most 
common,  and  in  such  cases  it  is  generally  evident  that  there  is  no 
paralysis  of  any  one  nerve,  but  rather  a  partial  loss  of  sensation  and 
a  want  of  power,  without  absolute  muscular  paralysis. 

In  rupture  of  the  brachial  plexus,  however,  there  ia  usually  a 
very  widespread  paralysis;  and  when  an  opportunity  of  examining 
such  cases  has  been  afforded,  it  has  generally  been  fomid  that  the 
roots  are  torn  out  from  the  spinal  oord  instead  of  the  corda  them- 
selves being  lacerated.  The  extent  of  the  paralysis  will  depend  on 
the  number  of  nerve  roots  so  involved,  but  in  almost  any  caae  it  is 
noticeable  that  such  muscles  as  the  supraspinatua,  the  rlunnboida,  and 
other  scapular  muscles  are  paralysed,  which  could  not  be  alRKted 
if  the  lesion  were  in  the  axilla.  In  these  cases  also  of  tearing  out 
of  the  roots,  the  motor  nerves  for  the  dilator  fibres  of  the  iris,  whidi 
pass  from  the  cervical  cord  to  the  sympathetic  trunk,  are  usually 
involved,  and  thus  the  pupil  on  the  affected  side  is  smaller  than 
its  fellow  and  does  not  actively  dilate  in  dim  lights. 


PART  II.    DISEASES. 
I     NEURALGIA. 

Neuralgia  may  be  shortly  defined  as  local  pain  without  local 
signs  of  inflammation  or  disease.  In  many  cases  there  is  no  definite 
cause,  but  such  general  conditions  as  anaemia  and  feeble  health 
appear  to  account  for  a  large  proportion  of  these  cases.  Other  more 
definite  constitutional  conditions,  such  as  gout  and  rhenmatism, 
appear  to  act  as  predisposing  causes  in  many  patientsi  whilst 
malarial  fevera  of  any  kind  and  influenza  may  be  cited  as  acquired 
diseases,  which  directly  cause  neuralgia  in  a  large  proportion  of  thoae 
who  suffer  from  them. 

OaUBM. — Tlie  chief  exciting  causes  are :  (1)  exposure  to  cold  ; 
(2)  pressure  on  or  irritation  of  nerve  trunks ;  (3)  peri|^eral  irri- 
tation ;  (4)  irritation  or  disease  of  tlie  central  nervous  system. 

It  appeara  probable  that  cold  acts  by  causing  inflammation  of 
the  nerve  sheath,  but  from  a  surgical  point  of  view,  neuralgia 
causetl  by  pressure  is  of  more  interest  and  importance.  It  has 
already  been  pointed  out,  in  dealing  with  pressure  upon  nerves,  that 
loss  of  power  and  of  sensation  may  be  caused  thereby,  but  pain  also 
may  Ije  very  seven*.  Thus,  the  neuralgic  pains  caused  by  the 
pressure  of  thoracic  aneurysm  on  the  intercostal  nerves  may  be  a 
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prominent  symptom  of  an  obscure  affection,  and,  in  the  case  of 
intra-pelvic  tumours,  pain  in  the  course  of  individual  nerves  may  be 
very  severe.  In  any  case  of  persistent  pain  in  the  course  of  one  of 
the  nerve  trunks  of  the  limbs,  a  careful  examination  should  always 
be  made  to  ascertain  if  there  is  any  pressure  cause  which  can  he 
discovered. 

Neuralgia  caused  by  peripheral  irritation  is  well  illustrated  in 
the  case  of  facial  neuralgia  due  to  a  carious  tooth  ;  and  the  pain  felt 
in  the  testis  as  a  result  of  renal  calculus  affords  another  well 
recognised  example  of  the  same  kind.  The  peripheral  pains  due  to 
disease  of  the  spinal  cord  are  unfortunately  common  in  tabes  dorsalis, 
and  severe  neuralgic  pain  is  also  of  common  occurrence  in  cases  of 
spinal  caries ;  in  many  of  the  latter  the  pain  felt  in  the  chest  and 
stomach  is  much  more  severe  than  that  in  the  back. 

Th6  pain  of  neuralgia. — The  pain  of  neuralgia  is  localised, 
more  or  less  accurately,  to  the  area  supplied  by  a  certain  nerve  or 
nervea  It  is  usually  of  a  darting  or  shooting  character,  and  radiates 
from  a  central  point.  Pressure  upon  the  spot  where  the  affected 
nerve  emerges  from  a  bony  canal  or  from  beneath  the  fascia  frequently 
intensifies  the  pain. 

Epileptiform  neuralgia  is  a  very  severe  variety  of  this  affec- 
tion. It  almost  invariably  attacks  the  face,  and  may  follow  the 
course  of  any  one  or  of  all  the  branches  of  the  fifth  pair  of  nerves. 
Two  varieties  are  described.  In  the  one  the  pain  is  accompanied  by 
spasm,  and  twitching  of  the  facial  muscles  ;  in  the  other  there  isi  no 
accompanying  spasm.  This  form  of  neuralgia  does  not  appear  to  be 
associated  with  any  condition  of  ill-health,  and  occurs  in  i)erfectly 
healthy  people  of  all  ages.  Fortunately,  it  is  a  rare  affection.  The 
attacks  are  intermittent,  sometimes  lasting  for  only  a  few  days. 
They  may  extend  over  many  weeks  or  months,  and  the  intervals 
between  the  attacks  may  be  weeks,  months,  or  even  years.  The 
paroxysms  of  pain  have  usually  a  very  sudden  onset  Their  duration 
varies  from  a  few  seconds  to  half  a  minute,  seldom  exceeding  the 
latter  limit.  They  may  be  repeated  so  rapidly  that  the  intervals  are 
scarcely  appreciable,  or  several  minutes  may  elapse  between  the 
paroxysms.  A  paroxysm  may  be  started  by  any  stimulus  applied  to 
the  branches  of  the  fifth  nerve.  Thus,  a  di-aught  of  cold  air,  an 
attempt  to  swallow  liquid  or  to  masticate  food,  the  slightest  touch  of 
the  hair  of  the  face,  or  an  attempt  to  speak,  may  initiate  an  attack  of 
pain.  This,  commencing  usually  at  a  single  spot,  quickly  radiates 
over  the  neighbouring  skin  and  mucous  membrane,  and  in  some  cases 
spreads  over  the  whole  face.  The  mucous  membrane  of  the  lips, 
gums,  and  nostrils  is  just  as  much  the  seat  of  pain  as  is  the  skin, 
and  in  some  instances  the  secretions  are  altered,  the  nostrils  becoming 
hot  and  dry,  or  the  eyes  filled  with  tears.  The  pain  varies  in  character 
as  well  as  in  intensity,  patients  usually  describing  it  as  burning  hot, 
or  as  if  the  flesh  were  being  crushed  and  torn. 

During  the  paroxysm  the  patient  usually  clasps  his  face  in  his 
hands,  and  seems  to  obtain  some  relief  by  the  compression  of  the  seat 
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of  pain.  On  account  of  ilie  frequency  with  which  moveinenti  of  tJ» 
mouth  cauwe  oii  at  tat- k,  all  movements  of  the  facial  mu«ele«  arr  avoidrd 
a«  much  a-^  posHible.  Thus,  in  speaking  the  teeth  are  kept  c^Jrnchpd 
and  the  lips  are  hardly  moved  ;  aiid  in  eating  or  drinkmg  the  msw 
precautions  are  ex€frcised.  On  account  of  the  8en»ittveoeB8  of  th 
«kin,  the  face  h  commonly  wrajiped  up  and  bright  light  i«  Mvoidi« 
In  some  ca»eg  of  epileptiform  neuralgia  the  general  htaaltli  gi\eH 
utider  the  strain  of  constant  piiin,  but  in  others  it  ut  surfiriAing 
little  a  flee  ted. 

Treatment  of  neuralgia.  —In  many  caaea  of  neuralgia,  whf; 
no  defmite  cau^e  can  be  discovered,  much  mor«t  good  la  done 
paying  attention  to  the  general  health  than  by  giving  dnigt 
relieve  pain.  In  the  neuralgian  which  are  bo  common  in  anii*tute~ 
Women,  it  will  often  1>e  found  that  dyspepsia  and  iiiHiifficient 
nourishing  food  are  at  the  bottom  of  the  trouble,  and  attt^SilkifL 
should  in  nuch  cases  be  always  dii^ect^  to  the  remedying  of  theam 
conditions.  Iti  other  caneH,  inaullicient  healthy  exereijce^  working 
in  overheated  and  ill- ventilated  rcK>ms,  and  bad  hygienic  mntmod- 
ingH  appear  to  account  for  tlie  frequent  neundgic  attacks.  In  thoMi 
cases  where  neuralgia  supervenes  npon  malarial  fever  or  inflocna^ 
and  in  many  others  where  it  is  the  sequel  of  some  prolonged  iU.n>i» 
tenifKjrary  residence  in  a  dry  bracing  climate— such  a*  the  monn* 
tain  resortw  of  Switzerland — will  bring  about  a  cure  when  ail  ollbar 
remedies  have  failed.  The  treatment  of  neuralgia  by  drugi  can 
scarcely  be  discussttd  in  the  present  work»  but  it  may  be  stated  thmi 
in  many  ca^es  ai-senic  is  an  excellent  remedy,  and  thai  in  oaaaa 
where  gout  appears  to  be  the  C4ius4i^  of  the  nialady  tJie  imqaI 
remedies  for  this  diseaMe  may  be  very  ust^ful. 

But  whilst  the  vast  majurity  of  cases  of  neuralgia  mmj  be 
succt^sfully  combatetl  by  some  such  means  as  have  been  ineoticNitti 
aliove^  it  must  lie  admitted  that  where  a  loi^al  cause  exists  looil 
measures  are  alone,  as  a  rule,  successfuL  Thus,  the  nnnoi'ml  of 
carious  teeth  will  often  suffice  to  terminate  an  attack  and  to  preriYOl 
others  ;  and  if  any  tumour  or  in6ammatory  swelling  is  found  la 
exercise  pressure  on  a  nerve,  the  removal  of  such  a  cause  is  QTidieB^jr 
indicated.  With  regard  to  the  extraction  of  teeth,  however,  4  wpti 
of  warning  is  nece^iwiry,  for  the  pain  is  often  referred  to  teeth  ^ 
are  quite  sounds  and  tlie  removal  of  these,  however  much  the  _ 

may  deitire  it,  is  to  U«  strenuously  resisted.  For  such  traatmrnl, 
indeed,  is  of  no  avail  and,  on  the  other  hand,  is  often  most  harmful, 
the  gums  Wing  left  tender  and  sore,  and  the  jMitient  having  furtbiir 
trouble  from  insutficient  powers  of  masticJition  and  consei|uent  dya- 
prpsia.  In  neuralgias  of  the  extremities  there  is  more  often 
loi-al  cause  than  in  those  of  the  face,  and  in  this  clasa  of  awe, 
tio  local  cause  Clin  be  discovered,  reliance  must  be  placed  rallier  Qf 
local  tr»*atnirnt  than  in  the  us<i  of  drug!*.  Co unt^^r- irritation  hj  \ 
or  by  bliHti^nng  Huids  is  sometimes  very  etKcAcioUK,  whilst  in  odietai 

Mi^e  gives  vfry  satisfactory  results.      ( Galvanism  is  also  cif  tiae  in 
casf.^,  espicially  in  inveu^rate  sciatica.     It  should  b«  used  lor 
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fifteen  to  twenty  minutes  daily  and  should  be  persevered  in  for 
fleveiul  weeks. 

Operations  on  the  nerves  for  the  cure  of  neuralgia  are  only 
very  exceptionally  indicated.  Where  a  nerve  twig  is  caught  in  a  scar, 
or  where  a  trunk  is  compressed  by  inflammatory  eflTusion,  it  is  evident 
that  an  operation  should  be  undertaken  to  free  the  nerve  from  its 
surroundings.  But  such  cases  form  only  a  very  small  percentage  of 
the  total  and  cannot  really  be  compared  with  the  more  common 
neuralgias  which  own  no  such  exciting  cause.  There  are,  however, 
a  certain  number  of  cases  of  intractable  facial  neuralgia,  where 
operations  on  the  afiected  nerve  trunks  may  be  undertaken  with 
much  temporary  benefit ;  and  in  no  class  is  operation  more  called  for 
than  in  the  so-called  epileptiform  neuralgia.  It  has  already  been 
said  that  in  many  of  these  cases  any  slight  peripheral  irritation  may 
excite  an  attack,  and  the  object  of  an  operation  is  to  prevent  the 
transmission  of  any  stimuli  along  the  trunk  or  branches  of  the 
affected  nerve. 

It  is  not  to  be  supposed  that  any  operation  on  nerve  tnmks  for 
the  cure  of  neuralgia  is  based  u|x>n  the  supposition  that  the  nen^es 
are  the  seat  of  disease.  There  is  no  reason  to  believe  that  this  is 
the  case,  but  it  appears  probable  that  when  relief  is  obtained  it  is 
really  due  to  the  rest  secured  to  an  over-stimulated  nerve  centre,  and 
the  operation  may  be  considered  to  act  by  procuring  physiological 
rest  to  the  sensorium.  It  will,  therefore,  be  evident  that  such 
operative  treatment  does  not  aim  at  eradicating  the  disease  by  the 
removal  of  any  diseased  structure  ;  and  this  should  clearly  be  kept  in 
mind  in  considering  the  advisability  of  operative  interference,  and  in 
the  choice  of  the  operation  itself.  It  must  further  be  explained  to 
the  patient  that  operations  of  neurotomy,  or  nerve-stretching,  cannot 
be  relied  upon  to  bring  about  a  cure,  but  that,  while  they  do  in  some 
cases  apparently  bring  permanent  relief,  in  many  others  the  freedom 
from  pain  is  merely  temporary. 

Nerve-stretching. — Before  considering  the  operation  of  nerve- 
stretching,  it  is  necessary  to  consider  very  briefly  the  streiigth  and 
elasticity  of  the  nerves.  It  has  been  estimated,  as  a  i*esult  of 
experiment,  that  a  nerve  is  capable  of  being  stretched  about  one- 
twentieth  of  its  whole  length,  and  in  general  terms  it  may  be  stated 
that  the  elasticity  of  diflTerent  nerves  is,  for  all  practical  purposes, 
equal.  The  strength  of  a  nerve  depends  necessarily  on  its  size,  and 
the  larger  trunks  are  capable  of  i-esisting  very  considerable  force. 
The  breaking  strain  of  the  sciatic  nerve  varies  from  about  one 
hundred  to  one  hundred  and  sixty  pounds,  while  such  nerves  as  the 
median,  musculo-spiral,  and  ulnar  will  support  from  about  fifty  to 
eighty  pounds'  weight.  The  small  nerves,  such  as  the  branches  of 
the  fifth,  of  course  offer  but  little  resistance,  and  break  with  a  strain 
of  from  five  to  ten  pounds. 

Antttomlcal  clian9es«— The  anatomical  changes  which  follow 
nerve-stretching  are  the  result  of  laceration  of  the  various  structures 
included  in  the  nerve  sheath,  and  may  \>e  briefly  summarised. 
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(1 )  The  sheath  is  partly  loosened  from  its  attachment  to  the  nem^ 
and  at  the  same  time  is  narrowed,  and  so  tends  to  constrict  the  tnhulea 

(2)  The  blood-vessels  of  the  sheath  are  torn,  and  eochymosn 
occur.  The  vessels  in  the  substance  of  the  nerve  become  tortoam 
and  dilated  immediately  after  the  stretching,  and  the  nenre  tnmk 
becomes  subsequently  more  vascular,  by  reason  of  the  formation  of 
new  blood-vessels. 

(3)  There  is  an  increase  of  connective  tissue  cells  in  consequenee 
of  the  injury  inflicted. 

(i)  The  nerve  tubules  are  torn  in  proportion  to  the  videnoe 
used.  The  axis  cylinder  breaks  less  easily  than  does  the  my«liB 
sheath  and  the  sheath  of  Schwann. 

(5)  In  proportion  to  the  amount  of  injury  there  ensues  d^genenr 
tiou  of  some  of  the  nerve  fibres,  such  as  has  been  described  ai 
resulting  from  section  of  a  nerve. 

(6)  In  the  process  of  time  new  nerve  fibres  are  formed  and  the 
nerve  is  completely  regenerated. 

The  pliyslolfHi^lcal  effects  of  nerve-stretcliiMV  also  depewl 
on  the  amount  of  force  employed  and  the  amount  of  injury  ia- 
flicted.  It  appears  that  very  slight  stretching  increases  the  inrit- 
ability  of  the  nerve,  and  results  in  slight  hyperKsthesiay  muacokr 
irritability,  and  flushing  of  the  skin  area  involved ;  but  it  is  ceftaia 
that  in  adl  cases  where  a  nerve  is  voluntarily  stretched  by  the 
surgeon,  the  conductivity  of  the  nerve  is  materially  diminished, 
and  that  numbness  or  complete  anesthesia,  and  diminution  or  kM 
of  muscular  power,  ensue  in  most  cases.  When  a  great  deal  of  force 
has  l>een  employed,  the  operation  may  be  followed  by  wasting  of 
muscle  and  by  trophic  changes. 

The  operation.— The  operation  practically  consists  of  exposing 
the  nerve  by  a  suitable  incision,  and  subsequently  isolating  and 
stretching  it.  If  the  nerve  trunk  be  a  large  one,  such  as  the  sciatic, 
the  finger,  or  two  or  three  fingers,  should  be  passed  beneath  it,  and 
steady  traction  should  be  exercised,  first  in  one  direction  and  then 
in  the  other.  The  amount  of  force  employed  must  vary  with  the 
size  and  strength  of  the  nerve ;  even  for  the  sciatic  it  should  not 
exceed  thirty  or  forty  pounds.  When  the  ner\*e  is  small  and  the 
wound  narrow,  as  iu  operations  on  the  face,  the  nerve  is  best  lifted 
up  and  stretched  by  (>assing  an  aneur^'sm  needle  beneath  it  The 
8tret<!hing  should  Ik;  continued  for  several  minutes. 

The  so-called  ''  bloodless  stretching  '*  of  a  nerve  can  practically 
only  be  i>erformed  on  the  sciatic  trunk.  In  this  procedure  the  thigh 
is  flexed  on  the  abdomen,  whilst  the  leg  is  kept  extended  on  the 
thigh,  and  thus  the  sciatic  nerve — together  with  all  the  tiasaet 
around  it- -is  put  on  the  stretch.  The  extension  should  be  main- 
tained for  ten  or  fifteen  minutes  under  an  aniesthetic,  and  at  the 
same  time  vigoraiis  kneading  and  massage  may  be  employed  along 
the  course  of  the  nerve.  It  must  be  remembered  that  if  the  patient 
be  old  and  the  art^^ries  atheromatous,  tliis  treatment  is  liable  to  pat  a 
<langerous  stiuin  on  the  popliteal  ai-tery. 
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Clinical  application  or  nerve-stretchlnir*— When  nerve- 
stretching  was  first  introduced,  it  was  employed  in  many  cases  of 
disease  of  the  central  nervous  system,  but  it  may  be  said  with  con- 
fidence that  in  such  cases  it  is  certainly  of  no  material  advantage  in 
promoting  a  cure,  although  it  may  improve  symptoms.  Its  utility 
is  best  demonstrated  in  cases  of  neuralgia  and  in  certain  nerve  lesions. 
Thus,  in  cases  of  inflammatory  thickening,  either  of  a  nerve  itself  or 
of  the  tissues  around  it,  the  neuralgic  pain  caused  by  the  pressure  is 
often  greatly  relieved  by  exposing  the  nerve  at  the  affected  area, 
separating  it  from  the  tissue  around  it,  and  thoroughly  stretching  it. 
It  may  also  be  employed  in  cases  of  spasm — e.g.  in  facial  spasm — 
and  to  alleviate  hypersesthesia,  from  whatever  cause  arising.  In  a 
few  cases  of  tabes  dorsalis  the  operation  appears  to  have  relieved  the 
''  lightning  ^  and  '*  boring/'  pains,  and  in  some  cases  other  symptoms 
are  said  to  have  been  improved. 

In  certain  cases  of  facial  neuralgia  nerve-stretching  appears  to 
act  very  beneficially,  and  is  preferred  by  some  surgeons  to  neurotomy 
or  neurectomy.  The  way  in  which  nerve-stretching  causes  improve- 
ment is  probably  not  always  the  same.  It  is  evident  that  when  a 
nerve  trunk  is  more  or  less  compressed  by  scar  tissue  or  fixed  by 
adhesions,  the  mechanical  separation  of  the  nerve  is  likely  to  be 
beneficial ;  and  the  many  recorded  cases  of  improvement  in  cases  of 
pressure  by  cicatrices,  of  neuralgic  pains  following  injuries,  etc.,  are 
in  this  way  most  readily  explained.  The  action  of  nerve-stretching 
in  chronic  neuritis  is  probably  of  a  similar  nature.  It  has  also  been 
suggested  that  the  operation  may  act  by  freeing  the  nervi  nervorum 
from  surrounding  adhesions.  In  many  other  cases,  however,  espe- 
cially in  neuralgia,  any  good  results  that  may  ensue  are  probably 
due  to  rupture  or  injury  to  the  nerve  tubules  themselves,  and  to  the 
resulting  impairment  in  the  conductivity  of  the  nerve.  It  is  pro- 
bable that  in  nerve-stretching  we  te^r  the  tubules  not  only  of  the 
trunk  we  operate  upon,  but  of  other  branches  as  well,  which  are  diffi- 
cult— perhaps  impossible — to  reach  with  a  knife.  Thus  in  sti-etch- 
ing  the  infrarorbital  nerve,  it  is  probable  that  the  branch  passing 
downwards  in  the  floor  of  the  orbit  to  the  teeth  is  also  stretched,  and 
in  operating  on  the  inferior  dental,  the  branches  to  the  individual 
t(^th  are  influenced.  Thus,  the  effects  of  nerve- stretching  may  be 
more  widely  spread  than  those  of  neurotomy,  and  in  dealing  with 
the  mixed  nerves  of  the  extremities  it  is  evident  that  such  an 
operation  is  often  preferable  to  division,  considering  that  the  latter 
will  cause  not  only  ansesthesia,  but  permanent  muscular  paralysis 
as  well. 

Neurotomy  and  neurectomy. — The  operations  of  cutting 
down  upon  a  nerve  and  dividing  it,  and  of  cutting  out  a  portion  of 
the  trunk,  are,  like  the  similar  operations  for  exposing  arteries,  per- 
formed at  certain  "seats  of  election,'*  where  the  nerves  can  be  most 
easily  reached,  and  with  the  least  possible  injury  to  the  surrounding 
parts.  In  all  such  operations  on  the  limbs,  the  use  of  an  Esmarch's 
bandage  greatly  facilitates  matters,  and  enables  the  surgeon  to  find 
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the  nerve  morf*  readily,  and  to  ascertatn  its  «>oii<liti<m  with  midi 
greater  certainty. 

K^rvew  of  the  head  and  neek.  The  mifwa-orhiifd  i^^rr^  and 
th«  Hupmtrt^hif'rjr  Ttenr, — TheiM!  are  Ijest  exposed  by  an  iiwawoii 
carritKl  |MinilU*I  with  the  eye-hrow  and  just  beneath  it^so  thjit  ili«»  Una 
of  the  incbion  is  hidden  by  the  foldH  of  »kin  in  ihi*  RitiiAtion.  TW 
sujira^ orbital  notch  can  be  easily  felt  in  most  c-aaes,  and  the  »•?▼• 
will  be  found  emerging  from  it,  and  turning  directly  upwarda  aftir 
the  incimon  hit^  been  carried  through  the  skin  and  soiut*  of  the  flbffw 
of  the  orbicularis  muaele.  The  supratrochh^r  nerve  Utt  eeaiiy 
half  an  inch  to  the  inner  side  of  the  supra-orbital  notch,  and  may  ba 
exposed  by  a  similar  inciEion. 

The  in/ra-orfntai  nen?e. — Tlie  infra-orbital  canal  ij*  in  a  Una 
drawn  from  the  ftupraorbitftl  notch  to  the  canine  tooth  of  tlie  Muna 
aide.  The  nerve  ih  exposed  by  an  incision  carried  acrotA  tliia  line, 
alwut  an  inch  l>elow  the  lower  margin  of  the  orbit.  After  dividinf 
the  ^kin  and  gome  of  the  facial  muscles — chiefly  the  zygoniatici — tJi# 
orifice  of  tliP  canal  c^an  usually  V>e*felt  with  a  probe-pointi>d  director. 
While  this  la  held  with  its  point  in  the  canab  an  aneurysm  nrrdla 
should  i»e  passed  so  as  to  pick  up  the  nerve  and  artery  as  ihey 
emerge  from  the  l)ony  channeU  the  point  of  the  needle  lieing  pa—ed 
on  to  the  bone  l>efore  it  i**  dipped  to  pick  up  the  nerve.  In  most 
ca»es  the  infra-orbital  artery  in  picked  up  with  the  ner^^ov  Hut  tlup 
latt«r  can  easily  be  isolated  as  soon  a«  it  ia  brought  into  view.  Tlift 
frw  bleeding  which  results  from  incisions  in  the  face  usually  rend«n 
it  difficult  to  see  to  the  liottom  of  the  wound  in  this  opemtian,  and 
H  little  time  in  well  spent,  after  dividing  the  skin  and  mu>^le«,  In 
plu|<ging  the  wound  with  sponge  for  a  few  minuteii,  to  stop  nom^  of 
the  oodng. 

Mrrkk'n  gan(/Hmi, -^To  excise  this  ganglion,  a  curved  iDeiaioii, 
with  thi'  convexity  downwards,  nhould  l*e  made,  »o  that  the  eeutrt  of 
it  is  a^)out  half  an  inch  below  the  level  of  the  infra-orbttal  catiaL 
The  flap  thuM  rf^iched  should  l>e  dissected  up  to  a  point  half  an  Inch 
above  the  level  of  the  canal,  and  the  latter  nhould  th«^n  V*e  expoiiad 
by  th»'  fri^e  division  of  the  subjacent  ^fat  and  facial  mu«;le»,  and  hr 
cleaninjy;  the  j>erio»teum  of!' the  bone  with  a  raspator}'.  Tlie  fn>nt  wall 
of  the  antrum,  just  l>elow  the  canal,  must  then  he  fMLn'forat»*d  ^-ith  a 
small  trephine,  hII  bleeding  points  tied,  and  oozing  itopp»*ii  by 
sponge  preMsure,  A  slender  Bowiium's  proU*  should  then  lie  pasned 
along  the  canal  as  far  as  |K>!iaible,  and,  using  this  as  a  guide,  thi? 
floor  of  the  canal  must  bi»  cut  away  from  l»elow  with  bon**  scl-^ion 
until  the  posterior  wall  of  the  antrum  is  reached*  This  iJi  tt^  tum^ 
being  (lerfbrat'vl  l.y  the  tre]ihihe,  the  ganglion  will  \ye  reachM  by 
tracing  the  infra-orbitiil  m-rvr-  to  its  junction  thc^rewitlL  Tlie  gangtioii 
and  th«  nervt*  /ire  then  to  h^  cut  away  with  cur^^ed  blunt*point4^ 
acivom.     Hieniorrhage  must  Ix*  arreniJ^^d  by  (^1  uggi ng. 

Thf  inff^rittf  d^nUil  w^rt>»,— Thin  nerve  mai  bi»  expiwed  «>iUM*r 
from  within  th*»  mouth  or  by  -^kin  incisioriit  In  the  former  mrthod 
the  mouth  is  opened  wiihdy  with  a  gag,  and  an  incision  t»  carriwl 
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along  the  anterior  border  of  the  ramus  of  the  lower  jaw,  extending 
from  the  last  upper  molar  to  the  corresponding  tooth  in  the  upper 
jaw.  After  the  division  of  the  mucous  membrane,  the  internal 
pterygoid  must  be  separated  from  the  jaw  with  the  linger,  and  the 
sharp  spike  of  bone  which  marks  the  orifice  of  the  inferior  dental 
canai  must  be  felt.  An  aneurysm  needle  is  then  passed  forwards 
from  the  inner  aspect  of  the  jaw-bone,  and  the  nerve  is  hooked  up  on 
this  and  drawn  forwards.  In  dividing  the  nerve,  care  must  be  taken 
to  avoid  the  inferior  dental  artery,  the  injury  of  which  in  this  opera- 
tion has  caused  serious  hsemorrhage. 

The  facial  nerve. — The  facial  nerve  may  be  exposed  at  the 
point  of  emergence  from  the  stylo-mastoid  foramen  by  an  incision 
commenced  behind  the  ear  at  the  level  of  the  external  auditory 
meatus,  and  carried  downwards  and  forwards  to  about  the  level  of 
the  angle  of  the  jaw.  After  dividing  the  skin  and  fascia  the  inner 
edge  of  the  stemo-mastoid  is  exposed  and  retracted,  and  the  posterior 
belly  of  the  digastric  muscle  is  then  defined  and  similarly  dealt  with. 
A  blunt  hook  or  aneurysm  needle  should  then  be  slipped  down,  so  as 
to  pick  up  the  nerve,  and  the  latter  should  then  be  separated  from 
the  tissues  around  it  by  the  use  of  a  probe-pointed  director.  The 
parotid  gland  must  be  drawn  forwards  before  any  attempt  is  made  to 
pick  up  the  nerve.  The  operation  is  a  diificult  one,  especially  in 
thick-necked  and  muscular  subjects. 

The  spinal  accessory  tierve, — This  may  be  exposed  either  before 
it  enters  the  stemo-mastoid  muscle  or  else  at  its  point  of  emer- 
gence therefrom.  To  reach  it  in  the  former  situation  an  incision 
is  made  parallel  to  the  anterior  margin  of  the  stemo-mastoid,  and  the 
latter  is  strongly  retracted.  The  centre  of  this  incision  should  be 
opposite  the  hyoid  bone,  and  at  this  level  the  nerve  should  be  sought 
for,  crossing  the  carotids  and  the  internal  jugular  vein,  and  entering 
the  muscle  on  its  under  sui'face.  At  the  posterior  margin  of  the 
stemo-mastoid  the  nerve  is  reached  by  an  incision  carried  parallel 
with  this  margin,  and  having  its  centre  opposite  the  middle  of  the 
line  drawn  from  the  clavicle  to  the  mastoid  process.  Care  must  be 
taken  not  to  mistake  the  superficial  cervical  nerve  for  the  spinal 
accessory — the  former  curves  forwards  round  the  stemo-mastoid,  the 
latter  runs  obliquely  backwards.  The  spinal  accessory  nerve  is  not 
infrequently  wounded  in  operations  for  the  removal  of  cerviciJ 
glands. 

Merve«  or  the  upper  extremities^  The  brachial  plexus. — 
This  may  be  exposed  in  the  neck  by  an  operation  very  similar 
to  that  for  ligature  of  the  subclavian  artery,  and  in  the  axilla 
by  one  similar  to  that  for  ligature  of  the  axillary  in  the  third 
part  of  its  course. 

The  median  nerve, — In  the  upper  arm  this  nerve  may  be  exposed 
by  an  incision  similar  to  that  for  ligature  of  the  brachial  artery,  and 
in  the  fore-arm  may  be  reached  by  an  incision  above  the  wrist  on  the 
outer  side  of  the  tendon  of  the  paJmaris  longus. 

The  ulnar  nerve. — Behind  the  internal  condyle  the  ulnar  nerve 
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miiy  be  eanily  »^xf>oseci  wluTv  it  can  t)e  felt  rolling  ov^r  tin?  ifrulrpioeiii 
bone,  and  at  the  wriab  may  \h:  renciked  by  an  incision  an  thr  nulial 
side  of  the  Oexor  carpi  uhiaris. 

Thf  mus€ulo-jipii*al  nf^rtyt. — Thin  id  ay  be  ex{>oaed  eitbor  txi  tht 
middle  or  lower  third  of  the  hftli.  It  i»  mo«t  e&Hily  riNiclk^  in 
the  former  t^ituation,  and  nhottld  \m  t>X|K>ied  by  an  ineiMiotL  m  tJi* 
long  axis  of  the  arm,  in  the  middle  of  a  line  drawn  from  tlit 
front  of  tiie  external  condyle  to  the  insertion  ^t  the  deltutd 
j^fter  the  skin  and  fascia  have  been  divided,  th<»  nerve  cmn  geiivmUy 
be  felt  rolling  over  tlie  smooth  surface  of  the  humeruA.  It  •booM 
lie  elertiW  by  sopaiating  the  triceps  from  the  Hupinatar  Ion  gits  And 
the  brachial  is  antimis. 

IVerves  of  the  lo%%er  o^lrcitiili^m.  77eif  f/r«ai  mo^  nmrfUk — 
The  courne  of  this  nerve  is  in  a  line  drawn  from  a  point  bc*twttaii 
the  tuber  ischii  and  the  ^reat  trochanter — but  one-third  titnuxir  U> 
the  tuber  ischii — to  another  point  in  the  middltt  of  the  {Kipliifiiil 
space.  In  the  up[ier  part  of  thiii  course  tlie  nerve  may  b*?  rxpotwl 
by  an  incision  Ijelow  the  glute^il  fold,  the  gluteus  uinximuji  buns 
drawn  upwards  and  outwards,  and  the  biceps  muscle  inwarda.  B 
the  o|>eration  be  fierfonuetl  in  the  middle  of  the  thi^h*  the  bioapt 
muscle  must  l>e  drawn  to  the  outer  tdde,  as  in  this  situation  tiie  nervtt 
lies  to  its  inner  aide, 

T/te  infermd  popliteal  Tierve. — This  may  be  found  beueatb  Ibe 
deep  fascia  in  the  middle  of  the  popliteal  spaoa, 

The  eaUmmnl  po^tlltml  »i4?nf. — This  can  readily  Im  expoari  hf 
an  incision  on  the  itmer  side  of  the  biceps  tendon,  alioui  an  iodfe 
above  ita  insertion  into  the  head  of  the  fibula, 

Tfie  aiU^rior  ami  ponterior  tibial  n^^j-ves  may  be  eXDOaed  by 
operations  Himilar  to  those  for  tlie  ligature  of  the  feoMia  whldi 
accompany  them. 

iL    neuro:ma. 

Varieties.— Neuroma  is  a  term  which  is  usually  applied  Co 
any  tumour  growing  on  a  nerve  trunk,  whatever  its  stmctitre  may 
\te.  Neuromata  are  commonly  divideil  into  two  classeB  :  (a)  Ime 
neuromata  ;  (h)  false  neuromata,     (S^e  page  4GK) 

(«)  A  I  rue  neuroma  is  one  which  is  composed  of  ncn-otta 
tissue,  and  is  a  very  rare  foim  of  growth.  It  may  contain  nirdul* 
lated  or  non-medullated  nerve  tibres,  or  else  may  be  in  [lart  conipoced 
of  ganglionic  cells,  with  a  auiTounding  network  of  fibres,  but  tbe 
latter  variety  of  growth  is  only  met  with  in  tumour*  connectid 
with  tlic  brain  or  spinal  cord.  True  neuromata  form  rounded  or 
oval  uwel lings  of  small  nize.  Tlie  nen^e  tubes  of  which  they  are 
con)pf>sed  are  usually  not  continuous  with  those  of  the  nervi*  trunk 
to  which  they  are  attoehetl,  but  form  an  iiTegular  network,  notxed 
with  a  varying  amount  of  loose  connective  tissue, 

(/>)  A  fitlfie  itriiromR  is  a  tumour  situated  on  a  nerve,  and  nol 
iUelf  containing  any  nerve  elements.     TLe  most  oomuoon  fom  0f 
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false  neuroma  is  composed  of  soft  fibrous  tissue,  or  of  fibrous  tissue 
undergoing  myxomatous  degeneration  (Fig.  193).  Gliomatous  and 
sarcomatous  tumours  maj  also  occur,  but  they  are  less  frequent.  The 
latter  tumours  differ  from  the  fibrous  growths  in  the  greater  rapidity 
of  their  development,  in  their  tendency  to  infiltrate  rather  than 
simply  to  push  aside  the  nerve  fibres  amongst  which  they  grow,  in 
their  greater  softness,  and  in  the  gelatinous  or  mottled  appearance  of 
their  cut  surface. 

All  these  growths  are  most  common  in  the  nerves  of  the  extremities ; 
their  size  varies  from  that  of  a  pea  to  that  of  a  hen's  egg,  but  most 
of  the  growths  are  about  the  size  of  a  hazel-nut 
or  a  walnut.  In  shape  they  are  generally  oval, 
the  long  axis  of  the  growth  lying  parallel  with 
the  fibres  of  the  trunk  in  which  it  is  formed  ;  their 
sui-face  is  smooth,  and  in  many  cases  the  tumour 
lies  *  amongst  the  surrounding  nerve  bundles,  with- 
out actually  involving  the  latter.  In  other  cases, 
however,  one  or  more  of  the  nerve  bundles  may  pass 
quite  through  the  tumour,  so  that  it  is  not  possible 
to  separate  the  growth  from  the  nerve. 

Another  form  of  neuroma  is  sometimes  de- 
sciibed  :  the  ^^  traumntic  neuromn.''  This  is 
identical  in  structure  with  the  "bulb"  on  the 
proximal  end  of  a  divided  nerve,  already  described 
on  page  682  ;  but  if  a  nerve  be  only  partly  cut 
across,  a  bulb  will  form  at  the  seat  of  injury,  and 
will  thus  form  a  swelling  on  the  nerve  trunk  itself. 

Symptoms. — The  diagnosis  of  a  neuroma  de- 
pends partly  on  the  symptoms  caused  by  its  pre- 
sence, and   partly  on   the  physical   cliaractera   it 
presents.     The  most  characteristic  features  of  such 
a  tumour  are  its  extreme  sensitiveness,  and  the 
shai^  shooting  neuralgic  pain  caused  by  touching 
it       In   addition   to  pain,   the   pressure   on   the 
nerve  fibres  may  irive  rise  to  numbness,  tinglinir,  Fig.  iga— Fibro-neu- 
or  pricking  sensations   in  the   parts  supplied   by     Nerve, 
the  affected  nerve,  and  in  a  few  cases  complete 
amesthesia  results.     Muscular  twitchings   are   less   common  symp- 
toms, whilst  clonic  or  epileptiform  convulsions,  although  described, 
are  certainly  very  rare  complications.     So-called  "  trophic  "  lesions 
are   also   uncommon,  but   are   of   more   frequent   occurrence   than 
muscular  spasms.     They  comprise  such  changes  as  have  already  been 
described  as  following  sections  of  a  nerve — e.g.  glossy  skin,  ulcera- 
tion  of   finger-tips,    painless   whitlows,   increase   or   diminution   of 
sweat,  etc. 

On  examination,  a  neuroma  is  found  to  be  a  smooth  oval  swelling 
of  variable  size,  situated  in  the  course  of  a  nerve  trunk.  It  can 
readily  be  moved  in  a  lateral  direction,  but  is  found  to  be  scarcely,  if 
at  all,  movable  in  the  long  axis  of  the  nerve  oii  which  it  is  placed. 
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Very  sli^'ht  hamllinfij  canses  severe  pain,  which  in  often  very  cltArai*- 
teristically  distnViuted  to  tlia  skin  area  supplied  by  tli©  diiitMM^d 
nerve,  and  .sjmstn  of  the  muscles  is  easily  producinl  by  rolling  thm 
tumour  be  aril  th  th(*  fini,'ei>w  The  l)enij^  or  malignant  characrter  of 
the  growth  may  be  ^lingnosed,  tlion^'h  not  with  certninty,  by  cno- 
siderjition  of  the  rHpidity  of  its  growth  and  the  sw  ntUiined.  FituUly. 
it  should  be  mentioned  that  in  some  cH^en  neuromata  are  nmllipliv 
and  in  8ome  irtstimces  Riieh  tumours,  composed  of  fibroua  tlatiQ)^  iuivt 
been  found  to  the  number  of  several  hundreds  ttcsitlerecl  over  tlia 

nerves   in   all    parta   of   tlit 

body. 

Treatment.  —  Removal 

is  the  only  ti*eatnient  that 
can  be  practised  The  in- 
ei^ion  shot i  Id  lie  made  In 
the  long  axis  of  tlie  nerre, 
and  «^uch  incisions  aa  are 
.  n<*cessary  to  f ree  the  tuaiota* 

H*  ^\  should  also  lie  made  in  tli# 
same  direction^  so  as  ta  avoid 
:  .^4  -^^  ^^  ^;  I  a«  far  as  ^loasible  tlio  aoction 
of  the  nerve  tibrf«.  If  ©x- 
ciaion  of  tlie  jxirtion  of  tht 
nerve  contnining  tlie  tumour 
be  necessary,  the  tnifik  ahould 
first  be  very  thorougbly 
Htretcbed,  so  that  After  tbt^ 
reflection  the  cut  surfaoe  umj 
be  sutured.  In  other  cma 
where^  on  account  of  the 
large  size  of  the  tumour^  it 
is  impoaaible  to  reunite?  thi* 
severed  nerve,  a  suttAble 
IKirtion  of  the  nerve  of  a 
mbbit  or  of  a  rec<*TitJjr 
auipuUUed  limb  should 
introduced  as  a  gnift,  and  sutures!  between  the  aevered  enda. 
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III.  SURGICAL  AFFECTIONS  OOMPLICATl^^G  DLSEA.SK» 
OF  THE   SPINAL  COKI), 

It  is  only  within  I'ecent  yeai-s  that  many  nurgical  aflectious 
which  are  now  recognised  as  being  due  to  disease  of  the  spiiml  cord 
have  l»een  referred  to  their  true  source,  ami  yet  such  eomplicutionis  are 
so  numeruUH  and  far  reaching  that  it  is  only  posHilde  to  alludi*  hert^ 
to  the  moHt  imtMirtant  of  tlieoi.  It  niav,  however,  l»e  mentionixl  that 
many  of  these  complications  are  in  all  respectM  similar  to  those  which 
bJoUow  0D  injuries  of  the  spine^  iind  that  the  cy^ititis  pyelitia,  acute 
|lied*aor^,  etc,,  which  am  ho  often  seen  after  oru>ihei>  of  the  aplual 
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cord  may  also  ensue  upon  disease.  There  remain,  however,  certain 
pathological  processes  which  are  peculiar  to  patients  affected  with 
disease  of  the  cord,  and  these  merit  a  more  detailed  description. 

Oharcot's  disease;  tabetic  arthropathy.— Charcot's  disease 

is  a  form  of  arthritis  allied  to  osteo-arthritis  which  is  usually  de- 
veloped in  connection  with  tabes  dorsalis,  but  is  also  seen  as  a  rare 
complication  of  syringomyelia,  itself  a  rare  disease.  It  is  met  with 
in  but  a  small  percentage  of  cases  of  tabes,  and  often  c6mmences 
when  the  tabetic  symptoms  are  but  little  marked,  or  even  un- 
noticed by  the  pa- 
tient. Very  fre- 
quently it  occurs  be- 
fore there  is  any 
evidence  of  ataxic 
gait.  In  many  cases 
the  disease  is  of  sud- 
den onset,  the  affected 
articulation  becom- 
ing distended  with 
fluid  within  twenty- 
four  hours,  and  the 
swelling  being  un- 
attributable  to  any 
apparent  cause.  This 
swelling  of  the  joint 
is  often  accompanied 
by  a  swelling  of  the 
neighbouring  soft 
tissues,  which  do  not, 
however,  pit  on  pres- 
sure to  any  extent. 
In  some  instances 
the    effused   fluid   is 

absorbed,  and  the  joint  returns  to  its  natural  condition  ;  but  in 
others — which  are,  unfortunately^  the  more  common — the  effusion  is 
but  the  commencement  of  a  series  of  changes,  which  rapidly  termi- 
nate in  the  destruction  of  the  articulation.  Within  a  few  weeks  or 
months  of  the  first  attack  the  patient  notices  that  the  joint  gets 
weaker,  and  gives  way  under  him  ;  and  very  rapidly  the  articulation 
beKJomes  so  loose  and  freely  movable  that  in  many  cases  dislocation 
ensues  (Figs.  194,  195). 

lUorbld  chnng^es. — An  examination  of  such  a  joint  shows 
changes  very  similar  to  those  of  osteo-arthritis,  but,  especially  in  the 
case  of  the  bones,  the  lesions  are  much  more  extensive.  The  thick- 
ening of  the  synovial  membrane  and  the  formation  of  fringes  on 
it,  the  fibrillation  and  wearing  away  of  cartilage,  the  growth  of 
ecchondroses,  and  the  wearing  away  and  destruction  of  ligaments, 
are  so  similar  to  the  lesions  of  osteo-arthritis  that  they  need  no 
special  description  (Fig.  194). 


Fig.  195.— Another  View  of  the  Femur  and  Tibia  shown  in 
Fig.  194. 
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The  changes  in  the  boneti  Are  of  more  irii|)orLijiee,  aud  am  aim 
more  charactemtic^  In  typical  cases  they  are  worn  down  lo  an 
extent  never  »een  in  a«teoarthntis,  ami  are,  mort^over,  oftftn  siiisfiljr 
worn  down  without  any  new  Ijone  being  produced,  as  is  comtixm  in 
the  latter  disease*  In  typical  casi^s,  tlie  whole  hftad  of  thi^  leaiiir 
or  humerus,  the  condyles  of  the  fennir^  or  the  hea<t  of  tho  ttbta  if«» 
ground  down  and  destroyed,  as  if  tbey  had 
1>een  ruhhetl  away  by  a  jyn'indstone  or  a  fiU 
(Fig.   1^5).      It  is  thU  extensive  destmotiiMi 
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of  Wine  even  more  than  th©  wearing 
the  ligaments  which  must  Ije  held  u^ 
fur  thf^  dislocations  and  undue  mobs 
tuentioned.  But  whilst  the  above 
mjiy  rightly  be  considered  aa  typical  of 
tain  caaee  of  tabetic  arthropathy,  it  miuri  be 
allowed  that  in  some  examples  of  tlu8  mthe- 
tion  the  destruction  of  Ixine  is  not  su  mpid 
or  no  complete  as  here  descrilied ;  and  wlultl 
no  new  bone  at  all  is  formed  in  soma  caMt, 
in  many  others  very  large  masses  of  \xm^  ara 
formed  in  ihe  substance  of  the  synovial  moQi- 
hmne,  nnd  may  attain  a  much  great4?r  utm 
tlian  those  f»een  more  cotnmonty  in  oateo- 
arthritic  j^jints. 

Syroiifoiiift,— The  diagnosis  of  Cliarcoi'i 
disease  reats  mainly  on  the  existence  of  diaraaa 
of  the  spinal  cord,  associate  with  piunkai 
swelling  and  loss  of  power  in  the  afleetixi  joint 
Aa  regards  the  former,  the  sjrmptoma  of 
tabes  may  be  briefly  enumerated^  aad  may  im 
divided  into  those  noticed  by  the  pati^it  aud 
those  perceived  on  examination  by  the aotK^eoii, 
Pains  in  the  limbs  of  a  shooting  c1iaract4*r — 
so  called  '^  lightning  paina  " — and  other  jmini^ 
variously  described  aa  1>oring,  cutting,  w 
sliotJting,  are  of  frequent  occurrence,  **  GinUe 
pains ''  and  the  sensation  of  cor  rotind 

the  waist  are  leas  frequent  KuriM  fiarttal 

loss  of  sensation  in  the  feet  is  less  common.  Sudden  and  unciuntroUabl4t 
deeire  to  evacuate  the  contents  of  the  bhulder  or  to  empty  the  rvdom 
ii  of  occasional  occurr^>nce,  and  attacks  of  vomiting  without  caoJie — 
'Agastric  crises'* — may  also  occur.  Incoordinations  ol  the  lower 
extremities — *'  locomotor  ataxy  '' — is  a  very  charactcriatic  leatorv  el 
the  diaease,  Vmt  in  many  |iatients  it  doe^  not  come  on  in  a  marked 
form  until  iaU\  though  the  patient  may  have  noticed  that  in  bad  IJgbli 
his  fofiting  was  ini»ecure<  Various  symptoms  may  ha%'e  been  noticed 
about  tlie  eyes.  Thutt,  there  may  have  lieen  occasionally  a  Ifimaugitt 
scfuint,  or  %^aion  may  la*  impaired,  or  actual  bltndneK  may  bave 
residted. 
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An  examination  of  a  patient  with  tabes  may  not  only  verify 
some  of  the  above  symptoms,  but  may  elicit  others.  Usually,  the 
first  thing  to  do  is  to  test  the  knee-jerks;  and  in  most  cases  of  tabes 
these  are  absent,  though  not  necessarily  in  all.  The  stability  of  the 
patient  may  be  tested  by  making  him  stand  with  his  heels  together 
and  his  eyes  shut,  or  by  makin>(  him  walk  whilst  blindfold,  or  by 
standing  on  one  leg.  An  examination  of  the  eyes  will  usually  sho^ 
that  the  pupil  does  not  contract  to  the  stimulus  of  light,  but  that 
when  the  vision  is  concentrated  on  some  near  object,  it  does  con- 
tract during  accommodation.  Ophthalmoscopic  examination  may 
reveal  grey  atrophy  of  the  optic  disc,  and  the  field  of  vision  may 
be  diminished. 

If  the  joint  affected  be  seen  within  a  few  days  of  the  first 
attack,  it  will  be  found  to  be  greatly  swollen  and  tense,  and  to 
contain  a  large  quantity  of  fluid  ;  the  limb  in  the  neighbourhood  is 
usually  swollen  also.  At  a  later  stage  the  effusion  is  less  marked, 
and  the  surrounding  swelling  much  diminished  or  absent.  The  most 
noticeable  feature  at  such  a  time  is  the  extreme  mobility  of  the 
articulation,  so  that,  instead  of  the  movements  being  limited  as  in 
most  forms  of  disease,  there  is  abnormally  free  movement  in  all 
directions.  Thus,  circumduction  at  the  shoulder  or  hip  is  permitted 
to  an  extent  unknown  in  health,  and  in  the  knee  or  elbow  there  may 
be  hyper-extension  and  lateral  mobility  (Fig.  196).  When  this  con- 
dition is  still  further  developed,  a  so-called  flail  joint  results,  and  at 
any  period  dislocation  may  ensue.  In  many  such  cases,  where  the 
joint  is  sufficiently  superficial,  it  can  be  felt  that  certain  portions  of 
articular  bone  are  worn  away,  and  in  other  cases  masses  of  new  bone 
may  be  felt  in  the  synovial  membrane.  Another  most  remarkable 
feature  of  such  a  case  is  the  complete,  or  almost  complete,  absence  of 
pain,  with  or  without  movement,  and  this  is  all  the  more  noticeable 
when  the  case  is  seen  early,  and  the  effusion  present  is  such  as  to 
make  it  certain  that  in  all  other  forms  of  arthritis  there  would  neces- 
sarily be  a  good  deal  of  pain.  Lastly,  it  should  be  mentioned  that  all 
cases  of  Charcot's  disease  do  not  run  so  acute  a  course  as  is  here 
described,  and  that  in  some  of  them  pain  is  present ;  the  development 
of  bony  nodules  in  the  synovial  membrane  may  also  prevent  the  free 
mobility  which  usually  characterises  the  disease. 

Treatment* — Unfortunately,  no  treatment  can  arrest  the  pro- 
gress of  this  affection.  Rest  in  the  early  stages,  and  the  applica- 
tion of  splints  to  keep  the  joint  surfaces  from  attrition,  are  all  that 
can  be  advised. 

Spontaneous  fk*actare.— On  account  of  the  atrophy  of  the 
bones  in  many  eases  of  old-standing  paralysis,  they  are  very  liable 
to  fracture  on  the  application  of  but  slight  violence,  and  such  bones 
are  very  slow  to  unite  when  broken.  Spontaneous  fractures,  however, 
are  liable  to  occur  also  in  tabetic  patients  who  have  never  been 
paralysed  or  bedridden,  and  a  considerable  number  of  such  cases 
have  been  recorded.  In  most  of  them  the  fracture  has  occurred 
in  the  early   stages  of  the  disease,  and  without  any  premonitory 
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83riiiptonis  to  point  to  any  antecedent  disease  of  the  bone.  In  mtDj 
of  the  cases  union  has  been  obtained  without  difficulty,  but  in  aoiii^ 
it  has  been  delayed,  and  in  others  no  union  has  occurred.  Occa- 
sionally, as  in  a  case  seen  by  the  writer,  numerous  spontaneous 
fractures  of  different  bones  have  occurred  at  intervals  of  months  iir 
years,  and  yet  have  all  united.    In  some  of  these  cases  a  great  exciTsf* 

of  callus  is  formed.  {S^  Art 
XXIX.,  page  726.) 

Perforating  olcen.-  Tiie^ 

are  much  more  commonly  seen  in 
patients  who  are  the  subjects  of 
taljes  dorsalis,  but  occasionally 
complicate  other  diseases  of  the 
spinal  cord  or  of  the  peripheral 
nerves  and  occur  also  in  dialietic 
subjects.  When  complicating 
tal)es,  they  may  develop  either  ai> 
one  of  the  early  symptoms  or  nt 
any  period  during  the  progrew 
of  the  disease.     {See  page  112.} 

Symptoms.  —  These  ulcers 
are  usually  situated  on  the  sole  of 
the  foot,  and  especially  affect  the 
trails  of  the  great    toes,   tliouj^ 
they  may  occur  under  the  ImiIIk  of 
any  of  the  toes,  and   liave  Wn 
seen  in  one  or  two  instances  on 
the  liand.     They  commence  with 
a  com>like  thickening  of  the  epi- 
dermis, which  may  precede  ulo»n- 
tion  for  several  months :  but  when 
once  found,  the  ulcers  evince  a 
special  tendency  to  *' perfi»rate  " 
tlie   subjacent  structures    rather 
than  to  spread  over    the   neigh* 
l)ouring  skin  (Fig.   197).     As  a 
consequence  of  tliis   perforation, 
the  metatarso-phalangeal  jomt  {"^ 
frequently  involved,  and,  Jis  the  result  of  the  suppurative  arthritis 
set  up,  its  cartilage  may  l)e  destroyed,  and  its  articular  surface  lie- 
conie  carious  (Fig.  198).     These  ulcers  are  sometimes  multiple,  awl 
are  often  symm<*trical.     Occasionally  the  ulcers  l)ecome  the  starting-- 
point of  extensive  sloughing,  or  moist  gangrene,  and  this  is  especially 
common  in  those  cases  where  the  patient  is  sutlering  from  dialieteiv 
Diagrnosis. — The  diagnosis  of  a  {Xfrforating  ulcer  is  usually  an 
easy  matter,  but  care   must  l)e  taken  not  to  confuse  the  suppura- 
tion of  a  simple  corn  with  the  more  serious  disease.     The  presence  of 
some   nervous   lesion  or  of   diabetes  may  l)e  Jiccentuateil  by  some 
anjesthesia  of   the  skin  around  the  ulcer,  and  this  is  occasionally 


FiK.  197.— FerforatiDpr  Ulcers  of  the  Foot 
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associated  with  foul  sweating  of  the  foot.  The  passage  of  a  probe  will 
often  demonstrate  the  presence  of  rough  bare  bone,  and  movement 
of  the  subjacent  joint  may  result  in  grating  of  the  carious  surfaces. 
Pain  is,  as  a  rule,  not  severe. 

Treatment. — These  ulcers  are 
usually  most  amenable  to  treatment, 
and  it  is  quite  erroneous  to  suppose 
that  they  do  not  heal.  Their  situa- 
tion suggests  at  once  that  pi*essure 
may  act  as  an  exciting  cause,  and 
the  first  indication,  therefore,  is  to 
keep  the  patient  off  the  affected 
foot.  Unless  this  is  done  other 
treatment  is  useless.  In  addition 
to  this  precaution,  but  little  is  re- 
quired beyond  ordinary  cleanliness 
and  care.  After  the  surrounding 
unhealthy  skin  has  been  cut  away, 
the  use  of  a  foot-bath  for  some  hours 
daily  and  boracic  fomentations  are 
generally  necessary  when  cases  first 
come  under  treatment ;  and  at  a 
later  stage  iodoform  powder  or 
some  stimulating  application — such 
as  ungueutum  resime,  or  a  solution 
of  sulphate  of  zinc — is  indicated. 
In  many  cases  where  the  joint  sur- 
faces are  carious,  good  results  may 
be  obtained  without  operation,  but 
sometimes  it  becomes  necessary  to 
gouge  [away  the  diseased  bone  in 
order  to  promote  a  cure.  When  tlie 
ulcer  has  healed,  it  must  be  pro- 
tected from  pressure  by  a  suitable 
felt  pad  with  a  central  hole,  inserted 
in  the  boot,  or  else  applied  in  the 
form  of  a  com-plaister.  These  ulcers 
are  very  liable  to  break  out  again 
and  again,  as  the  result  of  renewed 
pressure  in  walking,  and  constant 
care  is  necessary  to  keep  the  foot 
sound. 

In  a  very  few  cases  which  resist  treatment,  as  al)ove,  there  is 
extensive  sloughing  of  the  soft  tissues  of  the  sole  of  the  foot.  Ampu 
tation  may  be  performed  ;  but  amputation,  as  a  routine  treatment,  is 
uncalled  for  and  most  unsatisfactory  in  its  i-esults,  as  the  ulcer  often 
recurs  in  the  stump.  It  is  best  to  reserve  such  treatment  for  those 
cases  where  there  is  not  merely  an  ulcer,  but  sloughing  or  gangrene 
as  well ;  and  in  these  also  the  results  are  usually  disappointing. 
N   N 


Tig.  Ida— Bones  from  a  Cage  of  Perforat- 
ing Ulcer,  showing  caries  and  also 
destruction  of  the  terminal  phalanges. 
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Corns. — Aii  the  I'eauJ t  ot  prulou^^  pressure  ar  frictido  tbr^  homy 
or  epidermic  layer  of  the  nkm  in  pi^ne  to  Utke  on  hnml  h}rprrtiTipbv, 
preceded  hy  cimgestiun  of  the  papiJJary  layer  beij«»ath,  A  simple 
thickening  of  the  epidermi.H  at  one  sjxjt»  such  as  ui  nftefi  wen  un 
the  fingtTH  *»f  seaniHtre^nes  or  workmen,  or  on  the  fmlmiu'  aspect  of 
the  first  plialangeal  Im^es,  is  known  a8  a  callosity,  A  corn  differs 
from  a  ealloHity  in  the  fact  that  there  h  in  addition  a  central  down- 
growth  of  epiderniiH  dijsplacing  tlie  papilke,  which  at  the  edg«  of 
the  com  are  elongated  and  enlarged  as  well  as  abnt»nnally  ctmge^ted. 
True  comji  are  not  often  tnet  with  except  on  the  feet,  where  tlw? 
oompreswion  of  the  toes  by  ill-iitting  nari-ow  or  tight  Ux>t5  reiiilfti 
the  d*»i>«il  HUiface  of  the  Um^  peculiarly  liable  to  thein,  Tlie  fiUutAT 
surface  of  the  fix»t  uniler  the  heads  of  the  metatarsal  bones  ia  oUto 
ftffecteiU  lens  commonly  the  heel.  In  fact,  probably  few  of  tht  hoeflf 
weaKng  nice  escape  the  development  of  coma  at  one  or  other  ol 
these  poBitions. 

The  epidermic  cells  towatxln  the  surface  of  a  com  undergvj  enlargro^  J 
ment  and  remarkable  ke rati ni^^t ion,  but  sonietinieft  the  wedge  of  { 
epidermiii  l»ecome^  soft,  and  is  theji  t^pecially  piiinful  and  irrilable* 
A  further  stage  is  the  torniation  of  a  .small  abscess  onder  or  ut 
the  coni,  and  ultimately  of  an  ulcer  with  hard  raiseti  €dg«*  SimIi 
ulcers  under  the  **  tread  '^  of  the  foot  may  extend  deeply  inlo  tlM 
tissues  of  the  sole,  and  constitute  one  form  of  the  aooalkd  *'p«^ 
fbmtiiig  ulcer."  They  are  especially  liable  to  develop  in  patientai 
the  subject  of  tal>es  or  some  other  nervous  disiease  involving  iin* 

lired  sensjition  in  the  foot,  but  inay  oc<;ar  cjuite  iiulependently^  ol 
{Ser  page  lOi.) 

[^loiother  xariety  of  soft  corns  is  met  with  betw«t!ii  the  loo^  thm  \ 
Ive  se^Tretion  of  sweat  giving  them  a  sodden  while  Mper 
Hard  corns  are  occasioually  complicated  by  the  developmeiit  id  a 
bursa  beneath  them  (constituting  one  variety  of  bunion),  whicrb, 
of  cuurm*,  unrier  su^cient  irritation  may  inliame  or  aiap|>urml4f. 
Another  complicjiti<m  u(  n  corn  to  l>e  noted  is  the  occurrenoir  id 
amall  hjemorrhage^  into  it  or  the  coriom  beneath. 
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Owing  to  the  inflammatory  congestion  of  the  papillaj  around  tne 
epidermic  downgrowth,  corns  are  generally  painful,  and  any  con- 
dition which  increases  this  congestion  (such  as  too  prolonged  walk- 
ing or  standing)  may  render  them  exquisitely  tender.  In  many 
people  the  atmospheric  change  accompanjring  the  approach  of  wet 
weather  has  a  most  marked  effect  in  causing  shooting  pain  or 
"  twinges  "  in  their  corns. 

Apart  from  the  fact  that  inflamed  corns  often  completely  dis- 
able their  sufferers  from  active  exercise,  it  must  not  be  forgotten  that 
they  may  be  the  starting-point  of  more  serious  troubles.  If  an  abscess 
or  ulcer  form  at  their  site,  lymphangitis  or  spreading  suppuration 
may  follow  their  neglect  or  injudicious  treatment,  and  in  old  people, 
with  atheromatous  arteries,  cases  of  senile  gangrene  have  been  re- 
corded which  owed  their  commencement  to  this  comparatively 
trivial  cause. 

TreaUment. — It  is  essential  for  its  cure  that  the  injurious 
pressure  which  has  produced  a  com  should  be  removed.  Broad-toed 
boots  with  low  heels  are  required  in  most  ca^es,  though  sometimes 
the  fault  lies  in  the  upper  leather  being  too  thick  or  badly-shaped. 
Each  boot  should  be  carefully  designed  to  fit  the  individual  foot. 
After  soaking  well  in  hot  water,  the  hard  epidermis,  and  especially 
the  central  core,  should  be  carefully  cut  away  with  a  sharp  scalpel, 
and  a  circular  ring  of  felt  plaster  should  be  worn  to  protect  the  site 
of  the  com  from  pressure.  Salicylic  plaister  (10  or  20  per  cent.)  or  a 
saturated  solution  of  salicylic  acid  in  collodion  frequently  applied 
will  act  well  in  softening  the  com,  after  which  the  central  part  may 
be  more  readily  cut  out.  In  using  the  knife  only  the  thickened 
cuticle  should  be  removed,  and  hence  no  bleeding  should  occur. 

In  cases  of  hammer-toe  (where  the  second  toe  is  hyper-extended 
at  the  metatarso-phalangeal  joint  and  strongly  flexed  at  the  first 
inter-phalangeal  one)  a  very  troublesome  com  is  apt  to  develop  over 
the  latter  articulation.  The  only  effectual  treatment  in  some  of 
these  cases  is  to  amputate  the  offending  digit. 

Warts  (verrucae). — A  cutaneous  wart  consists  essentially  in  a 
pedunculated  overgrowth  of  the  epithelium,  in  the  centre  of  which 
is  an  extension  of  the  papillary  layer  of  the  corium  containing  a 
vascular  loop  and  often  a  small  nerve.  The  peduncle  may  be  ex- 
ceedingly slender,  whilst  the  projecting  part  of  the  wart  branches 
in  a  cauliflower-like  manner.  They  vary  much  in  consistence,  the 
hardest  ones  generally  occurring  on  exposed  parts  which  are  kept 
dry,  whilst  those  situated  on  a  region  of  the  skin  habitually  moist 
are  often  very  soft  and  delicate  (Fig.  199). 

It  should  be  mentioned  that  warts  may  develop  on  mucous 
membranes,  such  as  the  lining  of  the  lips,  the  soft  palate,  the 
conjunctiva,  the  vaginal  or  urethral  walls. 

It  is  practically  impossible  to  draw  any  distinction  between  a 
wart  and  a  papilloma,  and  the  so-called  papilloniata  of  the  larynx 
have  a  similar  structure  to  many  warts  of  the  skin,  allowing  for 
slight  differences  due  to  their  site.    The  colour  of -warts  varies  from 
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greyish-white  to  pinkish-red,  the  latter  being  dependent  on  fnr 
vascularisation,  and  therefore  being  associated  with  a  tendency 
to  bleed  readily  if  abraded. 

Causes* — There  is  no  doubt  that  local  irritation,  e.g.  of  some 
decomposing  secretion,  is  the  most  frequent  exciting  cause  in  the 
formation  of  warts,  and  it  is  probable  that  microbes  play  a  consider- 
able part ;  indeed,  a  special  bacterium  has  been  described  as  present 
in  many  caries.  In  connection  with  this  it  is  noteworthy  that  some 
warts  appear  to  be  due  to  inoculation,  and  their  tendency  to  occur  in 
clusters  or  groups  is  often  very  marked.  Secondary  syphilis  is  aim 
a  common  cause  ;  thus  a  neglected  condyloma  may  pass  into  the 


P  i  g.  199.— Warts  round  the  Anus,  showing  clusters  of  *'  canliflower-like  -  growths.     Trom 
a  itatient  who  had  recently  had  both  gonorrhosa  and  aypkilis.) 

warty  condition  and,  apart  from  any  mucous  patch  or  condyloma, 
warts  are  liable  to  form  on  the  dorsum  of  the  tongue  and  elsewhere 
during  the  secondary  stage. 

Tubercle  of  the  skin  may  also  lead  to  warty  growth  :  thus  lupus 
when  it  affects  the  feet  and  other  regions  covered  with  dense 
epidermis  is  often  warty  in  large  part.  The  so-called  remtca  necrv- 
genica,  or  post-mortem  wart  met  with  on  the  dorsum  of  the  hind 
(especially  over  the  knuckles),  has  l)een  pn)ved  to  contain  tuherde 
bacilli,  and  is  as  difficult  to  cure  as  any  form  of  lupus,  although  it 
rarely  ulcerates.  (See  page  297.)  From  these  considerations  it  is 
correct  to  consider  warts  jus  essentially  inflanunatory  in  origin,  the 
cause  being  probably  of  microbic  nature. 
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It  must,  however,  be  noted  that  some  forms  of  epithelial  cancer 
are  at  first  warty  in  structure,  as,  for  instance,  many  cases  of 
epithelioma  of  the  glans  penis,  the  lower  lip  and  the  tongue.  The 
older  the  patient  and  the  longer  the  warty  growth  has  persisted, 
the  greater  is  the  risk  of  it  passing  into  epithelial  cancer,  especially  if 
irritated  by  being  continually  "  picked  at,''  etc.  Histologically,  the 
stage  of  cancer  is  reached  when  there  is  not  only  epithelial  down- 
growth  into  the  corium,  but  this  downgrowth  breaks  up  in  an 
irregular  manner  amongst  the  cells  of  the  latter. 

The  multiple  wart. — We  will  now  consider  two  varieties  of 
warts  in  which  it  is  difficult  to  assign  any  irritative  cause,  and  which 
occur  in  a  disseminated  form.  The  first  is  the  multiple  wart  met  with 
generally  in  young  male  adults  or  children,  and  especially  prone  to 
occur  on  the  backs  of  the  hands  or  fore-arms.  They  may  be  flattened, 
but  are  more  commonly  branched  or  filiform,  of  a  greyish  colour 
(sometimes  black  from  their  tendency  to  collect  dirt-particles),  and 
have  nearly  always  a  narrow  pedicle.  They  are  unsightly,  but  cause 
no  other  trouble  ;  and  their  most  remarkable  feature  is  the  occurrence 
in  crops  and  their  occasional  equally  sudden  disappearance.  The 
latter  has  led  to  various  popular  nostrums  being  vaunted  as  curative 
of  warts,  and  amongst  the  drugs  which  have  been  apparently  suc- 
cessful at  times  are  sulphate  of  magnesia  and  arsenic  given  inter- 
nally. The  surest  way,  however,  of  causing  these  warts  to  disap- 
pear is  by  local  treatment,  and  one  of  the  best  applications  is  glacial 
acetic  acid.  This  should  be  applied  daily  with  a  fine  brush  or 
pointed  piece  of  wood,  it  is  almost  painless  and  causes  the  wart  to 
whiten,  shrivel,  and  drop  off*.  The  process  should  be  repeated  if 
there  is  the  slightest  sign  of  re-appearance.  Pure  liquor  arsenicalis, 
nitric  acid,  ethylate  of  sodium,  and  other  caustics  are  sometimes 
used,  and  a  very  common  plan  is  to  treat  each  wart  vigorously  with 
nitrate  of  silver.  The  latter  leaves  an  ugly  black  stain  for  some 
time,  and  the  others  are  decidedly  more  painful,  and  no  more 
efficient  than  glacial  acetic  acid. 

The  sessile  wart. — The  second  form  is  the  sessile  wart, 
occurring  in  a  large  proportion  of  old  people,  sometimes  on  the  face 
or  other  exposed  part,  but  especially  met  with  on  the  skin  of  the 
trunk.  They  are  nearly  always  multiple,  flat- topped,  often  brown  or 
brownish-red  in  colour,  and  they  may  be  soft  and  somewhat  greasy  to 
the  touch.  They  persist  indefinitely,  and  are  of  some  interest  from 
the  fact  that  epithelioma  or  rodent  ulcer  (on  the  face)  may  start  in 
connection  with  them;  this  sequence  is  fortunately  rare.  In  any 
case  where  the  cancerous  change  is  suspected  the  growth  should  be 
excised  freely,  and  when,  as  sometimes  happens,  a  sessile  wart  on 
the  face  gives  trouble  by  repeated  hsemorrhage  on  slight  irritation, 
or  is  unsightly,  it  may  be  readily  got  rid  of  by  cauterisation  with  a 
drop  of  nitric  acid,  nitrate  of  mercury,  or  glacial  acetic  acid. 

l¥arts  on  the  genitals. — Warts  on  the  genitals  of  both 
sexes  have  already  been  mentioned  (they  are  apt  to  occur  here  in 
dogs  and  other  animals  as  well  as  in  man),  but  it  must  be  noted  that 
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on  the  vulva  and  glans  penis  they  may  develop  to  an  extravajB^ant 
extent.  Generally  they  owe  their  origin  to  an  attack  of  gonorrhosa, 
but  retained  secretion  (under  a  non- retracted  prepuce,  etc),  or  the 
irritation  of  sexual  intercourse  may  produce  them.  On  the  >-ulv» 
they  may  develop  so  freely  as  to  entirely  hide  the  vaginal  orifice  and 
the  labia,  and  in  these  cases  there  is  usually  a  most  offensive  odoor 
present 

Mild  cases  require  merely  strict  attention  to  cleanliness,  aided 
perhaps  by  the  use  of  a  powder  of  equal  parts  of  tannic  acid  and 
iodoform. 

If  any  gonorrheal  discharge  persist,  of  course  it  must  be  care- 
fully treated ;  and  where  the  warts  fail  to  yield  to  the  above  treat- 
ment they  should  be  nipped  off  with  curved  scissons.  When 
excising  large  masses  of  warts  it  is  necessary  to  give  an  anaesthetic, 
and  to  apply  the  actual  cautery  to  the  bases,  which  tend  to  bleed  very 
freely.  It  is  certainly  important  to  cure  these  cases  of  extensive 
venereal  warts  in  women,  as  the  decomposing  discharge  which  attends 
them  is  sometimes  absorl>ed  and  causes  marked  depression  in  health, 
and  even  sjrmptoms  similar  to  those  of  pyaemia. 

Siimmary* — To  recapitulate,  the  chief  varieties  of  warts  met 
with  may  be  grouped  in  the  following  manner  : — 

1.  Warts   on   the   genital  surfaces,  due   always   to   some  local 

irritation. 

2.  Warty  growths  developing  in  old  neglected  condylomata,  or 

otherwise  depending  on  secondary  syphilis  for  their  origin. 

3.  The  verruca  necrogenica  (tubercular  in  nature  ?)  met  with  an 

the  hands  of  surgeons,  pathologists,  and  butchers. 

4.  The  sessile   or   flat-topped   warts   (widely  disseminated,  and 

occurring  mainly  in  late  adult  life). 

5.  Multiple  warts  on  the  hands,  etc.,  of  children  and  adolescents. 

6.  Warts  on  the  mucous  membrane  of  mouthy  larynx,  urethra, 

etc.,  the   cause   of   which   is   quite   unknown.     {See  dto 

Papillomata  in  Art.  XXH.  page  476.) 
Horns. — In  severe  cases  of  congenital  ichthyosis  we  occasionally 
see  miniature  homy  growths  composed  of  hardened  epidermic  pro- 
jections which  may  be  detached  by  vigorous  rubbing,  etc  ;  with 
this  exception  horns  are  usually  single,  and  develop,  as  a  rule,  in 
adult  life  or  old  age.  That  their  origin  is  always  in  connection  with 
a  8el)aceou8  gland  is  doubtful  Often  they  conmience  in  the  folloi^ing 
manner :  a  sebaceous  cyst  ulcerates  and  then  pushes  up  layer 
after  layer  of  epithelioid  cells,  which  dry  and  harden  into  a  conical, 
often  spirally- twisted  or  curved  horn.  They  have  been  met  with 
most  often  where  sebaceous  cysts  are  common,  i.e.  on  the  scalp  and 
face  (50  })er  cent,  of  the  case«),  after  this  region  comes  in  frequency 
the  internal  asj>ect  of  the  thighs  and  (very  rarely)  the  genitals^ 
However  large  and  h^d  a  horn  may  be  in  the  human  subject  it* 
structure  is  entin^ly  Epidermic,  and,  if  excised,  the  base  is  found  to  l«e 
comparatively  soft,  and,  ius  already  noted,  to  consist  generally  of  the 
remains  of  a  seliaceous  gland  or  cyst,  which  it  is  essential  to  remove 


BOILS.  711 

in  order  to  prevent  recurrence.  Upward  papillary  projections  con- 
taining vessels  may  occur  in  the  base,  but  the  haemorrhage  is  only 
slight  during  their  removal,  which  is  the  only  treatment  advisable. 
It  should  be  remembered  that  occasionally  a  homy  growth  occurs 
with  an  epithelioma  at  its  base,  and  this  has  been  seen  several 
times  in  a  part  of  skin  for  long  the  site  of  common  lupus.  In 
such  a  case  it  is,  of  course,  necessary  to  excise  both  horn  and 
epithelioma  (the  latter  having  a  curious  structure  somewhat  sug- 
gesting that  of  a  sebaceous  gland),  and  if  this  is  done  freely  the 
prognosis  is  fairly  good.     (See  Art.  XXII.  page  476.) 

Boils  (furonculi)  and  carbuncles. — It  is  convenient  to  dis- 
cuss these  together,  since  it  is  impossible  to  draw  a  sharp  distinction 
between  the  two.  It  may  be  said  that  whilst  a  boil  is  a  small 
abscess  developed  around  a  hair-bulb  and  its  glandular  appendages, 
and  discharging  by  a  single  orifice,  a  carbuncle  involves  a  definite 
slough  of  connective  tissue,  and  presents  several  openings  for  the  dis- 
charge (page  136).  The  micro-organisms  which  play  an  important 
part  in  both  are  probably  identical  (the  staphylococcus  pyogenes 
aureus  being  the  chief) ;  the  favourite  sites  for  both  are  the  back 
of  the  neck  and  trunk,  the  perineum  and  buttocks ;  and  a  similar 
condition  of  ill-health  may  predispose  to  the  development  of 
either. 

Causes* — With  regard  to  carbuncles,  diabetes  mellitus  is  occa- 
sionally found  in  their  subjects,  but  this  is  quite  exceptional,  and  we 
may  roughly  classify  the  predisposing  causes  of  boils  and  carbuncles 
thus : — 

1.  The  debility  met  with  in  convalescence  from   typhoid   and 

other  fevers. 

2.  Insufficient  animal  food,  or  a  diet  imperfect  in  other  ways : 

thus  excess  of  the  nitrogenous  elements  may  be  to  blame 
(butchers,  for  instance,  are  very  liable  to  develop  boils). 

3.  A  sudden  change  of  diet  and  habits,  as,  for  instance,  in  rowing 

men  or  athletes  who  have  just  gone  into  training. 

4.  General  privation,  long-continued  work  in  a  close  unhealthy 

atmosphere,  chronic  renal  disease,  etc. 
Great  importance,  however,  must  be  attached  to  local  inocula- 
tion with  the  micrococcus  mentioned  above,  which  is  identical  with 
that  which  in  young  subjects  may  produce  acute  osteo-myelitis. 
And  in  many  cases  of  the  latter  grave  disease  there  is  reason  to 
think  that  the  organisms  have  entered  the  circulation  by  means  of 
some  cutaneous  boil.  Conversely,  experiment  has  proved  that 
friction  on  the  skin  with  a  little  pus  from  a  case  of  acute  diflfuse 
periostitis  will  lead  to  a  crop  of  boils,  having  their  origin  around  the 
hair-bulbs.  It  must  be  remembered  that  many  micro-organisms 
(including  the  staphylococcus  pyogenes  aureus)  can  be  found  at 
times  on  perfectly  healthy  skin,  and  the  reason  why  boils  and  car- 
buncles are  so  common  on  the  nape  of  the  neck  and  ]>uttocks  is  no 
doubt  that  these  parts  are  peculiarly  subject  to  friction  and  chafing 
from  the  clothes,  and  hence  to  inoculation.     The  common  cases  of 
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boils  in  rowing  men  are  more  probably  due  to  this   cause  than  to 
any  peculiar  state  of  general  health. 

IVIanifestations* — The  germs  enter,  in  the  examples  just 
mentioned,  as  a  rule,  through  a  hair-follicle  and  the  glands  whidi 
open  into  it,  and  multiply  in  the  cellular  tissue  just  around  InAuD- 
matory  reaction  leads  to  the  formation  of  a  raised  itching  and  painful 
lump  in  the  skin,  often  topped  by  a  hair,  which  may  be  the  centre  of 
a  small  pustule.  Resorption  may  take  place. if  the  boil  be  carefully 
protected  from  friction,  etc.,  but  the  general  rule  is  for  suppuratioD 
to  occur  in  from  four  to  six  days,  and  until  the  pus  is  let  out  the  pain 
and  tension  may  be  very  severe.  This  is  especially  the  case  in  such 
situations  as  the  auditory  meatus,  the  nose,  the  perineum,  and  the 
buttock.  The  greatest  possible  relief  is  obtained  by  an  early  incisiuo 
with  a  sharp  narrow-bladed  knife,  followed  by  warm  antiseptic 
poultices — e.g,  carbolic  lotion,  1  in  60,  on  boracic  lint  covered  with 
oiled  silk  or  guttapercha  tissue.  Granulation  and  healing  will  qoickJT 
occur  in  the  case  of  a  small  boil,  but  a  carbuncular  slough  may  be  d 
very  large  size,  and  the  resulting  excavation  may  take  several  weeki 
to  fill  up.  This  slough  is  of  a  greyish-white  swollen  aspect,  adhenng 
for  some  time  to  the  surrounding  corium  by  processes,  traction  od 
which  is  extremely  painful.  The  orifices  through  the  overlying  skin 
may  be  veiy  numerous  unless  an  early  incision  has  been  inade,  and 
there  is,  as  a  rule,  considerable  undermining  of  the  edges.  MiczD- 
cocci  are  readily  found  in  the  discharge,  and  occasionally  lung 
bacilli,  which  resemble  somewhat  those  of  malignant  pustule  or  true 
anthrax.  In  the  latter  affection  (which  in  England  is  only  met  with 
amongst  those  engaged  in  sorting  or  carrying  hides  of  dead  sheep  or 
oxen,  or  who  are  otherwise  brought  into  contact  with  them),  no  pus 
is  forme<I,  there  is  a  small  black  eschar  at  the  centre  of  a  large  patch 
of  congested  and  swollen  skin.  (See  page  311.)  The  constitutional  dis- 
tur])ance  also  is  much  greater,  the  patient's  temperature,  for  instance, 
with  a  malignant  pustule  may  reach  104°  to  106°,  and  the  prognosis 
is  infinitely  more  grave.  Nevertheless,  a  carbimcle,  if  of  large  siie, 
and  occurring  in  an  elderly  subject  with  diabetes  or  in  feeble  health, 
may  prove  fatal,  either  through  exhaustion  or  pyaemia,  or  by  the 
superv^ention  of  erysipelas  or  diffuse  celluUtis. 

Carbuncles  of  the  face,  especially  those  of  the  lips,  are  pn'haps 
more  dangerous  than  any  others,  probably  owing  to  the  extreme 
vascularity  of  the  part,  and  the  readiness  with  which  the  poison 
enters  the  veins. 

In  the  ease  both  of  carbuncle  and  boils  there  is  a  marked 
tendency  for  infection  of  adjacent  parts  of  the  skin,  particulariT 
when  ordinaiy  poultices  are  used  ;  sometimes  a  regular  crop  li 
smaller  boils  fonn  around  the  primary  one.  Hence  care  should  be 
taken  to  renew  the  dressing  frequently,  to  use  one  no  larger  than 
is  strictly  required,  and  to  foment  with  a  solution  of  carboHc  acid  or 
corrosive  sul)liniate  instead  of  the  linseed  or  bread  poultice. 

The  regions  of  the  Ixxly  most  often  affected  have  already  been 
mentioned.     It  remains  to  note  that  the  dorsal  surface  of  the  fingers 
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(especially  over  the  first  phalanges)  and  the  axillae  are  also  frequently 
the  sites  of  furuncles.  The  coarse  hairs  and  accessory  glands 
present,  and  the  free  perspiration  in  the  latter  position  no  doubt 
explains  this  fact.  Tlie  scalp,  however,  is  but  rarely  affected  by 
either  boils  or  carbuncles. 

No  part  of  the  body  is  wholly  exempt,  and  in  certain  unusual 
situations,  such  as  the  penis  or  the  toes,  a  boil  may  give  rise  to 
considerable  difficulty  in  diagnosis.  The  slough  due  to  a  sub- 
cutaneous or  cutaneous  gumma  may  resemble  that  of  a  carbuncle, 
but  the  rapid  and  very  painful  onset  of  the  latter  always  serves  to 
distinguish  it.  It  is  asserted  that  carbuncles  in  diabetic  subjects 
are  more  insidious  and  less  painful  than  the  ordinary  form,  but  this 
is  only  true  in  some  cases.  It  must  be  noted  that  the  sloughing  in 
such  diabetic  patients  may  be  very  extensive  and  deserve  the  term 
of  gangrenous  cellulitis,  recovery  being  comparatively  uncommon. 

Treatment* — In  the  early  stage  of  a  boil  remove  all  pressure  or 
cause  of  friction  from  the  part,  protect  it  with  a  small  antiseptic 
fomentation,  or  use  a  thick  circular  pad  of  felt-plaister.  Painting 
the  surface  with  tincture  of  iodine,  or  counter-irritation  around  the 
inflamed  area  with  the  same  application,  or  injecting  a  few  minims 
of  carbolic  acid  dissolved  in  glycerine  into  the  circumference  of  the 
boil,  are  methods  recommended  to  prevent  suppuration.  They, 
however,  often  fail,  and  when  pus  has  Vjeen  formed,  and  there  is 
much  pain  and  tension,  the  surgeon  should  not  hesitate  to  incise.  The 
old-fashioned  free  ci'ucial  incision  is  probably  now  rarely  employed. 
An  ancient  plan  of  treatment  of  carbuncle  has,  however,  been  lately 
revived,  consisting  in  cutting  with  scissors  and  scraping  away  all 
the  slough,  in  the  belief  that  this  shortens  the  healing  process. 
An  anaesthetic  should  be  given  in  order  to  do  this.  Undoubtedly 
some  time  and,  perhaps,  considerable  pain  are  occasionally  saved  by 
this  plan,  but  on  the  other  hand  the  risk  of  opening  up  veins  and 
causing  pyaemia  appears  to  be  distinctly  increased,  and  many 
surgeons  have  on  this  account  abandoned  it. 

A  good  wholesome  diet  should  be  enjoined,  with  some  wine  or 
stout  if  the  patient's  health  be  depressed.  Tonics,  such  as  quinine, 
are  useful,  and  the  state  of  the  alimentary  tract  should  be  attended 
to.  A  brisk  purge  is  almost  always  advisable  in  the  stage  of  tension 
and  pain,  and  after  this  salicylate  of  bismuth  or  salol  is  recom- 
mended with  a  view  to  intestinal  asepsis.  To  promote  healing  after 
the  slough  has  come  away  there  are  few  applications  better  than 
boracic  or  carbolic  fomentations,  but  for  an  alternative  the  un- 
guentum  resinie  is  useful,  as  is  also  iodoform  diluted  with  three  parts 
of  boracic  acid. 

Various  internal  remedies  are  vaunted  as  preventing  the 
tendency  to  repeated  crops  of  boils,  which  some  patients  suffer  from. 
Chief  of  these  are  sulphide  of  calcium  and  yeast ;  they  are  probably 
equally  useless.  Careful  attention  to  the  patient's  diet  and  general 
hygiene  and,  if  possible,  a  change  of  air  to  a  bracing  seaside  resort, 
are  far  more  likely  to  do  good. 
N  N  ♦ 
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It  it'iiuiiriK  U>  Ih^  juite*!  ttuit  in  the  cane  of  carbuncle  *♦*•*•••  r«»i'_'  m 
dialjetic**^  »    special    fliet,  in    which  nugur   iind    cArlju-h}  -*? 

largely  excluded,  nmy  Ix*  wl^'inahle  ;  iiU)uniiruina  ituiy  ni'miur  « 
milk  diet,  whikt  hi  any  cane,  if  the  pAin  iind  distresji  Mcc*otn|ianytsg 
tli*^  sloujtrhing  bt^  severe,  opium  nr  iiior|>hiH  should  U*  i  JtpfifO' 

priiite  doses.      The  older  the  pntiefit  the  more  in  this  _        iiosM, 

aiid  it  may  well  Im-  fomhiiie<l  with  quinine. 

Molluscum  G0ntagiosilin.  ThiH  rathtr  mre  afTection  eooidiU 
in  the  iX'currenee  of  a  numl>er  of  Hniall  raiHiKl  umhilicin*^!  tumoan^ 
which  are  solid  and  have  a  structure  re«embhng  ^uneuhat  that  uf 

M  selKictHiuffc  giaJMl> 
'nit*y  ciccur,  «tt  ft 
ruh%  on  tht^  fiu?i*  fttid 
neck  of  children, 
more  rni^ly  tm  thr 
;;enit/ils  the  trunk, 
e t€. .  of  ad  u  i  tM.  TTwir 
niie  varieH  i^nwll?, 
fnjin  that  of  a  jiio'i 
head  to  SI  p4^  aad 
they  nin*Iy  rotcsi^ 
thi.^  limit,  havinjr  * 
tendetjcy  Ui  tnfljuw 
and  to  dnip  off  nhdi 
tljey  have  attainaj  i 
certain  site.  The  mt- 
comjianyin^  vrtxiciettl 
(Fig.  2CK>)  j^howH  i 
crop  nf  ninllu'M^iifn 
cimtAgiot^tim  on  thf 
ey  el  id ,  eh  «M^k  k  Hpi, 
and  neck  of  a  chikl, 
and  in  the  larger 
one*  the  eimlral  6^ 
pressioTi  caji  reiwlily  l>e  seea*  They  are  aptly  coniparwl  t*j  m^^tT- 
of'jHvirl  huttoiLs  ;  their  *iharj)  definition*  pinkish  ciilour,  atid  et^timi 
depre«»w«iion  all  favourinja:  thin  compari-wjn.  Thry  usually  de^rlop 
in  a  crop  and  arc  undoubtedly  eont4igii>u,s  in  a  mild  dejcfrrr* 

Conclusive  evidence  of  this  is  obtain«*d  in  «ome  cases  wlif*fi*  a 
utioklin^  woman  develops  them  an  Kind  the  nipple^  and  the  infiuit 
han  them  on  the  face  ;  in  ticlultK  a  very  extensive  cn>p  of  niolltiMCum 
eantaifti»^um  tm  the  trunk,  etc.,  may  follow  a  Turkish  liaili  with  itJ 
attendant  sliam|MXMnji(.  The  exact  mefliuni  uf  conta)<iuD  t*i  diiubi> 
ful,  but  pnilmlily  «^<>n.HiHt«  in  the  central  cellt*of  the  muUuncum  l-wdT, 
which  an>  by  Home  conMidenNi  to  1h»  {MtraHitie  in  nature,  Thry  have 
little  importance  except  frt>m  the  point  of  vii*w  of  diainimiK ; 
t*specially  in  thi»  nu  when  they  <K"eur  on  the  jienin  and  N:i^>tuiQ. 
when  they  aire  apt  to  l»e  mintaken  for  venereal  !<kore«,  AHIiough  Nume- 
what   reHrmbiinitr   «ti    tiii*  roHttipi**   vf  i  ti<"tijri*   :i    Helim'#Hitt'%   ifhihd,    tl 
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certainly  do  not  commence  in  the  glands,  but  may  start  in  any 
part  of  the  skin  surface. 

TrecUnietU  consists  in  snipping  them  off  with  scissors,  or  in 
making  an  incision  through  them  and  squeezing  out  the  whole 
moUuscum  body,  which  always  presents  a  well-defined  capsule. 

Lupus. — This  disease  is  to  be  regarded  as  a  form  of  tuberculosis 
of  the  skin,  extremely  slow  in  its  course  and  difficult  to  cure.  It  is 
divided  into  luptis  vtdgaris  and  lupics  erythematosus j  the  former 
being  much  the  more  common.  In  both  there  is  an  infiltration  of 
the  corium  with  granulation  tissue  (masses  of  small  cells,  which  may 
degenerate  and  lead  to  ulceration  or  organise  into  fibrous  tissue). 
In  both  the  disease  tends  to  persist  indefinitely,  and  to  spread  at 
its  edge  ;  in  both  a  certain  amount  of  evidence  can  generally  be 
obtained  proving  their  relationship  to  tubercular  affections  {e,g. 
history  of  phthisis  in  near  relatives,  occtisionally  the  development 
of  "  strumous  "  glands  or  joints  in  the  patients).  In  both,  the  face 
is  the  region  of  the  body  most  often  attacked.  Finally,  cases  are 
sometimes  met  with  which  seem  to  combine  the  characters  peculiar 
to  common  lupus  and  to  lupus  erythematosus. 

Features  of  the  two  varteties.— The  following  are  the 
chief  distinguishing  features  : — 1.  Lupus  vulgaris  usually  commences 
in  childhood  or  early  adult  life,  the  erythematous  form  generally 
after  thirty  years. 

iVbte. — Exceptions  to  both  these  rules  are  not  infrequent. 

2.  Lupus  vulgaris  causes  much  more  infiltration  of  the  skin,  and 
tends  to  ulcerate  far  more  commonly  than  lupus  erythematosus. 
The  former  may  destroy  or  lead  to  the  atrophy  of  deeper  structures, 
such  as  the  cartilages  of  the  nose,  the  ears,  the  bones  of  the  fingers. 

3.  In  lupus  vulgaris,  beyond  a  tendency  to  the  formation  of 
"  satellite  "  patches  around  a  primary  one,  there  is'  nothing  special  to 
be  said  about  the  grouping  of  the  infiltration-nodules.  In  lupus 
erythematosus  there  is  a  very  marked  tendency  to  sjrmmetry,  and  in 
particular  the  nose,  both  cheeks,  and  the  hollows  of  the  external 
ears  are  often  invaded  to  precisely  the  same  extent  on  both  sides. 
The  **  batVwing  "  form  of  lupus  erythematosus  is  very  characteristic 
— the  nose  representing  the  body,  and  the  patches  on  the  cheek  the 
two  wings.  The  forehead  towards  the  hairy  scalp  and  the  latter 
it«elf  are  also  frequently  involved,  the  backs  of  the  hands  less 
commonly.  The  disease  is  rarely  seen  except  in  the  situations  just 
mentioned,  whereas  common  lupus  may  occur  on  any  part,  e.g.  the 
feet,  external  genitals,  arms,  etc. 

4.  From  the  point  of  view  of  the  microscopist,  the  cell-infiltra- 
tion of  common  lupus  is  very  prone  to  degeneration,  is  often  accom- 
panied by  giant-cells ;  and  by  careful  search  tulxjrcle  bacilli  (or 
micro-organisms  indistinguishable  from  them)  can  ])e  found  in 
small  numl^ers.  The  latter  have  rarely,  if  ever,  l^een  discovered  in 
typical  lupus  erjrthematosus,  in  which,  moreover,  the  infiltration  is 
especially  arranged  around  the  sebaceous  glands  and  the  small  vessels 
of  the  skin.     Dilated  tufts  of  the  latter,  often  suggesting  to  the  eye 
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nsevoid  structure,  are  one  of  the  most  characteristic  features  nf 
lupus  erythematosus.  In  common  lupus  a  pinkish  senii-tran.sluci'nt 
appearance  may  l)e  present  in  the  nodules,  and  has  given  rise  u* 
the  comparison  to  "  apple-jelly." 

5.  \Vith  the  greater  tendency  of  common  lupus  to  ulcerate  must 
be  associated  the  occurrence  of  crusts  or  scabs,  and  .sometime^  ^>f 
considerable  pus  formation. 

6.  Lupus  vulgaris  may  attack  mucous  membranes,  especially 
those  of  the  lips,  nose,  palate,  and  eyelids. 

It  may  be  noted  finally  that  both  comnion  lupus  and  luyns^ 
erythematosus  are  mainly  diseases  of  temperate  or  cold  climates 
being  rare  for  instance  in  Australia,  and  the  cases  are  nearly  always 
benefite<i  by  removal  to  warm  and  equable  climates. 

Sta{(eH  of  lupus* — The  following  stages  of  lupus  vulgann  inay 
be  enumerated. 

There  is  first  a  ncxiule  of  cell-infiltration  of  a  pink  or  brownl'^h- 
red  colour ;  this  spreads  at  its  edge,  fresh  spots  are  f<»rmed  in  the 
vicinity,  and  they  may  persist  in  this  form  for  many  inontlis  or  even 
years.  As  a  rule,  l)efore  long  a  pustule  developw  at  the  centre  uf 
the  nodule,  it  bursts,  and  a  small  scab-covered  ulcer  results.  The 
ulceration  increases  lx»th  at  the  edge  and  to  a  less  extent  in  depth, 
and  may  occasionally  cicatrise  spontaneously  ;  this,  however,  is  rare, 
and  even  should  it  occur  at  one  point  the  disease  is  proliably  cDn- 
tinuing  to  spread  at  the  edf^e.  The  scars  left  by  common  lupuN 
whether  the  result  of  treatment  or  not,  are  often  coarse  and  thick, 
juid  prone  to  break  down  again  :  in  other  words,  it  is  very  difficult 
to  thoroughly  eradicate  all  the  cell-infiltration,  which  is  the  essence 
of  the  disease. 

A  very  common  sit«  for  lupus  to  begin  is  the  nose  or  cheek.N 
and  from  here  it  tends  to  invade  the  skin  in  the  directitm  of  the 
larger  blood  supply,  i.e.  towards  the  neck.  Pain  and  itchin;; 
an;  rarely  marked,  though  the  ulcers  and  scabbing  may  cause 
discomfort. 

It  is  most  important  to  recognise  early  and  to  treat  vigoniusly 
every  patch  of  lupus,  since  if  neglected  the  scarring  may  lead  to 
deplorable  contractions  and  deformity  ;  ectropion,  narrowuig  of  the 
nostrils  or  mouth-aperture,  and  contraction  of  the  neck  lieiiig  each 
not  infrequent  in  old  and  neglected  cases.  Further,  if  it  unce 
invades  the  mucous  membranes  of  the  mouth,  etc.,  it  is  especially 
difiicult  to  cure  and  luis  occasionally  led  to  death  by  extension  ti» 
the  larynx. 

Diag^nosis. — The  diagnosis,  l>earing  in  mind  the  features  already 
described,  is  not  iis  a  rule  difiicult.  If  very  superficial  and  attendwl 
with  a  thin  dry  crust  instead  of  a  scab,  it  may  resemble  a  chn.»uic 
form  of  f^rzpnui  ;  l)ut  the  frequent  presence  of  scarring  and  the  nn»re 
marked  iiifilt ration  in  common  lupus  will  usually  decide  the  matter. 
The  chief  ditficulty  arises  in  distinguishing  conmion  lupus  fmm 
tertiary  syphilitic  (acijuinHi  or  inherited)  luptuf.  Tlie  two  diseBiM-> 
are  totally  distinct,  and  the  proper  treatment  for  one  will  be  quite 
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unnecessary  or  injurious  in  the  other.     The  diagnosis  is  fully  dealt 
with  in  the  section  on  Syphilis.     (See  page  414.) 

Complications. — Amongst  the  complications  of  long-existing 
lupus  may  be  mentioned  the  following : — 

(1)  The  occasional  occurrence  of  tubercular  (caseous)  disease  of 
the  nearest  lymphatic  glands.  This  is,  considering  the  true  nature 
of  lupus,  surprisingly  rare.  It  may  be  noted  that  experiments  on 
rabbits,  etc.,  have  proved  that  if  some  of  the  lupus  infiltration  be 
inoculated  into  the  aqueous  chamber  of  animals  it  is  followed  by  the 
formation  of  tubercle  nodules  in  the  iris,  etc. 

(2)  The  occurrence  of  a  widespread  outbreak  of  lupus  nodules 
on  many  parts  of  the  body,  quite  remote  from  the  primary  patch. 
This  curious  fact,  observed  most  often  in  children,  can  only  be 
explained  by  infection  through  the  blood.  These  secondary  patches 
may  greatly  improve  or  almost  disappear  after  a  time,  or  they  may 
prove  inveterate. 

(3)  Epithelioma  is  not  an  infrequent  complication,  occurring  in 
elderly  people,  usually  in  the  centre  of  a  very  chronic  patch  of  lupus. 
It  is  generally  of  an  exuberant  or  fungating  type,  and  though  certain 
to  kill  if  left  alone,  may  not  recur  if  freely  excised.  Homy  growths 
are  also  occasionally  met  with,  and  when  lupus  develops  on  parts 
with  thick  epidermic  covering,  such  as  the  feet  or  hands,  it  has 
usually  a  warty  appearance  and  hard  consistence,  very  unlike  the 
soft  pinkish  nodules  common  on  the  face. 

(4)  Atrophy  of  the  digits,  etc.,  when  the  hand  is  extensively 
involved,  has  already  been  noted.  Here  disuse  and  failure  of 
growth  must  be  assigned  an  important  part  in  the  production  of 
the  deformity,  which  occasionally  affects  a  whole  limb. 

Treatment. — The  treatment  of  common  lupus  consists  in  most 
cases  in  \'igorously  attacking  the  diseased  patches,  either  by  Volk- 
mann's  scoop  and  Paquelin's  cautery,  or  by  excision.  Constitutional 
treatment  (cod-liver  oil,  generous  diet,  etc.)  is  rarely  of  any  use, 
and  any  local  measures  short  of  those  above  indicated  are,  as  a  rule, 
only  attended  with  disappointment.  If  the  lupus  be  very  superficial 
a  trial  may  be  made  of  strong  salicylic  acid  plaisters  (e,g.  20  per  cent.), 
and  some  cases  are  too  extensive  to  treat  at  all ;  in  the  majority,  how- 
ever, much  improvement  follows  scraping,  cauterisation,  or  excision. 

In  the  former  method  a  small  sharp  scoop  should  be  used,  and 
the  scraping  can  hardly  be  done  too  energetically ;  the  soft  infiltrated 
areas  alone  are  afiected  by  the  scoop,  and  it  is  well  to  use  a  fine 
pointed  cautery  in  the  excavations  made.  Pure  carbolic  acid  is  a 
mild  caustic  of  occasional  value.  Relapses  are,  unfortunately, 
frequent,  and  on  this  account  many  surgeons  advocate  excision, 
followed  by  grafting  large  thin  epidermic  layers  from  some  healthy 
part  of  the  skin  (Thiersch's  method).  This  is  sometimes  most  suc- 
cessful, but  is  only  suitable  for  certain  selected  cases  where  the 
disease  is  very  limited.  The  grafts  are  cut  by  means  of  a  razor, 
and  may  be  applied  either  immediately  after  the  excision,  or  later 
when  healthy  granulations  have  developed. 
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The  treatment  of  lupus  erythematosus  is  not  very  HaUa^turr. 
Perhaps  the  best  results  are  obtained  from  cautenaation  and 
scraping,  but  in  many  cases  the  patient  prefers  less  heroic  mea«ures« ; 
then  a  trial  should  be  given  to  a  fairly  strong  tar  ointuient  (half-a^ 
drachm  of  liquor  bituminis  to  the  ounce  of  vaseline)  or  to  the 
unguentum  metaHorum  (B.P.). 

Melanosis. — This  term  is  applied  to  new  growths — tnthtr 
sarcoma  or  carcinoma — in  which  dark  pigment  is  present  in  the 
cells.  It  may  commence  in  any  part  of  the  skin,  not  infrequently 
at  the  site  of  a  congenital  pigmented  mole,  or  in  the  choroid  layer 
of  the  eye.  Occasionally  it  is  met  with  in  mucous  membrant% 
e.g.  that  of  the  hard  palate.  It  is  a  rare  disease,  but  of  great  im- 
portance from  its  tendency  to  rapid  dissemination  in  the  \*iaoera, 
especially  the  liver.  The  extent  of  these  secondary  deposits  and 
the  apparent  rapidity  of  their  formation  bear  no  relation  to  the  size 
of  the  primary  growth.  Occasionally  one  sees  the  liver  increased 
to  twice  its  normal  size  and  coal-black  from  melanosis,  resultinx 
from  an  insignificant  little  mole,  or  what  seems  to  be  merely  i 
small  dark  stain  of  the  skin.  In  these  cases,  however,  there  u 
always  a  certain  amount  of  growth,  consisting  of  rounded  or  spindle 
cells,  at  the  site  of  pigmentation.  Sometimes  this  growth  is  not  U 
sarcoma  tissue,  but  of  cancerous  structure,  starting  from  the  deeper 
layers  of  the  cutaneous  epithelium  and  with  a  distinctly  alveolar 
arrangement.  Besides  causing  secondary  deposits  in  the  larse 
viscera,  a  melanotic  skin-growth  is  very  apt  to  affect  secondarily  the 
nearest  lymphatic  glands,  which  enlarge  considerably,  and  on  section 
are  found  to  l^e  dark  brown  or  black  in  hue.  Finally,  multipte 
subcutaneous  tumours  may  form  in  the  neighbourhood  of  the 
primary  growth,  also  pigmented,  and  no  doubt  due  to  depcwit^^ 
through  tJie  cutiineous  lymphatic  system. 

Melanotic  growths  occur  with  equal  frequency  in  the  skin  and 
the  choroid  coat  of  the  eye  (page  470).  Allusion  has  been  made  to  their 
occasional  development  in  and  around  a  congenital  mole,  and  the  saoie 
fact  is  said  to  have  l^een  observed  with  regard  to  nteyi  (this  is  certainly 
\'ery  rare).  When  a  mole  becomes  the  seat  of  melanoHiis,  besides  the 
marked  increase  of  pigmentation  there  is  often  an  area  of  congesitii»u, 
and,  perha{)s,  of  perceptible  infiltration  of  the  adjacent  skin.  Mien*, 
scopically  the  pigment  is  found  in  the  cells  of  the  growth,  sumetinie?* 
as  dark  granules  of  **  melanin,"  as  well  as  free.  Primary  melanutic 
growths  have  l>een  met  with  in  all  parts  of  the  skin,  for  instance  i»n 
the  alxloniinal  or  chest  wall,  the  nose,  cheeks,  and  eyelids.  Tht-y 
sometimes  commence  around  and  under  the  nails  of  either  finj^rs 
or  toes,  and  in  this  situation  may  readily  escape  diagnosis  for  stane 
little  time.  It  is  stated  that  in  a  few  cases  the  first  gro^-th  occur* 
in  the  lymphatic  glands. 

The  diagnosis  of  commencing  melanosis  is  most  important,  since 
the  only  chance  for  the  patient  is  an  early  and  free  excision.  It 
must  be  remem]K*red  that  the  ivctual  growth  may  be  small  and 
indeed  there  may  be  apparently  merely  a  dark  stain  covered,  and 
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to  a  certain  extent  concealed,  by  thick  unaltered  epidermis.  If 
there  is  any  suspicion  of  such  a  pigmented  patch,  or  of  the  melanotic 
transformation  of  a  mole,  it  is  by  far  the  wisest  plan  to  resort  to 
the  knife.  When  once  the  lymphatic  glands  are  involved,  or  when 
many  secondary  nodules  have  formed  in  the  surrounding  tissues,  it 
is  too  late  to  expect  much  benefit  from  excision.  Melanotic  tumours, 
however,  vary  somewhat  in  malignancy.  Thus  I  have  known  a 
case  of  melanotic  sarcoma  of  choroid  spread  through  the  sclerotic 
into  the  orbit,  prove  impossible  to  remove,  and  six  years  later 
(although  a  black  discharge  persisted  from  between  the  eyelids) 
there  was  no  sign  of  secondary  growths. 

As  a  general  rule  it  may  be  said  that  in  no  form  of  malignant 
growth  is  resort  to  early  and  free  excision  of  more  importance  to 
the  patient  than  melanotic  sarcoma  or  carcinoma.  {See  also 
Art.  XXII.  page  469.) 

Diseases  of  the  nails. — In  the  course  of  severe  general 
eczema  or  psoriasis  the  nails  are  apt  to  suffer  in  their  nutrition, 
to  become  thickened  or  occasionally  to  be  shed.  Less  marked  dis- 
turbance in  their  growth  is  sometimes  met  with  after  severe  attacks 
of  fever,  such  as  typhoid. 

In  old  people,  especially  if  the  care  of  the  nails  be  wholly  neglected, 
they  may  grow  to  an  enormous  size,  becoming  curved  and  of  ex- 
tremely hard  consistence.  The  term  onycho-gryphoais  is  then  applied 
and,  if  much  in  the  way,  such  hypertrophied  nails  are  best  removed. 

A  very  troublesome  and  fairly  common  affection  is  ingromriiii: 
Coe-URil,  where  the  free  border  of  the  great  toe-nail  becomes  em- 
bedded in  the  soft  tissues  ;  this  is  especially  seen  at  the  outer  edge  of 
the  nail  and  is  usually  due  to  cutting  the  nail  too  short,  or  to  lateral 
boot-pressure.  Unhealthy  granulation  tissue  tends  to  form  over  the 
edge  of  the  nail,  and  there  may  be  ill-smelling  purulent  discharge. 
The  condition  is,  as  a  rule,  exquisitely  tender  and  painful,  and  may 
greatly  hamper  the  patient's  movements.  Some  relief  is  to  be 
obtained  by  carefully  thinning  and  scraping  down  the  central  part  of 
the  nail,  by  strict  cleanliness,  and  the  use  of  an  astringent  antiseptic 
I>owder  to  the  inflamed  part  {e,g,  equal  parts  of  tannic  acid  and  iodo- 
form), and  by  the  frequent  insertion  under  the  edge  of  the  nail 
of  a  strip  of  linen  or  tinfoil.  In  severe  cases  which  fail  to  yield  to  a 
careful  trial  of  these  measures  (combined  with  the  wearing  of  broad 
shoes  or  }xK)ts)  an  operation  is  called  for.  The  patient  should 
be  anaesthetised  (bromide  of  ethyl  or  nitrous  oxide  gas  answers 
admirably),  and  the  affected  part  of  the  nail  should  be  cut  off  right 
up  to  the  matrix  with  strong  scissors  and  then  pulled  out.  At 
the  same  time  the  overhanging  soft  tissues  should  be  cut  away 
with  a  scalpel.  It  is  rarely  necessary  to  remove  more  than  one- 
third  of  the  width  of  the  nail.  A  dry  antiseptic  dressing  should 
be  bandaged  on,  and  the  patient  should  wear  a  soft  slipper  until 
healing  has  occurred.  Relapse  of  the  deformity  is  not  very  un- 
common, and  to  avoid  this  it  is  absolutely  necessary  for  the  patient 
to  wear  broad-toed  comfortable  boots. 


720  DISEASES    OF    THE    SKIN, 

The  nails  occasionally  suffer  in  both  congenital  and  acquired 
syphilis.     {See  page  398.) 

As  the  result  of  injury  in  children  a  curious  disease  is  sometimes 
met  with,  known  as  onychia  niRlig^na.  In  this  one  of  the  finger- 
nails becoTnes  loosened  from  its  bed,  and  there  is  such  inflammatory 
thickening  of  the  matrix  and  surrounding  soft  parts  that  the  dipt 
assumes  a  clubbed  form.  The  duration  is  practically  indefinite 
unless  proper  treatment  be  adopted.  This  consists  in  the  evulwon 
of  the  diseased  nail,  and  thorough  cleansing  with  a  strong  antiseptic 
solution,  followed  by  the  use  of  powdered  iodoform,  etc.  The  subjects 
of  onychia  maligna  are  frequently  ill-nourished  children,  and  att4*n- 
tion  to  the  general  health  and  a  good  diet  are  advisable. 

Peri-onychia  (anginal  whitlow). — As  the  result  of  inocula- 
tion with  septic  organisms  (the  access  of  which  may  have  been  made 
easy  by  some  contusion  or  crush  of  the  end  of  the  finger),  the  bed 
of  the  nail  or  its  root  is  liable  to  suppurate,  a  most  painful  and 
troublesome  affection  being  thus  produced.  It  is  most  often  seen  on 
the  fingers  of  nurses,  surgeons,  and  the  like,  and  often  takes  the 
form  of  a  serpiginous  ulceration,  which  creeps  round  and  may 
wholly  detach  the  nail  from  its  matrix  ;  this,  however,  is  only  eff»»ct€d 
after  a  long  period  of  pain  and  disability,  and  the  only  speedy  cure 
is  to  be  obtained  by  removing  the  nail  and  applying  antiseptic 
fomentations,  etc.  In  a  certain  numl^er  of  cases,  however,  the  nail 
may  be  saved  by  persevering  applications  of  carbolic  solution,  or  of 
nitrate  of  silver  (5  grains  to  the  ounce).  The  latter  is  very  painful 
for  a  time  and  blackens  the  nail,  but  certainly  succeeds  in  checking 
the  progress  of  the  ulceration  better  than  any  other  reninly. 
Even  should  this  be  successful  the  nail  is  apt  to  he  distorted,  and 
if  removed  a  new  one  will  probably  grow.  It  should  not  be  forgotten 
that  primary  syphilitic  chancres  of  the  fingers  occur  as  peri-  and  -sub- 
ungual sores,  which  may  be  very  painful,  like  the  preceding  dist^se ; 
the  indolent  axillary  gland  enlargement  is,  however,  an  invarial»le 
sequel  if  the  sore  be  a  chancre. 

Medicinal  eruptions. — A  few  words  must  be  devoted  to  this 
group,  especially  those  eruptions  which  may  follow  the  administra- 
tion of  drugs  often  used  in  surgery.  By  far  the  most  universal 
form  is  an  erythema  or  papulo-erythematous  rash  cm  trunk  and 
limbs,  which  may,  for  instance,  be  produced  by  copailxa,  cubebe, 
chloral,  and  a  host  of  other  drugs. 

The  copaiba  rash  is  a  very  striking  one,  having  a  deep  pink 
or  red  colour,  confluent  in  patches,  especially  at  certain  sites,  which 
are  rarely  exempt  from  the  spots,  namely,  round  the  wrists  and 
ankles.  The  extensor  surfaces  are  involved  more,  as  a  rule,  than 
the  flexor  ones.  It  appears  rather  suddenly,  may  develop  in  a 
subject  who  has  l)een  taking  copaiba  for  weeks  or  months  without 
previous  trouble,  and  is  attended  with  considerable  irritation.  The 
patient's  urine  will  l^e  found  to  become  thick  if  floater!  on  nitric 
acid,  but  there  is  no  marked  line  just  above  the  acid  such  as  would 
reveal  the  presence  of  albumen.     If  the  nitric  acid  l)c  shaken  up 
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with  the  supernatant  urine  the  cloudiness  disappears  and  a  quite 
characteristic  lilac  colour  is  seen  for  a  time.  The  eruption  quickly 
yields  if  an  aperient  saline  be  given  and  the  balsam  discontinued. 

Cvheha  may  produce  a  vjery  similar  erythema,  but  ordinary 
doses  of  sandal-wood  oil  never  cause  it. 

Iodide  of  potassium,  besides  causing  nasal  catarrh  and  lachryma- 
tion,  and  depressing  the  patient's  mental  and  physical  condition,  may 
cause  a  pustular  eruption  resembling  acne,  and  chiefly  found  in  the 
regions  affected  by  that  disease.  In  some  cases  iodide  (or  bromide) 
leads  to  pus-secreting  granulation  growths,  which  may  attain  a  most 
formidable  size  and  appearance  if  the  drug  is  pushed  in  ignorance  of 
the  cause  of  the  eruption.  It  is  especially  common  on  the  face  ;  but 
it  must  not  be  inferred  that  iodide  eruptions  are  really  very  frequent. 
Considering  the  enormous  number  of  patients  who  are  prescribed 
iodide  of  pota^ssium,  any  skin  eruption  as  a  result  is  quite  a  rarity, 
and  for  this  reason  is  especially  liable  to  be  mistaken  in  diagnosis. 
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By  Stanley  Botd,  M.B.  Lond.,  F.R.C.S., 
Surgeon  to^  and  Leeiurer  on  AruUomy  at.  Charing  Cro9M  HotpUoL 


CONTUSIONS  OF  BONK 

The  result  of  simple  contusions  is  more  or  less  swelling  of  tke 
periosteum — immediate  from  extravasation,  which  may  occur  also  in 
the  marrow  and  Haversian  canals  ;  later,  from  inflammatory  exudi- 
tion.  As  a  rule,  this  traumatic  periostitis  soon  subsides.  Occasion- 
ally, tubercular  or  pyogenic  organisms  reach  the  injured  spot,  leading 
to  tubercular  osteitis  in  the  one  case,  to  acute  suppuration,  perhaps 
accompanied  with  symptoms  of  pysemia,  in  the  other.  But  between 
a  blunt  object  and  a  bone  the  soft  parts  are  often  lacerated,  as  when 
a  pistol  ball  strikes  a  lx)ne  obliquely  :  the  injury  is  then  compound. 
Treatment. — Simple  contusions  are  best  treated  by  rest,  eleva- 
tion, and  uniform  compression,  or  by  an  ice-bag,  until  swelling  ha« 
ceased  ;  then  moist  warmth  and,  later,  elastic  pressure  and  massufpe 
will  promote  absorption.  In  compound  contusions,  seen  eariv, 
careful  disinfection  and,  if  possible,  closure  of  the  wound  must  l* 
practised  ;  a  reliable  antiseptic  dressing  being  used  in  any  case.  If 
the  wound  is,  or  can  be  rendered  aseptic  and  closed,  the  probabihtv 
of  trouble  is  no  greater  than  in  a  simple  injury.  If  the  wound 
cannot  be  closed,  some  separation  of  the  injured  bone  is  likely  to 
result.  If  the  wound  suppurate,  the  clots  in  the  veins  leading  from 
the  dead  area  l:)ecome  infected  with  pyogenic  cocci,  a  state  ol 
matters  which  fonnerly  led  only  too  frequently  to  embolic  pyemia. 
A  suppurating  wound  with  bone  bare  in  its  floor  may  be  treated 
with  iodoform  and  fomentations  wrung  out  of  1  in  2,000  perchloride 
of  mercury  lotion.  Symptoms  of  osteomyelitis  or  of  general  sej^tic 
poisoning  will  necessitate  removal  either  of  the  part,  or  of  all  the 
bone  bare  in  the  wound,  until  apparently  healthy  bleeding  bone  i* 
re^iched  in  all  dii'ections. 

WOUNDS   OF   BONE. 

Incised  wounds  of  bones  are  usually  inflicted  by  sabres,  axea, 
and  the  like  ;  sometimes  they  are  shallow  or  deep  notches  with 
cracked  margins  and  a  more  or  less  widely  comminuted  floor ;  soqm^ 
times  a  flap  of  ]K)ne  and  of  soft  parts  is  raised,  especially  by  swcod 
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cuts  upon  the  aide  of  the  head,  or  a  part  containing  bone  may  l)e 
completely  cut  through  and  severed  from  the  body. 

Treatment. — Asepsis  is  of  first  importance,  so  that  the  dangers 
to  which  the  structure  of  bone  specially  exposes  those  suffering 
from  septic  injuries  may  be  avoided  ;  yet  a  wound  containing  in- 
jured bone,  more  or  less  cut  off  from  its  blood  supply,  must  not 
be  deluged  with  strong  antiseptics.  Whichever  is  selected  should 
be  used  of  strength  proportioned  to  the  probable  infection,  in  small 
quantity  and  intelligently,  so  that  each  drop  may  do  its  work. 
Bleeding  from  a  distinct  vessel  in  bone  is  checked  by  plugging  the 
orifice  with  a  bit  of  catgut,  or  of  aseptic  wax ;  general  oozing,  by 
closing  the  wound  and  applying  pressure,  or  if  this  is  difficult  to 
maintain,  by  draining  for  24  hours.  Only  if  sepsis  is  probable 
should  loose  fragments  be  removed.  The  wound  should  be  closed 
like  one  of  soft  parts  only  ;  given  asepsis,  bone  raised  in  a  flap  will 
probably  live  if  the  soft  parts  to  which  it  is  attached  do  so  ;  it  should 
be  fixed  by  a  few  marginal  catgut  stitches,  or  by  two  or  three  tacks 
of  silver  wire  driven  through  both  pieces  and  buried. 

A  small  j  completely  separated  part  containing  lx)ne,  like  a  last 
phalanx  of  a  finger,  has  re-united,  even  after  separation  for  an  hour 
or  more.  Antiseptics  should  be  used  most  sparingly  in  the  conduct 
of  such  an  experiment ;  periosteum  should  be  united  to  periosteum, 
and  skin  to  skin.  A  dry  wool  dressing  should  be  used,  and  the  part 
kept  at  rest.  Bone  exposed  at  the  bottom  of  an  open  wound 
granulates  and  skins  over  like  soft  parts,  a  thin  adherent  and 
uncomfortable  scar  resulting. 

FRACTURES. 

Definition. — A  fracture  is  a  solution  of  continuity  in  a  l)one, 
suddenly  made,  either  by  contusion  or  flexure  (or  torsion).  This, 
without  the  two  last  words,  was  the  definition  given  by  Richard 
Wiseman  in  1676. 

Statistics.  Frequency. — Fractures  are  among  the  commonest 
injuries.  P.  Bruns  shows,  from  over  300,000  cases  of  injury  taken 
to  the  London  Hospital  during  33  years,  that  they  constitute  one- 
seventh  of  all  injuries,  are  somewhat  more  frequent  than  sprains, 
and  ten  times  more  frequent  than  dislocations. 

Seat. — Gurlt,  using  nearly  52,000  cases  from  the  same  source, 
calculates  that  fractures  of  the  fore-arm  bones  formed  18  per  cent,  of 
the  whole  ;  of  the  leg  bones,  ribs,  and  clavicle,  each  15  to  16  per  cent ; 
of  the  hand  bones,  11  per  cent. ;  humerus,  7*8  percent. ;  femur,  6  per 
cent. ;  foot  bones,  2*9  per  cent ;  face  bones,  2  4  per  cent. ;  skull  lx)nes, 
14  per  cent. ;  patella,  1*3  per  cent.  ;  scapula,  0*8  per  cent  ;  spinal 
column,  0-3  percent.  ;  pelvis,  0*3  per  cent;  and  sternum,  01  per  cent 
Shortly,  fractures  of  the  upper  extremity  are  twice (52*60  per  cent.) 
as  frequent  as  those  of  the  low(»r  (2588  per  cent.).  The  trunk 
bones,  among  which  he  reckons  the  scapula  (086  per  cent.),  con- 
stitute 17-66  per  cent,  and  head  and  face  bones  only  386  per  cent 
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Age. — Using  some  8,500  cases  from  different  institutions.  Brans 
finds  that  the  frequency-curve  rises  in  the  first,  second,  and  third 
decennia,  then  falls  steadily — reaching  in  the  fifth  the  level  of  the 
first.  In  the  ninth  period  nineteen  times  fewer  fractures  occur 
than  in  the  first.  But,  in  proportion  to  the  number  living  in 
each  period,  the  maximum  number  of  fractures  occurs  between  30 
and  40,  the  minimum  between  0  and  10 ;  and  old  people  (70  to  90) 
are  more  liable  to  fractures  than  young  (0  to  20). 

Seat  in  relatio7i  to  age. — Among  children,  fractures  of  both  bones 
of  the  fore-arm,  of  the  radius  alone,  of  the  lower  epiphysis  of  the 
humerus  and  of  the  collar  "bone  are  most  frequent ;  in  the  lower 
extremity,  fracture  of  the  shaft  of  the  femur  is  most  comnioa 
Among  adults  fractures  of  limbs  are  frequent,  those  of  the  upper 
being  only  slightly  more  common  than  those  of  the  lower ;  to  th«« 
are  added  fractures  of  the  skull  and  bones  of  the  trunk — especially 
of  the  ribs — while  fractures  of  the  patella  reach  in  adults  their 
highest  point.  In  old  age  fractures  of  the  lower  extremity  become 
specially  frequent ;  that  of  the  neck  of  the  femur  gaining  an  aljsolute 
majority  in  patients  over  80  years  of  age.  Fractures  of  the  ribs,  ol 
the  upper  ends  of  the  humerus,  and  of  the  radius  are  also  frequent 

Sex, — Bruns,  from  3,742  cases,  finds  that  males  are  to  females  Mi 
3-8  to  1.  But  as  there  are  more  females  than  males  living  in  each 
decennium  after  the  first,  the  correct  proportion  is  M  :  F :  :  4*5 : 1. 
Speaking  of  t)ie  absolute  numbers  of  fractures  occurnng,  and  not 
allowing  for  the  nural)er8  living  at  each  period,  about  twice  as  many 
fractures  occur  among  males  up  to  20,  about  eight  times  as  many 
from  20  to  50,  about  twice  as  many  from  50  to  70,  after  which  age 
about  three  times  as  many  fractures  occur  among  women  as  am<ing 
men  (women  are  in  excess  by  14  per  cent.). 

Season  has  not  a  very  marked  effect  upon  the  total  number  of 
fractures  occurring  ;  each  season  has  its  special  dangers  connected 
with  its  special  exercises  and  occupations.  The  influence  of  season 
is  least  marked  in  adults  ;  children  suffer  most  in  summer,  old 
people  in  winter. 

Occupations  naturally  have  a  marked  effect  in  rendering  those 
pursuing  them  more  or  less  liable  to  fractures ;  but  extended 
statistics  of  different  trades  are  wanting. 

TIIK   GENERAL  .F.TIOLOGY  OF  FRACTTRES. 

Predisposing  causes.— These  either  tend  to  weaken  certain  or 
all  l)ones,  or  they  bring  about  exceptional  exposure  of  tlie  honen  to 
injury.  The  influence  which  flu/^,  sex,  setufori,  and  occtipcUian  have 
upon  fractui*es  has  just  been  pointed  out.  It  is  obvious  that  the 
{H>sition,  form,  strength,  and  elasticity  of  a  bone  are  most  important 
Lastly,  there  are  many  pathological  conditions  which  diminish  the 
strength  of  lK)nes. 

Physiolofriral  conditions.  (1)  Positioti,  —  A  limb  bune, 
situate  in  an  outlying  part,  used  instinctively  to  protect  the  central 
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parts,  is  far  more  liable  to  injury  than  a  trunk  bone  ;  the  trunk,  again, 
is  more  difficult  to  protect,  and  is  less  sedulously  protected  than  the 
head.  A  limb  bone  in  the  line  along  which  force  travels  towards  the 
centre  is  more  liable  to  fracture  than  one  not  so  placed — the  radius 
is  more  often  broken  than  the  ulna,  and  the  tibia  than  the  fibula ; 
though  it  is  true  that,  in  the  latter  instance,  after  the  tibia  has 
yielded,  the  fibula  also  often  breaks,  and  that  a  twist  of  tlie  foot, 
by  diverting  the  line  of  force,  may  lead  to  a  fracture  of  the  fibula 
alone.  The  bones  of  the  fore-arm  and  hand,  leg  and  foot  are  more 
exposed  to  direct  injury  than  are  the  proximal  portions  of  limbs. 

(2)  Foitn. — A  straight  column  resists  crushing  more  strongly 
than  a  curved  one,  and  all  long  bones  are  curved.  Their  structure 
becomes  specially  weak  when  an  angle  is  developed,  as  between  the 
neck  and  shaft  of  the  femur.  The  longer  and  more  horizontal 
the  neck,  the  more  easily  does  it  break  under  longitudinal  strain. 

(3)  Strength  aiid  elasticity. — Bones  vary  greatly  in  those  properties 
which  enable  them  to  resist  violence.  The  ribs,  fibula,  and  clavicle 
are  the  most  elastic,  i.e.  they  may  be  bent  farthest  without  breaking, 
and  with  subsequent  perfect  recovery  of  their  form.  The  humerus 
among  long  bones  and  the  cancellous  l)ones  are  least  elastic. 
The  percentage  composition  of  fully-formed  bone,  compact  or  can- 
cellous, seems  to  be  practically  the  same  at  different  ages,  and 
in  the  two  sexes.  Given  the  same  form  and  size,  greater  weight 
means  greater  strength.  Increase  in  length  without  proportionate 
increase  in  girth  and  weight,  implies  relative  weakness.  We  see 
this  in  the  great  frequency  of  fractures  between  two  and  four  years, 
when  falls  are  common,  and  the  length  of  the  limb  bones  is  greater 
in  proportion  to  their  girth  than  at  any  other  period  of  life.  So 
long  as  a  bone  is  growing  actively,  it  is  relatively  more  vascular  and, 
therefore,  more  porous  and  weaker  than  subsequently.  On  the 
other  hand,  in  old  age  the  Iwnes  undergo  eccentric  atrophy  as  the 
strain  ujH)n  them  lessens.  Between  the  periods  of  growth  and 
degeneration,  when  their  strength  is  most  needed,  the  bones  are  at 
their  strongest.  In  spite  of  this,  according  to  Bruns,  43 '8  per  cent. 
of  all  fractures  occur  between  30  and  60,  while  26*1  per  cent,  occur 
between  1  and  30,  and  29*8  per  cent,  between  60  and  90. 

When  the  bones  of  a  limb  are  arranged  to  form  a  single  rod,  this 
naturally  breaks  at  its  weakest  point,  e.g.  the  clavicle  ;  but  in  many 
falls  on  the  hand  the  limb  is  bent  so  that  the  brunt  of  the  violence 
is  borne  by  the  more  distal  }x)nes,  especially  the  radius.  Although 
we  have  now  many  careful  measurements  of  the  resisting  power  of 
the  different  Iwnes  at  various  ages  to  force  applied  in  the  long  axis 
of  the  bone  (crushing  or  tearing),  at  right  angles  to  it  (bending),  and 
at  the  end  of  a  short  lever  fixed  at  right  angles  to  the  long  axis 
(torsion),  our  knowledge  of  the  physics  of  the  skeleton  is  far  too 
imperfect  to  enable  us  to  calculate  the  result  of  violence  transmitte<i 
along  a  more  or  less  bent  limb,  with  all  its  muscles  tense  and  acting 
like  springs  to  ward  off  violence  from  the  centre. 

Patholo^cal    conditions*  —  These  weaken   all   or   certain 
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bones,  ao  that  they  break  under  the  application  of  slight  force 
Fractures  thus  occurring  are  often  spoken  of  as  ''spontaneous 
fractures " — a  contradiction  in  terms  ;  for  "  fracture  '*  implies 
that  some  force — e,g,  the  weight  of  the  limb — has  acted  ;  a  bone 
eaten  right  through  is  not  "fractured."  Fractures  of  thi«  kind 
are  complications  arising  in  the  course  of  certain  morbid  processes, 
of  which,  sometimes,  they  are  the  first  noticed  symptom. 

(1)  Atrophy  of  bone  owns  many  causes.  It  would  be  best  to  mrnie 
the  varieties  from  their  causes  ;  but  in  some  the  letiology  is  unknown, 
in  otliers  it  is  complex.  The  latter  seems  to  be  the  case  in  senile 
atrophy.  In  old  age  the  vitality  of  the  cells  of  the  body  becomt* 
exhausted,  with  impaired  functional  activity  and  proneness  to 
degeneration  as  consequences ;  the  general  feebleness  and  mal- 
nutrition of  old  age  result.  As  muscular  strength  fails,  the  bones 
are  subjected  to  less  and  less  severe  strains,  and  abeorption  of 
material  no  longer  required  occurs.  Possibly  degeneration  and 
imperfect  performance  of  function  by  the  bone-cells  increase  the 
weakening.  The  size  of  a  bone  remains  unchanged,  but  it  becoma 
progressively  lighter  and  more  porous,  owing  to  increase  of  all 
medullary  spaces  at  the  expense  of  the  solid  bone.  Senile  atropLj 
affects  the  long  bones  chiefly.  It  is  more  marked  in  women  than 
in  men,  probably  on  account  of  their  more  sedentary  lives.  It* 
changes  may  appear  early  or  late,  in  accordance  with  the  health  and 
habits  of  the  individual ;  in  some  degree  they  may  be  regarded  as 
physiological,  though  old  bones  are  not  uncommon  which  have  escaped 
them  entirely.  But  when  they  appear  early  in  life,  or  advance  out 
of  proportion  to  the  age  of  the  individual,  they  must  be  viewed  a* 
pathological.  The  great  frequency  of  fracture  of  the  narrow  part  <i 
the  neck  of  the  femur  in  old  people,  especially  women,  and  from 
slight  violence,  is  due  to  weakening  of  the  cancellous  tissue  of  the 
femoral  neck  by  senile  atrophy. 

Atrophy  from  disuse  is  common.  When,  for  months  or  yeare, 
a  limb  is  kept  at  rest  by  paralysis,  or  disease  of  bone  or  joint,  all  the 
tissues  waste  and  become  fatty;  the  bones  may  do  so  to  an  ex- 
treme degree,  Ijeing  easily  cut  with  a  knife.  Here  the  first  elemem 
in  the  aetiology  is  impaired  blood  supply,  due  to  non-performance  trf 
function  by  the  muscles,  each  contraction  of  which  causes  an 
afflux  us  shared  by  the  bones.  When,  as  is  commonly  the  case, 
disuse  l)egins  in  childhood,  impaired  growth  adds  greatly  to  the 
effect  of  atrophy.  It  is  possible  that  in  these  cases  there  may  he 
some  trophic  influence  at  work  alsa 

Thinning  of  a  bone  by  the  constant  pressure  of  an  aneurysm  or 
simple  growth  may  end  in  fracture. 

Nerve  influence,  or  the  aKsence  of  it,  is  almost  certainly  con- 
cerned in  i>nKlucing  the  atrophy  associated  with  tabes,  perhaps,  also, 
in  that  of  chronic  ])niin  disease,  especially  general  paralysis.  TV 
fretjuent  occurrence  of  fractures,  commonly  multiple — 36  in  one 
cast--  in  ^t-neral  paralytics  has  long  been  known.  Formerly  attri- 
huted  to  violence  on  the  part  of    attendants,  it  is  now  recc^gniaed 
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that  in  these  patients  the  bones  undergo  eccentric  atrophy,  so  that 
sometimes  even  limb  bones  may  be  cut  with  a  knife  or  crushed  by 
the  fingers.  The  ribs  are  first  and  chiefly  aftected,  then  the  limb 
bones  and  other  bones  of  the  trunk  and  head.  The  naked  eye 
shows  the  compck^t  layer  to  be  porous  and  wasted,  soft  and  dark ; 
organic  matter  is  in  excess,  and  lime  is  deficient.  The  causes  of 
fracture,  when  detected,  have  often  been  insufficient. 

But  the  evidence  in  favour  of  atrophic  influence  is  far  stronger 
in  tabetic  cases,  to  which  Weir  Mitchell  drew  attention  in  1873. 
Charcot  in  1874  published  the  case  of  a  woman  who  died  at  61, 
having  shown  signs  of  tabes  for  26  years.  During  the  last  18 
years  she  had  sustained  painless  fractures,  from  slight  violence,  of 
both  scapulae,  the  left  clavicle,  both  bones  of  both  fore-arms,  and  the 
left  femur ;  spontaneous  dislocation  of  both  hips  and  one  shoulder  also 
occurred.  All  the  fractures  had  united  with  more  or  less  shortening, 
but  with  an  excessive  amount  of  callus.  Many  cases  have  since  been 
described  ;  they  are  not  very  rare — many  fractures  in  tabetics  being 
missed,  owing  to  the  fact  that  they  occur  before  ataxy  develops.  One 
painless  fracture  is  frequently  succeeded  by  others,  and  the  cause  is 
usually  disproportionate  to  the  efiect ;  the  lower  limb  bones,  especially 
the  femur,  are  afiected  more  commonly  than  those  of  the  upper  limb. 
Union  generally,  but  by  no  means  always,  occurs  in  about  the  usual 
time,  and  often  with  excessive  callus  ;  i-efracture  may  follow  feeble 
union.  Naked  eye  and  microscopic  examination  have  demonstrated 
in  tabetic  bones  a  simple  eccentric  atrophy,  without  sign  of 
inflammation ;  but  Regnard  stated,  as  the  result  of  his  analyses, 
that  the  proportion  of  organic  to  inorganic  constituents  was  more 
than  reversed  (76  to  24  instead  of  33  to  66),  which  would  not  be  the 
case  in  a  simple  atrophy.  It  is  the  occurrence  of  this  atrophy 
in  tabes,  before  muscular  weakness,  or  even  before  inco-ordination 
appears,  which  renders  a  trophic  influence  of  the  central  nervous 
upon  the  osseous  system  so  probable.     (See  also  page  897.) 

(2)  FragUilas  ossiuin, — ^This  heading  includes  certain  cases  in 
which  the  bones  are  unduly  fragile — ^in  which  an  atrophy  has  been 
assumed,  but  has  never  been  demonstrated.  It  is  best  to  admit  that 
we  have  no  knowledge  on  the  point.  A  good  many  cases  are 
recorded,  in  which  many  fractures  from  trifling  causes  have  occurred 
in  membei-s  of  three  or  four  generations  of  a  family,  the  predisposing 
condition  of  bones  being  inherited.  In  other  instances,  this  liability 
to  fractures  has  appeared,  without  heredity,  in  early  childhood  or 
later.  The  tendency  has  generally  lasted  throughout  life.  As  a 
rule,  firm  union  has  occurred  in  the  usual  time;  occasionally  healing 
has  been  delayed.  In  these  cases  no  general  disease  and  no  other 
skeletal  defect  has  been  detected.  Example  :  A  boy  of  13  had  sus- 
tained fourteen  fractui'es  from  slight  falls  and  twists — of  the  femur, 
of  the  fore-arm,  of  the  ulna  four  months  later,  and,  again,  after  four 
months,  of  the  right  humerus,  radius,  and  tibia ;  all  united  in  3  to  5 
weeks.  He  subsequently  sustained  six  other  fractures.  This  lx)y's 
mother  had  sustained  five  fractures  of  the  left,  and  one  of  the  right 
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tbigb,  all  from  slight  violence ;  the  last  preceded  by  severe  pain  in 
the  limb.  Her  brother,  before  he  was  thirteen,  had  broken  one 
femur  nine  times,  the  other  twice,  his  arm  once,  and  he  is  said  to 
have  "  dislocated  his  hip  "  once.     (See  also  page  898. ) 

(3)  InflamnuUion  of  bone,  leading  to  necrosis,  abscess,  or  caries, 
may  so  weaken  it  as  to  lead  to  fracture  from  slight  violence. 

Necrosis  is  the  commonest  of  these  predisponents.  Almost  ill 
the  patients  are  young — under  21 — and  give  a  history  of  acut^ 
infective  osteomyelitis  and  periostitis,  ending  in  the  formation  of  i 
sequestrum,  which,  whatever  its  length,  embraces  the  whole,  or 
nearly  the  whole  circumference  of  the  shaft.  The  femur  is  in  th€» 
cases  by  far  the  commonest  seat  of  fracture,  which 
usually  occurs  during  the  second  month,  when 
the  connection  between  the  living  and  dead  bone 
m  eat-en  through.  If  now  the  sheath,  together 
with  any  living  portion  of  the  shaft  which  may 
remain  bridging  across  the  gap,  is  not  strong 
enouijjh  to  support  the  weight  of  the  limb,  a  frac- 
ture nitty  occur,  even  whilst  the  limb  is  support^ 
hy  a  splint :  and  is  much  more  likely  during  a 
dre.^sing,  a  ptissive  movement  (Fig.  201 X  or  a 
set|ue.strotomy.  Fracture  of  a  fixed  total  seques*- 
trum  iM  very  rare;  as  also  is  fracture  of  the  sheaUi, 
SQ  long  a»  the  sequestrum  lies  within  itw  But  after 
the  removal  of  the  sequestrum,  bending  and  fracture 
of  imperfect  n heaths  are  more  conmaon. 

Osteomjelitis  ending  in  abscess  without  the 
formation  of  Jtiiy,  or  any  considerable  sequestrum, 
rarely  leads  to  a  spontaneous 
fracture.  The  femur  has  most 
often  been  the  seat  of  the  injury 
owing  to  an  abscess  in  the  shaft, 
close  to,  but  not  invoh-ing  the 
epiphysial  line. 

Tubercular  caties  rarely 
leads  to  fracture  of  the  shafts 
of  long  bones,  into  which  it 
seldom  penetrates  deeply :  but 
Billroth  saw  the  tibia  thus  eaten 
through.  The  ribs,  the  verte^ 
bral  bodies,  and  the  odontoid 
process  suffer  more  commonly. 

Syphilitic  canes,  the  result 
of  gummatous  p^eriostitis  and 
osteomyelitis,  is  another  cause 
of  spontaneous  fracture,  whidi 
is,  however,  very  rare  in  pro- 
portion to  the  wide  distribution 
of  syphilis.     The  bones  of   the 


Fig.  201.— A  longitudinal  Section  of  the  lower 
End  of  a  Boy'§  Femur.  He  waa  adinltteil 
for  necrosis  of  the  femur  and  suppuration 
of  the  knee  joint,  and  the  tibia  appeared  to 
>«  dislocated  back  wanls  ;  but  after  amputa- 
tion  it  was  found  that  the  femur  had  been 
broken,  probably  by  jiassive  movement, 
alM)ut  1  in.  alK>ve  the  epiphysial  line,  and  that 
th««  fratnnents  hatl  been  united  with  angular 
deformity  forwanls.  A  consiilei-able  r«e- 
(luestrum  of  the  popliteal  surface,  Htill  ad- 
herent, is  shown  in  section,  its  lower  end 
lyinn  in  a  cavity  in  the  lower  fhigment. 
The  Ume  Is  excessively  ponms,  and  deiMwit 
of  new  bone  is  wide-spread.  (University 
College  Museum,  No.  277.) 
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upper  limb,  especially  the  clavicle,  are  the  commonest  seats.  A 
history  of  syphilis,  of  bone  pains  preceding  the  fracture,  of  a 
periosteal  swelling — though,  according  to  Chiari,  a  central  gumma 
may  give  no  superficial  sign  of  its  presence — the  existence  of 
signs  of  syphilis,  and  the  satisfactory  results  of  antisyphilitic  treat- 
ment, constitute  the  evidence  upon  which  a  diagnosis  may  be  made. 
Gummatous  infiltration  of  shafts  of  long  bones  near  to,  but  not  in- 
volving the  epiphyses,  may  occur  in  infants  the  subjects  of  congenital 
syphilis,  and  may  lead  to  fracture  before,  during,  or  after  birth. 

(4)  Ricketa  is  a  very  important  predisponent  to  fracture  in 
children.  The  practical  result  of  the  disease  Ls  that  the  material 
laid  down  by  the  periosteum  and  epiphysial  cartilage  undergoes  true 
ossification  irregularly  or  not  at  all;  it  forms  a  relatively  weak, 
friable,  wide-meshed,  calcified  tissue  (spongioid)  which  encases  the 
original  well-formed  bone  of  the  shaft  The  latter,  however, 
undergoes  progressive  absorption  in  the  formation  of  the  medullary 
canal,  and  thus  the  bone  loses  its  firmest  portion.  During  the 
height  of  the  disease,  when  the  bones  contain  the  largest  proportion 
of  this  soft  material,  greenstick  fractures  are  commoner  than  are 
complete,  and  arise  from  slight  violence;  but  in  the  early  stage 
and  stage  of  recovery,  when  the  proportion  of  well-formed  bone  is 
considerable,  the  fractures  occurring  are  said  to  be  more  frequently 
complete.  After  recovery  from  rickets  the  bones  are  often  unduly 
dense  and  strong,  though  small.  According  to  Guersant,  rickets  is 
present  in  one-third  of  all  fractures  seen  at  the  H6pital  des  Enfants 
Malades  in  Paris ;  and  many  cases  of  infraction  are  never  taken  to 
a  hospital.  Multiple  fractures  are  not  uncommon ;  sometimes 
several  occur  in  one  bone,  which  may  ultimately  be  greatly 
deformed.  Union  is  delayed,  and  may  not  occur  at  all  during  the 
height  of  the  disease ;  usually  it  is  effected  slowly,  and  with  the 
formation  of  a  large  callus  tumour,  chiefly  in  the  concavity.  The 
quality  of  the  callus  is  that  of  the  bone  of  the  same  period.  (See 
page  363.) 

(5)  Osteomalacia  affects  only  adults  and,  typically  at  all  events, 
only  women — especially  multiparas.  It  is  characterised  by  decal- 
cification of  bone  and  subsequent  absorption  of  the  animal  basis 
by  the  hypertrophying  marrow.  The  bones  become  thin-walled 
shells  full  of  red  marrow  ;  indeed,  all  bone  may  disappear,  and  only 
the  periosteum  remain  around  the  marrow.  The  change  usually 
spreads  more  or  less  widely  over  the  skeleton  from  the  pelvic  bones. 
So  long  as  crisp  bone  remains,  fractures  are  common  and  unite  well ; 
later,  all  kinds  of  bendings  result.  The  pelvis,  ribs,  and  limb  bones 
are  chiefly  affected.     {See  page  898.) 

(6)  Netv  growtlis, — Of  simple  growths,  only  chondromata  have 
given  rise  to  fracture.  They  are  less  commonly  central  than  sub- 
periosteal, but  the  central  are  more  likely  to  lead  to  fracture.  Thus, 
Gross  found  two  fractures  among  ten  central  chondromata,  but  only 
three  fractures  among  sixty-three  subperiosteal  growths.  Very 
rarely,  central  chondromata  seem  to  undergo  Cystic  degeneration. 
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and  the  cysts  cause  "  expansion  "  of  the  bone,  with  great  thinniiis 
or  complete  absorption  in  places  of  the  compact  tissue — spontaneous 
fracture  naturally  resulting. 

Malignant  growths  of  bones  are  primary  (sarcoma)  or  seoondary 
(sarcoma  or  carcinoma).  According  to  Gross,  primary  centnl 
sarcomata,  affecting  chiefly  the  cancellous  ends  of  long  bone&. 
form  more  than  half  the  cases,  and  spontaneous  fractures  Arise  in 
about  20  per  cent,  of  all  central  primary  sarcomata.  They  occur  in 
only  5  per  cent,  of  the  primary  peripheral  growths.  In  both  CMte&, 
round-  and  spindle-celled  growths  tend  more  strongly  than  gian^ 
celled  to  induce  fracture.  In  primary  cases  a  tumour  (Fig.  202) 
is  always  present  before  fracture  occurs 
DiflSculties  in  recognising  the  cause  of  frac- 
ture arise  from  the  thickness  of  the  covering 
of  the  bone  affected — e,g.  about  the  hip— 
and  from  the  possibility  that  displacement 
and  hiemorrhage  may  have  caused  such  swell- 
ing as  is  felt.  The  femur  Ls  most  com- 
monly affected,  then  the  tibia,  and  then  the 
humerus. 

Osteomalacia  carcinomatosa  is  the  nanae 
which  has  been  given  to  a  very  rare  di^^ea^Kt 
clinically  like  osteomalacia,  characteriaed  hy 
a  diffuse  malignant  infiltratioii  of  the  me- 
dulla, commencing  usually  in  the  vertebral 
bodies,  and  spreading  thence  over  more  or 
less  of  the  skeleton  without  forming  distinct 
tumours.  The  fractures  and  bendings  arc 
most  common  in  the  spine. 

Secondary  malignant  growths,  usoallj 
carcinomatous  and  central,  cause  spontaneous 
fractures  more  commonly  than  primary. 
Bruns  found  that,  among  71  fractures  frum 
secondary  growths,  the  primary  growth  had 
l>een  mammary  in  no  fewer  than  59  instances — a  predominance, 
probably,  due  to  the  long  course  of  many  mammary  cancers.  Of  the 
7 1  fractures,  34  occurred  in  the  femur,  20  in  the  spine,  3  in  bi»th 
femur  and  spine,  1 1  in  humerus,  1  each  in  humerus  and  spine,  hu- 
merus and  both  femora,  and  cla>4cle.  As  a  rule,  no  tumour  which 
can  be  felt  develops  in  these  cases — the  growths  being  small,  central 
and  often  numerous  ;  or  diffusely  infiltrating  the  medulla.  The  diag- 
nosis then  depends  upon  the  presence  or  history  of  removal  of  a  prinjair 
growth,  and  the  occurrence  of  a  fracture  from  an  inadequate  cau««. 
Formerl}'  cancer  wiis  regarded  as  a  cause  of  fragiUtas  ossiuiu, 
but  research  has  shown  that  almast  invariably  a  spontaneous  fractunr 
in  cancer  is  due  to  a  si^condary  growth.  It  would  not  be  surprising 
if  a  condition  like  senile  atrophy  w^ere  induced  by  the  long  illnesv 
which  sometimes  precedes  death  from  cancer,  but  indubitable  cases 
are  very  difficult  to  find 


Fig.  202.— A  Priinarj'  Sarcoma 
of  the  Femur  of  i»criplieral 
origin  wliich  has  led  to 
Fracture  of  tlie  Bone. 
(King's  College  Museum.) 
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Improbable  as  it  seems,  there  are  four  or  five  well-recorded  cases 
of  union  occurring  after  fracture  from  malignant  disease,  the  union 
soon  giving  way  again  before  continued  growth  of  the  tumour. 

Hydatid  cysts  in  bones  are  a  rare  predisponent  to  fracture. 
Bruns  collected  1 1  cases.  Fracture  seemed  usually  to  have  occurred 
early,  before  anything  amiss  had  been  noticed,  though  sometimes  the 
inadequacy  of  the  cause  gave  rise  to  suspicion.  The  diagnosis  was 
generally  made  at  an  operation  for  pseudarthrosis  or  at  the  opening 
of  an  abscess.  Among  Bruns'  cases  the  limb  was  saved  only  in 
three  instances — twice  by  resection  of  bone  and  removal  of  the 
cysts,  once  by  introduction  of  a  seton,  which  induced  suppuration, 
elimination  of  cysts,  and  union  of  fracture.  In  the  rest  death 
occurred  from  exhausting  suppuration,  or  life  was  saved  by  sacrifice 
of  the  limb. 

As  traumatic  separation  of  epiphyses  will  be  included  under 
fractures,  it  is  right  here  to  mention  that  spontaneous  separation 
occurs  commonly  in  the  course  of  primary  infective  periostitis  and 
osteomyelitis,  as  an  occasional  result  of  hereditary  syphilis,  and 
rarely  in  scurvy  rickets.  Scurvy,  as  at  one  time  met  with,  was  said 
to  be  a  cause. 

Determining  causes. — A  fracture  is  always  due  to  the  action 
upon  the  bone  of  force — either  external  violence,  including  the 
weight  of  the  part,  or  the  action  of  muscles.  External  force  seems 
to  be  a  far  commoner  cause  of  fracture  than  muscular  action ;  yet, 
were  it  not  for  muscular  action  fixing  bones,  it  is  probable  that 
many  a  fall  which  produces  a  fracture  would  fail  to  do  so.  Hence 
the  remarkable  escapes  of  drunken  and  insensible  people  from 
fractures  of  the  limbs. 

External  force  acts  directly  or  indirectly,  according  as  it  pro- 
duces a  fracture  at  the  point  upon  which  it  first  acts,  or  at  a  distance 
from  this  point.  Thus,  when  a  cart-wheel  passes  over  a  limb, 
breaking  the  bones  beneath  it,  the  fracture  is  one  from  direct 
violence ;  but  when  the  clavicle  or  radius  is  broken  from  a  fall  on 
the  outstretched  hand,  the  violence  has  acted  indirectly. 

Whether  applied  directly  or  indirectly,  force  exercises  either 
traction  or  compression,  torsion  being  a  kind  of  traction.  Pure 
tractio7h  /raclures  are  rare,  and  include  only  the  tearing  off*  of 
processes  by  tendons  and  ligaments.  Pure  compression /ractures  or 
crushes  of  bone  are  not  uncommon,  but  to  obtain  the  effect  of  pure 
compression,  the  possibility  of  bending  must  be  excluded  ;  otherwise 
the  fracture  becomes  in  part  a  flexion  fracture,  in  which  compression 
is  exercised  on  the  concave  and  traction  on  the  convex  side  of  the 
bending  bone.  In  Jleocion  fractures,  the  break  always  occurs  at  the 
point  of  greatest  tension,  and  begins  on  the  convex  side,  at  the  apex  of 
the  angle.  Numerous  experiments  and  examinations  of  fractures 
have  enabled  P.  Bruns  to  construct  diagrams  (Fig.  203)  illustrating 
the  more  usual  results  of  force  so  applied  to  a  bone  as  to  cause  it  to 
bend  beyond  its  limit  of  elasticity.  They  show  the  production  of 
infraction  (a),  transverse  (b),  and  oblique  fractures  (c),  and  fracture 
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with  splitting  off  of  a  single  wedge-shaped  piece  (d).  The  advanUfi^ 
of  a  long  diameter  in  resisting  flexion  is  obvious  ;  the  weighto  re^ 
quired  to  break  the  tibia  by  acting  on  its  crest  and  on  its  inner 
surface  are  as  17  to  12. 

The  effects  of  direct  violence  depend  upon  the  weight,  momeo- 
turn,  consistence,  form,  etc.,  of  the  injuring  body;  upon  the  strength, 
mobility,  protection  by  soft  parts,  and  such  like  conditions  of  the  bone. 
It  compresses  (crushes)  a  supported  bone,  bends  an  unsupported.  The 
soft  parts  covering  the  bone  are  necessarily  damaged — braised,  ton, 

stripped  ofi^ 
crushed,  and  killed 
— according  to  the 
nature  of  the  ac- 
cident, and  the 
form  and  positHW 
of  the  bone. 

The  action  d 
indirect  violence  n 
by  no  means  so 
simple,  and  it  i^ 
not  possible  dearir 
to  explain  why  in 
similar  acddenu 
such  dissimilar  re- 
suits  ensue  as  a 
fracture  of  the  at 
calcis,  of  the  \me 
of  the  skull,  or  li 
some  intermediate 

-^^^        '' ~^ — ^-_-__      bone,  from  a  M 

^^  ^^  on  the   feet     Tlie 

^\lf  absolute    and    re- 

Q '  ^ ^— _—       lative  strengths  of 

Fig.  203  —Diagrams  illustratinn  the  commoner  Results  of  Flexion.      ^"6       bones      COD- 

(P.  Bruns.)  cerned,      the 

amount  of  force 
at  work  (body-weight  x  velocity  as  a  rule),  the  line  of  force, 
the  positions  of  the  various  bones  with  regard  to  this  line,  the 
effect  of  muscular  action,  the  freedom  of  the  various  bones  to 
move  on  each  other,  the  resistance  offered  by  the  surface  upon  which 
the  patient  falls — these  are  some  of  the  points  about  which  exaft 
information  is  indispensable  before  an  accurate  calculation  %A  the 
result  can  l)e  attempted  ;  but  inquiry  along  these  lines  will  often 
lead  to  a  helpful  hypothesis. 

Indirect  violence  may  act  by  producing  one  or  other  of  the 
following  effects  : — ( 1 )  Pure  flexion,  as  when,  the  lower  part  of  the 
leg  being  fixed,  the  body  falls  to  one  or  other  side.  The  mechaninm 
is  similar  when  a  malleolus  is  broken  off  by  pressure  of  the  astrsji^as 
against   its   tip   in   extreme   supination  or  pronation   of   the  fuot. 
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(2)  End-to-end  compression  of  a  bone,  causing  increase  of  its 
natural  curve  and  fracture  at  the  point  of  greatest  tension  and 
weakness.  Thus,  in  falls  on  the  hand  the  radius  is  often  com- 
pressed between  the  capitellum  and  the  carpus ;  in  falls  on  the  foot, 
the  tibia ;  in  false  steps,  the  femur — the  neck  being  fractured.  (3) 
Clompression  of  a  bone,  flexion  being  prevented,  results  in  the 
crushing  of  cancellous  bones,  and  in  the  splitting  up  of  large 
epiphyses  by  the  driving  into  them  of  smaller  and  denser  portions. 
Thus  arise  many  fractures  of  the  femoral  neck  and  trochanter. 
(4)  Force  transmitted  across  a  joint  through  tense  ligaments  may 
tear  off  the  bone  into  which  the  ligaments  are  inserted.  The 
anterior  radio-carpal  ligament  is  credited  by  some  with  this  action 
in  producing  CoUes'  fracture.  The  malleoli,  epicondyles,  styloid 
processes,  and  the  like  are  sometimes  thus  torn  off.  (5)  Torsion 
fractures  or,  at  least,  fractures  in  the  production  of  which  torsion 
takes  a  share,  do  not  seem  to  be  rare.  In  falls,  after  a  limb  has 
reached  the  ground  and  has  become  fixed  against  it,  the  body 
frequently  swings  round  towards  one  or  other  side.  Occasionally, 
whilst  the  foot  is  immovably  fixed,  the  body,  to  avoid  a  sudden 
danger,  is  turned  violently  round ;  or  machinery  may  so  twist  a 
limb  upon  the  body,  or  a  surgeon  may  execute  such  a  movement  in 
endeavouring  to  reduce  a  dislocation. 

The  soft  parts  in  complete  fractures  from  indirect  violence  often 
escape  without  obvious  damage  ;  but  the  muscles  usually,  the  skin 
not  uncommonly,  the  vessels  and  nerves  rarely,  are  lacerated  by  the 
ends  of  the  fragments.  Such  damage  as  is  done  to  these  parts  is 
inflicted  from  within  and  by  the  fragments — a  pointed  piece  of 
bone  being  often  found  sticking  through  a  hole  in  the  skin.  The 
contrast  in  this  respect  between  fractures  from  direct  and  indirect 
violence  is  important,  on  account  of  the  slighter  injury  to  and  less 
danger  of  sloughing  of  the  soft  parts. 

Muscular  action,  voluntary  or  involuntary — e.g.  epileptic — is 
said  to  be  responsible  for  less  than  1  per  cent,  of  all  fractures,  but, 
as  l>efore  said,  it  probably  shares  with  external  violence  the  credit 
of  producing  many  more.  Usually  muscular  action  tears  off  a 
process  or  an  epiphysis — as  the  coronoid  process  or  the  tuberosity  of 
the  calcaneum.  A  considerable  proportion  of  fractures  of  the 
patella  is  due  to  sudden  contraction  of  the  quadriceps  to  prevent  a 
backward  fall ;  but  in  most  of  these  cases  the  bone  is  probably  bent 
and  cracked  across  the  condyles  of  the  femur,  i.e,  it  is  a  mixed 
traction  and  flexion  fractura  The  ribs  have  been  broken  in  fits  of 
coughing,  also  the  sternum  in  a  child  of  two  years ;  several  times 
the  sternum  has  been  torn  in  two  by  the  action  of  the  abdominal 
muscles  in  labour.  The  cervical  spine  (4th  or  5th  vertebra)  has 
been  broken  five  or  six  times  by  sharp  extension,  practised  to  avoid 
striking  the  bottom  in  diving  into  shallow  water.  The  clavicle  has 
not  uncommonly  been  broken  in  powerful  actions  of  the  most  varied 
kinds.  But  the  most  remarkable  fractures  from  muscular  action 
are  those  of  the  long  bones.     Gurlt  collected  95  of  these,  and  found 
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t\mt  the  huineruB  wwi  tlie  neat  in  57,  the  femur  in  25,  Uie  lt*gsi  uid 
foix^-ann  l»<>nes  in  8  and  5  instances  reHpectiveiy.  The  haiiieni» 
ba«  usuiilly  Ix^en  broken  either  in  lifting  a  weight  or  in  tin  idtkn 
likt*  that  of  throwinj:^  ii  stone  or  striking  a  blow  which  miiAii  ito 
oliject.  In  the  hilter  cane  the  .shoulder  luyHclea  stop  the  upper  illd 
of  the  Inme^  wliilst  the  rest  i»f  tlie  iiml»  moxes  on.  n  fnutoft 
resulting^  which  lias  been  eoniiwu'ed  to  that  of  a  uwin  k  jiwl 

beyond  the  grasji  of  the  hand.     The  fore-arm  l»onei4  h  irbrcn 

broken  by  foreilile  pnination  and  supination,  a.s  in  ^Tingtng  daikHL 
In  many  of  the  fra^^tures  of  the  femur  altributeil  to  txitijiiciihf 
action,  the  niunientiim  of  the  bcxiy  turning  yp»n  the  limb  hoi^  intn>- 
dueed  the  question  <}f  tor'Tsion  ;  and  it  tteeinti  likely  that  th<?  wtam 
may  be  HJiid  of  the  much  rarer  fnictui^es  of  the  tibia.  Strong  actioo 
of  the  biceps  han  occasionally  torn  ofl' the  upper  (iViular  epiphynuL 

All  fnu4iire8  such  a«  the  alx»ve  should  Ije  cai-^fully  exiuuined  far 
B4*me  jMithotogical  predisjioHiiig  cause  ;  only  nuch  ciLses  are 
fnictures   from   muscular  action  in  which   no  such  pretliap 
found. 

VARIETIES   OF   FRACrrUKE. 

Classification. — The  most  important  divisions  of  fractures— 
simple,  compiund,  and  complicated — are  \ya»ed  upon  the  condition  cif 
the  soft  part«  ;  less  important  varieties  rest  up^m  the  C4>tidttion  of  th«* 
bone*  A  fracture  is  »im]t(fi  when  there  m  no  wound  of  the  Hi>ft  purtji 
admitting  air  to  the  fraiHure.  The  presence  of  a  wound  not  c<na 
municating  with  the  f nocture  does  not  render  the  latter  c< impound, 
hut  practically  it  ia  im|>oHsible  to  draw  the  line  when  a  wound  exiitt« 
over  a  fracture^  A  fracture  is  irrimnrily  cmnffOtind  when  a  wound, 
rendering  direct  infection  pia*iible,  is  infliete<l  at  the  touiie  ttni4>  a^ 
the  fiiicture ;  it  in  searndarifi/  cmnponwl  wheti  such  a  wound  b 
formed  later,  as  the  ivsult  nf  late  perftiratiou  of  tlie  skin  hy  a  tn§^ 
ment,  of  an  incision,  or  of  the  neparation  of  a  nlougk  The  lAUva 
fracture  l>econiej*  comjiound — the  more  fi'eely  the  injured  tissues  ar» 
granulating — the  less  dangerous  is  sc|3si.H.  Kithfrr  a  simple  or  a  cum- 
pound  fracture  may  l»e  comptirai«fi  by  great  bruising  and  ext««nsiT9 
stripping  up  of  skin  from  the  fascia,  by  unus^ual  la(>?ration  of  intuielm, 
by  woundn  of  many  or  imjmrtant  arteries  or  veins,  by  injurr  to 
ner\^e  trunks,  by  tearing  of  ligaments,  and  by  dinhK^atiofi  of  die 
fractured  bone. 

No  deHcription  of  the  naked-eye  ajj[>t*arance«  due  to   '  % « 

lesions  is  neceHtiary.     BlocKJ-Htained   Huid  soaks  far  and  d, 

clotting  on  t4ini  surface's  mnm  conceals  their  structurp  ;  ^lut  muDfl 
alM>ut  the  broken  l^mes  the  IdcM^l  generally  remains  fluid  &«•  daips* 
Tlie  conditions  of  the  Itone,  upon  which  rarirtic^  are  baiod«  diMcrft 
careful  Ktudy, 

Oonditloil  of  the  bone. — Tlie  Imnc  may  1^  broken  rfim}i}c*U*ljr 
thniugh  into  two  uv  inort^  distinct  pioce**  {<^mpki4  Jracfurf\^  or  IM 
solution  of  continuity  tnay  be  incc»mplete  {hwompleU  fr^teiur^),  A 
tnii^ture  iM  eainplf*t<>,  even  though  the  peritisteum  be  untorB,  and 
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there  be  no  displacement.  Before  an  epiphysis  has  united,  violence 
may  detach  it  completely  or  incompletely,  thus  constituting  the 
important  group  of  traumatic  separations  of  epiphyses. 

Incomplete  fractures  are  much  rarer  than  complete;  the 
greenstick  fracture  is 
the  most  important  va- 
riety. It  is  seen  typi- 
cally in  the  shafts  of 
long  bones,  as  the  result 
of  bending.  A  partial 
transverse  fracture 

starts  on  the  convex 
side  and  traverses  the 
compact  layers,  whilst 
the  corresponding  layers 
in  the  concavity  are 
bent ;  longitudinal  fis- 
sures often  run  up  and 
down  from  the  trans- 
verse fissures  between 
the  broken  compact 
layers  (Figs.  204,  205, 
and  237).  Sometimes 
two  oblique  fissures  start 
close  together  on  the 
convexity,  and  diverge  as 
they  pass  towards  the 
concavity  (Fig.  203,  a)  ; 
rarely  the  fractures  start 
in  the  concavity.  The 
periosteum  is  generally 
intact.  Infraction  is 
probably  most  common 
in  the  clavicle,  then  in 
the  fore-arm  bones;  it 
is  rare  in  all  others. 
The  great  majority  of 
cases  occur  between  3 
and  10  years,  especially 
in  the  seventh  and 
eighth  years.  Indirect 
violence  is  the  usual 
cause,  but  direct  vio- 
lence sometimes  results  in  infraction.  De- 
formity is  the  chief  point  upon  which  the 
diagnosis  of  greenstick  fracture  rests ;  the 
bone  is  seen  and  felt  to  be  bent,  and  the 
results  of  the  bending  upon  the  shoulder  or  other  part  are 
evident.      Movement  is   not  free   in   all  directions,   and  may  be 


Fig.  204.— A  Greenstick 
Fracture  of  the  Radius 
of  a  Child.  The  fore- 
arm was  bent  towards 
the  radial  side ;  a  trans- 
verse fissure  divides 
the  inner  half  of  the 
bone  about  its  centre, 
whilst  the  outer  half 
is  bent.  The  upper 
fragment  is  split  longi- 
tudinally for  nearly 
half  iU  length,  start- 
ing from  the  fracture. 
Clang's  Coll.  Museum.) 


Fig.  205.— A  Greenstick 
Fracture  of  the  lower 
Bud  of  the  right  Ulna 
of  a  Boy,  aged  14  years, 
due  to  a  machinery  ac- 
cident. The  shaft  luut 
bean  bent  inwards  1^ 
in.  above  its  lower 
end  ;  a  transverse  frac- 
ture extends  through 
the  outer  three-fourths 
ut  the  bone,  whilst  the 
inner  fourth  is  bent. 
The  mode  of  formation 
of  a  longitudinal  fissure 
is  clear.  The  lower 
epiphysis  was  partly, 
nnci  the  lower  epiphysis 
of  the  radius  was 
comi)letcly,  separated. 
(Charing  Cross  Mu- 
seum, No.  355.) 
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ci1t8ent ;  hut  it  is  generiilW  obtninable  i»  ih&t  difBctieii  ^Autk 
will  inc reuse  the  deformity  and  open  more  wiflely  U*e  Ibiniiv 
on  the  convexity.  Crepitus  i«  *sHght  or  tiliHent ;  JixaJ  puii, 
?iswellinjf»  atu)  \*.mn  of  function  are  more  or  lenH  markwK  An  tn 
tr^«itn\t'nt,  tlmt  fur  tlie  curresfMiiuliii^  complete  fri*rtun*  mlioiild  >w 
UHefK  Drfnrriiity  should  nlwayH  in.'  correct^l  an  aiise^tlietic  Miii 
a  good  deul  of  ffirce  Wing  Hoinetinie«  nece8Mapy  -when  it  ti*  micli  as 
to  interfen'  with  the  utility  of  the  |j*rl  ;  btic  ta 
a  hilxmrer's  child  a  tinnly-tixtHl  infrticttoti  of  tlK- 
clavicle  nt'ed  iinl  Im^  forcibly  undone,  ♦^-'^  i^JIt 
n»  the  defonniiy  t*:*ndM  to  dimininK  ia  H, 

Function  is  resumed  curlier  after  ineou^  .^n 

after  complete  fracture  ;  yet  l*etx,  who  hmd  m 
opportunity  of  comparing  the  two  in  the  iviinc 
child,  forty  days  after  the  injury,  found  tfaecaUoA 
Tiiucli  Ijetter  develufied  and  stronger  iti  tlie  taller 
ilmn  in  the  lormer. 

I  solatia  I  exatn|de»  of  typical  infmctiiiiiii  ifn* 
to  machinery  accidents  have  lieen  d«ien^*rH  in 
the  fore  arm  lionet  of  yuung  nivn^  ami  tr 

rarely  «»f  »»ther  bone-s  of  adult^^ — f^.^.  ot  n»- 

mion  in  a  man  aged  54  (P.  Brun«). 

liifnictionH  and  ii«^ndings  of  flat  U»nea  sft 
seen  almost  nolely  in  the  lionen  of  the  roof  of  tlit 
skull.  Sp<xm'«haj)e4i  depneswiotiK  fomi  <m  tlit 
frontal  or  parietal  Ixinefi,  as  a  result  of  long 
pre^Kure  against  the  sacral  promontory  in  oMCi 
of  contraftc?d  pelvic  brim  ;  thcfy  are  said  to  ttliow 
Wilding  without  simple  fracture,  ^tmUar  de*> 
pri'HHions  from  blown  after  birth  always  exbibil 
nulial  fiHHures.  The  depi^e^aed  bone  i»  !$aid  grwA^- 
ally  Ut  rise.  Very  rarely  in  adulU,  when  thm 
"'  ^!'^''!  dinlo<J  is  thick,  the  external  table  han  bern  di^ 


lMT»Ktt' 


flwifi*^Ui'ii!rj*J.r  iiiir  pn_»fi*wMj  without  affecting  the  intt*mai* 
{^"SSlfcrT*!^*!*  ?^  FUftures  not  ]:>aKHing   completely   thixkugb  or 


Matnrv. 


.«f>s'  •  acrotiH  a  lx)ne  form  the  second  variety  i»f 
atuj  I'lete  fractures.      They  an?  conimon  in   tlie 


plete  fractureH,  Ihey  an?  common  in 
iKineRf  eH|:)€'cially  in  those  of  the  ukull ;  mmstt' 
linieH  i\H  single  cleft>4  running  in  varioiii  iltfiw» 
tiouH,  again  an  numerous  erackn,  ratiiating  from  a  oeiitre^  Of 
running  more  or  l<***s  circularly  rtnmd  a  depreewt^l  anm.  lo* 
r,HHplt*te  tiH^urtHl  fractuiv**  of  Jong  l«men  may  be  di%itlad  nlO 
rJio^t-  which  nU^vi  from  the  joint  ends  (Fig.  515),  perhapa  extald* 
»ng  into  ihe  ^haft,  and  tho**e  involving  tlie  %haift  only  (Fig.  SMjt 
TheHt»  ftHsiu-t*H  an*  imp»*iHil>le  of  r-ecognition  in  nimple  injuries  to  W^ 
do  not  know  how  frHtjuently  they  *x'4?ur»  Ui»Qally  a  Amu«  m 
reeivgnineil  iinly  in  comfMiund  injurieti  by  the  nail  or  tome  potatcd 
instrument  (when  can'  mu«i  W  exeivii^  a^^ain^t  mt'«taking  a  lim* 
of  HUture  for  a  dswure),  or  ita  prt^ience  l^  mfbrn^I  fmrn  tIm*  \Hacm 
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of  bleeding,  or  of  bruising  at  a  point  which  has 
not  been  directly  injured.  Fissures  of  long 
bones  probably  heal  well.  In  the  skull  it  is 
not  uncommon  to  find  that  sufficient  callus  has 
not  been  thrown  out  to  close  the  narrow  cleft, 
the  edges  of  which  are  rounded  off  and  per- 
haps connected  by  a  delicate  bridge  here  and 
there.  That  fissuring  of  a  joint-end  renders  a 
contusion  of  a  joint  more  serious,  and  opens 
the  way  to  possible  hindrances  to  complete 
recovery  of  movement,  is  clear. 

Complete  fraetnres. — In  these  the  bone 
is  completely  divided  into  (a)  two  or  (b)  several 
fragments : — (a)  In  the  first  case,  the  line  of 
fracture  may  be  (1)  transverse,  (2)  oblique,  or 
(3)  longitudinal ;  and  into  this  group  fall  frac- 
tures of  bony  processes. 

(1)  Transverse  fractures  are  those  in  which 
the  line  of  fracture  is,  on  the  whole,  at  right 
angles  to  the  long  axis  of  the  bone  (Fig.  217) ; 
the  surfaces  are  sometimes  smooth,  more  often 
finely  or  coarsely  toothed.  This  direction  is 
much  commoner  than  the  longitudinal,  but  not 
nearly  so  common  as  the  more  or  less  oblique. 
Transverse  fractures  occur  chiefly  in  flat  and 
short  bones,  in  the  ribs,  in  the  spongy  ends  of 
long  bones,  and  in  the  shafts  of  the  long  bones 
of  children.  They  are  generally  due  to  direct 
violence  bending  the  bone,  but  may  arise  from 
end  to  end  compression,  causing  the  same  result. 
Displacement  of  the  fragments  is  less  liable  to 
occur  than  in  more  oblique  fractures,  but  should 
it  occur  in  deeply-toothed  fractures,  it  may  be 
impossible  to  reduce  the  fragments  with  accu- 
racy. Close  interlocking  of  the  teeth  may  so 
limit  movement  of  the  fragments  as  to  cause 
some  difficulty  in  diagnosis.  Union  occurs 
readily. 

(2)  Oblique  fractures, — The  line  of  fracture 
crosses  the  long  axis  of  the  bone  at  an  acute 
angle  in  any  direction.  Including,  as  it  does, 
all  fractures  between  the  purely  transverse  and 
purely  longitudinal,  and  occurring  chiefly  in  the 
shafts  of  long  bones,  this  group  is  by  far  the 
largest.  The  best  examples  are  seen  in  the 
femur  (Fig.  228)  and  tibia,  and  are  due  to 
bending,  produced  generally  by  indirect  violence 
passing  along  the  length  of  a  bone,  or  applied  at 
right  angles  to  the  shaft,  one  end  being  fixed. 

0  0 


^m 


Pig.  207.— A  spiral  Frac- 
ture of  the  riKlit  Tibia 
seen  from  the  Back 
and  outer  Side.  Two 
fiBBures  start  on  the 
posterior  edge  some  2 
ins.  from  the  malleo- 
lus; the  spiral  winds 
up  across  the  innet* 
surface  (dotted  line), 
then  across  the  outer 
surface  on  to  the  \yo&- 
terior  aspect ;  here, 
some  3  ins.  above  the 
starting  point,  it  is 
joined  oy  the  nearly 
vertical  tlssui-e  which 
lies  entirely  on  tlie  pos- 
terior surfoee.  From 
the  point  of  meeting  a 
fissure  b  ins.  long  as- 
cends on  the  posterior 
surface  and  another 
(dotted  line)  not  quite 
so  long  ascends  on  the 
inner  surface  from  the 
spiral  fissure.  No  his< 
tory.  (University  Col- 
lege Museum,  No.  304.) 
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Oblique    traotttres   of  joint  ends— especially  of   tlie  tow«r  foA 
Immerus   and    femur — arise    fi-oni    indirect    violeuci?,    driving 
articular  ends  U>;L(«^tlifir,  so    that    its   maximum  effet^t  falU  oo 
e<i«^'<"  or  half,  which  is  thus  split   nif  (Fig.  292).     Tlir  im»n*  obliiiti 
the  fnw^tun^  anri  tlie  smoother  its  edges,  thn  greater  tiic  t^'ndrnc'j  tol 
di8i)laceinent.     The  dii*ection  of   tlie  fracture  laraely  oontrolu  th 
disj>lac4*inent,  one  surfti^e  serving  as  an  inclined  piano  apon  whie 

the  other  naturaUy  glides.      A 
man  re^milt  of  an  oblique  fmctunt ' 
thr*  fonMation  of  two  fragrnenta^  < 
of  which   looks   like   the    mouth|i 
of    a  clarionet — tliis   m  the  Jrt 
en  bee  de  ^flilfe^  and  is  sf^ecially 
qiient    in    the   tibia   (Fig.   314) 
femur. 

The  spiral  frac^tm^  ifl  m  nut 
rarer  variety*  and  is  seen  chiefly 
the  lower  "half  of  the  ttbia  (Fi| 
207)  and  upp?r  half  of  the  fenrn 
(Fig.  208).  A  fis«ure  witwla 
the  ^liaft  more  or  leas  oblif|lld| 
wimetimes  including  six  or  rtg 
inehei!  Viet  ween  the  point  of  atairtiii 
and  the  [mint  in  the  fisMiure  which 
vertiailly  alxive  it ;  these  two  pi>intl 
are  connected  by  a  practically 
tical  fissure.  From  one  angh^  or  tfc 
other,  either  the  vertical  or 
fissui'e  is  usually  continued,  <  i 
a  neighlxiuring  joint.  The  long  ahai] 
pi>int8  which  result  are  very  lial»le 
pieix^4?  the  ftkin  and  to  cau^e  ^riou 
injury  to  deej»c»r  partJi*  Brun*  «t«ti 
that  a  numljer  of  the  reconletl  ea«iei^J 
though  niniple,  have  Ijeen  brtmght 
liglit  by  the  occurrence  of  suppur 
tion,  gangrene,  or  other  accidenf^l 
Koch  and  Filehne,  by  applying  torsion  to  frf*j*h  Ixmes,  slio'? 
that  a  spiral  fracture  ctjuld  thus  be  pn^iduced  with  great  con^l 
Mtancy,  the  tis-Hure  ascending  to  the  right  or  left  ain^inling  n^  tbtl 
forct»|ws  holding  the  free  end  were  carried  to  the  right  or  left, 

(3)  Lofitfiiiidinal  /ractures  are  very  rare  in  long  l)one^,  if  tiic 
t4^nn  be  u»ed  to  include  only  caries  in  which  a  lione  is  split 
enri  U^  enri  by  a  li«sure  in  or  parallel  to  its  median  plana     Tbep 
are  many  itmUinoe«  in  which  the  pat^'lht,  and  a  few  in  which  a  vef 
tebral  Wly  and  the  sti^nium  have  U^n  thus  fra<:tunHi;  but  Krbnli 
couhl  find  recoiTled  only  one  ai«e  in  which  a  long  hone— the  tihia.^1 
was  split  frum  end  Ut  end  by  the  kick  of  a  horse.     In  Uus  v-  '    r' 

Mubiiidencc  of  early  Hwclhng,  a  longitudinal  groove  could  Ix 


Plff.  30S.-A  Spiral 
Kr»«*tur<!*  of  ihr 
upiH'r  Bna  tit  the 
riKiit  Fetiuir.  Tlu' 
(i|"ir*l  tlMurv  runs 
ffuni  lb«  polut  «f 
tfafiiipperfiainueiit 
(In  thv  IlikeAMpen) 
upwAnlt  and  In* 
warxlH,  windii  U|i 
abd  out  aerrMtf  tiic 
front  of  Ui«  iHittti, 
(dotted  line),  and 
fltiJilly  a»Cf.'n<h  il- 
mtJHt  veH-icidly  to 
the  middle  of  the 
upf'r  «igt'  «f  tiin 
]^'»t  tiTK^hnnter 
lti<»t  shown).     The 

•hou:  n^ 

ATUl 

«ai]i> 

lU 

Uoii.  fcj 

tin*  f" 

Urn.:  „        ^ 

where   ii>c  anit*?** 
Un«    «lida.      (iTnlrrrnlty 
MoavniB,  Nn.  2<»,  a. ) 
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later,  this  filled  with  callus.  A  post-mortem  two  years  later  confinned 
the  diagnosis.  A  case  of  fracture  of  the  clavicle  from  the  acromial  end 
to  a  point  just  external  to  the  sternal  end,  recorded  by  Chassaignac, 
desen'es  to  be  mentioned.  Kronlein  saw  the  humerus  longitudinally 
split  in  a  man  of  27,  wlio  was  endeavouring  to  lift  a  heavy  ladder. 
The  subcutaneous  fracture  suppurated,  necrosis  of  the  fractured 
surfaces  resulted,  and  the  diagnosis  was  made  through  incisions  at 
either  end  of  the  arm.  Recovery  was  complete  only  after  two  years, 
the  shoulder  and  elbow  being  completely  ankylosed.  KrOnlein 
recorded  also  three  cases  of  longitudinal  fracture  of  tlie  proximal 
phalanx  of  tlie  fourth  and  fifth  fingers  ;  union  was  slow,  and  a  good 
deal  of  stifihess  remained.  A  few  almost  complete  longitudinal 
fissures  of  long  bones  have  been  figured.  This  fracture  has  not  been 
produced  experimentally.  The  points  which  would  probably 
characterise  a  longitudinal  fracture  are  : — Early  swelling  along  the 
whole  length  of  the  bone  ;  possibly  the  detection  of  a  longitudinal 
fissure  in  a  subcutaneous  part;  no  angular  or  rotatory  deformity, 
no  shortening ;  crepitus  throughout  the  length  of  the  bone  on 
pressing  the  fragments  together,  on  moving  them  upon  each  other,  or 
in  rotating  a  distal  portion  of  the  limb  ;  swelling  and  tendtme^^s  of 
the  joint  at  each  end  of  the  broken  bone.  The  prognosis  is 
necessarily  less  favourable  than  in  less  extensive  fractures. 

Separation  of  8maU  fragments  of  bone. — The  breaking  oflf  of 
a  bony  process  undoubtedly  constitutes  a  complete  fracture  ;  but  it 
does  not  destroy  the  continuity  of  the  weight-l>earing  or  force- 
transmitting  portion  of  the  bone,  and  this  has  often  led  to  the  placing 
of  these  fractures  among  the  "  incomplete." 

The  amount  of  bone  broken  or  torn  off 
varies  from  a  thin  surface  layer  to  which 
a  tendon  is  attached,  to  a  whole  process 
with  more  or  less  of  the  adjacent  bone.  The 
cause  may  be  direct  violence — as  when  the 
acromion  is  broken  by  a  fall  on  the  point  of 
the  shoulder,  the  coracoid  process  by  a  wheel 
passing  over  its  point,  or  the  spine  of  a 
vertebra  by  a  blow.  Or  the  cause  may  be 
indirect  violence,  of  which  the  following  are 
examples — fracture  of  the  head  of  the  radius, 
or  of  part  of  the  lower  end  of  the  humerus 
from  a  fall  on  the  hand  ;  or  tension  of  a  liga- 
ment, stronger  than  the  bone  to  which  it  is 
attached,  which  it  then  tears  off,  e,g,  fracture 
of  the  epitrochlea  in  dislocations  of  the 
elbow,  fracture  of  the  styloid  process  of  the 
ulna  in  Colles'  fracture,  and  many  other  small 
fractures  accompanying  dislocations ;  or, 
lastly,  fracture  of  the  tuberosity  of  the  os 

calcis,  or  of    the    great  tuberosity  of   the  humerus,  from    tension 
of  muscle,  probably  always  due  to  contraction. 
o  0  2 


Fig.  200.— Extensive  Com- 
uiinution  of  0«  Calcis,  lron» 
a  lunatic  who  Jani)ie<l  from 
a  third  floor  win<lo>«  and 
alighted  on  his  feet.  The 
fVacture  was  simple.  (Char- 
ing Cross  Museum,  No. 
421.) 
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Fig.  -JIO.— L^  Bones  (vl«««M  froin  th«  FrouX) 
ftflcr  AnipoUtinn  frvr  a  rnin  pouml  cornuil- 
iiut«(!  Ft*eti»7r  '  r  ' 

ilMt  Qbul«r 

.     .-^ Miut|«f  Mt>««l 

tit  tb>  Qliift  UD  lo  ilir  initi  r  HtirfiiCB.  wbtrro 
It  torttit  lUf  vt*P«r  edirt  uf  tba  «%(!  (ttrnwu. 
Two  v«rtl«ftl  llMurt^.  *  mftd  e,  tire  Men :  tbajr 

Ar«  jOtnMl  Hi    ll   UR   tbr    »iiMTiLrf.li.r     ■lUrtttCf 

in«iit  fMttwvrn  m.  <t,  1^  jlii 


fuMik  uy  Md  in 


(b)  a  frnetuit*  in  mM  to  W»  ^^im- 

minuted  whf?n  either  n  wh**!**  Umt 
is  broken  into  bitK  (Fig.  "209),  «jr 
when,  tLH  in  more  eomnton^  ftpUoten 
art"  lji\jken  off  fruni  lUe  fvrifUAnr 
fmf^menU  (Figs.  *i08  nwc]  211).  Tli 
fftdditiim  cif  a  tlunJ  snmll  fragiiMnii 
is  hai*dly  in  ficfurtlariot!  witii  Use 
idea  suggenteci  hy  tln^  Utiii  ^*r(iiii- 
minuted";  but  we  hjivp  no  oih#^ 
g<?neral  term.  Comtniniitiuo  h  a 
freqii€»nt  rvwult  of  direct  violenor, 
tfUchiiH  (lie  iitj|Miet  and  wedge-ttetiiin 
of  a  bullet,  or  the  pa^M*^  iif  i 
wheel  ovLT  a  part ;  but  it  w  t4icn 
caused  by  indirect  vicileocr  alutk 
Thufl,  in  fractures  due  t^i  bending 
there  is  a  tendency  towiutls  the  hr- 
mation  of  a  wedge* 
shaped  fragment 
on  the  eonca%"t? 
side  (Fig.  203,  i>), 
which  again 
may  be  bix>ken 
into  many  piea***; 
in  Hpiml  fnictun** 
a  losr^nge  -  shaped 
fnigtnent  ik  some- 
times  separated 
l>et\veen  the  spiral 
fisMuiv  abtive  ami 
liolow,  and  two 
vertical     fi»- 


.  ]nmu 


tiuren,    one    t>n 

each  side  (Fig, 

210);    and   an- 

other  exam  J  lie 
is  yielded  by  the  sph'tting  up  of  the  lower  end 
of  thr*  radium  by  impaction  into  it  of  the  shaft. 
The  Hplinteni  may  l>e  in  Htttf  or  mtire  or  le«« 
widely  di>iplaced  into  the  sumjunding  t>art«  : 
tbej  may  be  more  or  less  ctm^pletely  strippetl  of  p^.  tiu— a  ^*w^m^mm  tt 
perioirtfruiil.  Sometimes^  especially  over  Kpcmg>'  ^f'*"^'^^**/^^ 
bone?*,  tht*  periosteum  i.s  but  litt It*  toni.    Usually     tmntmm 


the  injury  to  s*»ft  partes  is  pn>p<ji'tionate  t^>  the 
comminution  ;  but  the  skin  may  pi-e^^iervc  ita  con- 
tinuity over  pul^Hvl  Moft  piartH  and  innumerable 
bony  fragmontM  (Fiij.  209)*  On  the  whole,  com- 
minuted fnictui'e^  of  the  lihaf  t«  of  long  bones  are 


loipuvr  poll  of  Urn  tmtU 
Tills  «iMt  li  aUgMf  am^ 
lulnulPiL      m*    toelM* 

^     I  Miuntfa.  9^  Mil 
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to  direct,  oi  the  ei«iphyse.s  and  spine  to  indirect 
violence. 

The  Y-  iind  T-shapffl  fractures  ot  the  lower  ends  uf  tlie  femur 
(Fij?.  211)  and  humerus  {¥i*i;.  255)  api»ear  to  arise  fmiii  Uith 
direct  and  indirect.  vir»|pnce ;  in  aoine  cusvh  it  is  thought  that  the 
shaft  is  driven  downwarrls  tvn  a  wedge,  and  spHts  the  joint  end  intti 
two  pieces  (indirect  violence)  :  in  utherH  (direct  violence)  that  the 
patella  or  olecmnon  act«  as  a  weilge,  and  starts  the  fractun^  bj  a 
iissure  from  the  joint  sui-fatM*, 

llaitl»l€  fractures  of  Imnes — 1\^.  two  distinct  fractures,  sepa- 
rated by  a  considerable  piece  of  unl>roken  Imne  (Fig.  212) — are  i-are  ; 
they  i»ccur  chie%  in  the  lower  jaw,  ribs,  and  long 
iHines,  and  almost  always  from  direct  viiilence. 
Natumlly,  the  ditttculty  of  keeping  the  fragments 
in  position  is  except toiiai  'fhc  f>assage  from  a 
oomminuted  fracture  to  a  flouble  fmcture  is  ob- 
viously grtduah  More  than  two  distinct  fnictures 
in  the  length  i>f  am*  bone  an*  \ery  rare, 

$iiiiullaiit*aii^  fr»c tares  of  many  lioues 

in     the    same 


*K.^'"^^ 


^'^ 


•I?,— A    fl^Mllll.. 


m  u*«r  tlie  eeiirtw  of  th«  gr^-^*   ~  1  Uotch, 

Tf JllyjH  ;    till!    IllitltJU*  frt»4i1tlf'lit     v^,^'    limWIibt 

hy  tfit*  hrAchiHlU  iintlrui*,  uinl  llur  U*ai\  r>f 
It.    (University  (Vllegt'  Mti*i<uti4,  No.  >o^\) 


or       di  flerent 

parts  are  com- 
mon, Espe* 
cially  is  this 
the  ca,se  with 
l-nmes  i»f  the 
same  part, 
which  are  fre- 
ijwently  ex- 
posed to  the 
same  ^'iolence, 
]  n  the«e  in- 
juries  the 
diagnosis  is  generally  rendered  easier  ;  the  pi'ognosis,  as  regards 
function  of  the  pjirt,  and,  in  the  ca^e  of  the  ril>s,  as  regards 
life»  more  serious.  Simultaneous  fractnre  of  sevenil  bones  in 
ditferent  parts  of  the  Ixxly  results  only  f njin  the  most  severe  injuries, 
in  often  tissc»ciat<xl  witli  l(*sion  of  important  organs,  and  a  very 
distinct  mortality  arist*s  directly  from  sh<x^k.  Should  these  dangers 
f  esca|M.'d,  the  various  fracturf\s  usually  heal  welL 

Traumatic  separation  of  epiphyses.— Though  not  strictly 

fr»M?tuivs,  the  two  injuries  an*  chisely  allied,  being  due  to  similar 
violence,  pnesentirig  similar  signs,  and  requiring  similar  treatment ; 
oftven,  ind»*<Hb  they  are  com! lined.  Yet,  as  sej»arations  of  epiphyses 
pre?ient  certain  clinical  f>eculiarities,  they  nmst  be  specially  treated 
ot  They  are  no  longer  regarrlexl  as  very  rare  accidents ;  but,  owing 
to  ditHculties  in  diagnosis,  we  are  unuble  to  say  more  than  that 
they  are  much  les«  common  than  fractun»H, 

Epiphysial  dis*:^  have  been  found  in   hmg  IrKinos  as  late  an   30, 
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i>ut  no  ceruin  cases  of  aepAri&iinti  seem  to  have  l>eeii  reconji^i  uiiiv 

lil,  tit  wliich  (i^e  all  inijH*rt^iU  epiphyses  have  uttually  uiuUhI. 

Ag^e* — A»  the  violence  nece^kiurT  to  se|j>amte  tm  »'|  -^^^  -  --  ]%  ctm- 
»itit»rable,  mid  as  young  children  aii3  mon*  carefully  )<  •  r  t^bia 

oldercines,  then**  accirlcnta  are  commoner  after  than  U^i>>n'  uie«ge>li 
lU,  being  most  frequent  lK*twet?n  i*)  and  17  (Brum*) ;  hut  in  oOie  vam 
conipoumi  .separation  of  the  lower  tibial  epijihysi^  wa8  pniituct!i(i  tn  • 
five  months'  ftetu«  by  the  mother's  falling  fn^ru  a  iKMtjht  *m  !<♦  ih* 
alx lumen  :  and  there  is  a  considerable  group  of  c;i  --^ 

tin*  up]>er  epiphyiiii*  of  the  humerus,  due   lo   ini     ^  n^ 

delivery. 

Meat. — As  to  the  frequency  with  which  different  epiphyiH*  iuy 
affected,  the  be,st  criterion  is  prolmbly  art^jntltnl  by  the  8tiit4!«0f9iti 
of  the  nundier  of  cfvies  which  have  couje  under  the  notien  *i 
Mr.  J.  Hutchinson,  junr.^  at  the  London  Hoi^pitaL  Mr.  Huteliiniuti 
during  Honie  yearn  saw  17  caaea  of  separntiun  of  the  lower  ndud 
epiphysis,  14  or  lo  of  tlie  lower  humenU,  13  of  the  upper  humrT«l, 
and  10  of  the  lower  femoi^l  All  ai-e  agn^ed  that  tbeutt  an*  the 
epiphynen  most  eomnionly  sepai"ated  ;  but  a^  to  the  exjict  order  *4 
frequency,  authors,  iKising  their  statements  on  collect  ion  a  of  recorded 
cases,  differ.  Thus  Mr.  Hutchinson's  collection  of  over  H5Cl  rtv^r^  *r^^^?^ 
the  following  rt*Hult8: — Lower  femoral  epiphysis,  75:  J, 

66:  lower  radial,  51;  lower  humeral,  52;  internal  »f  -sj 

lower  tiliial,  27;  upper  femoral,  26  (?) ;  great  trix'hanier,  11  ;  upper 
tibial,  lU  ;  tibial  tubercle  alone,  6  ;  lower  ulnar,  G;  up|)er  libiiljir,  4; 
clavicular,  3 ;  upper  radial,  upper  ulnar,  and  lower  tibuUr,  !i  c«di ; 
small  trochanter,  I. 

C  aiidilioii  of  tilt*  |i«irti*.— The  force  rec^utred  completely  to 
det4ich  an  ejiqih^'sis  is  considerable,  though  no  doubt  slighter  vk 
often  prtKluecH  incomplete  detachment  or  separation  without  dia 
ment^-the  rval  nature  of  the  injury  Ijeing  nii^j^.  The  [lertostemiii 
is  the  muin  obstacle  to  seimration,  the  force  I'equireti  lo  l*^r  tvff  lai 
epiphysis  after  cait?ful  divi,sion  of  the [>erio3teuni  fjeing  m\n>r  rrb 

of  that  required  when  this  membrane  is  intact.     The  pi  i  -if 

a  growing  l>one  is  specially  thick  near,  and  h;*s  a  cUise  at  >i  n*  i  * 
to,  an  epiphysis.  When  the  latter  is  detacheti  inmi  ih**  shriir  rik, 
perioateum  may  l)e  merely  loosened  round  the  hitter ;  but  if  tlit 
epiphysis  be  much  dispW^ed,  the  end  of  the  shaft  teAPi  a  hale  for 
itself  in  the  penoi^t^d  tulje  on  the  side  towards  wliieh  il  b 
moving,  and,  after  tluH,  the  epiphysis  carries  the  periosteum  wtlli  ii^ 
Btripping  it  off  the  shaft  (Figs!  213  aiid  268).  Tliis  extnuRTs 
denudation  is  peculiar  to  the  injury,  and  is  due  to  tlie  toughnew  cif 
the  penosteuui  and  the  looseness  of  its  attachment  t**  thr  lihiilt. 
8ttll  more  imp>rtant  is  the  exact  pi  ami  in  which  tbr^  dppADitioa 
takes  ptac^e.  The  main  part  of  the  rpiphysial  rlisc  alm'wt  alw«y9 
adliertvi  to  the  epiphytfis,      Brun«  ealtected  61   cases  in   i*li  'fo- 

ments were  made  on  this  |K^int.     fn  5,  all  ixx^urring  in  ti  ^ 

yejLrSf  the  cleft  traversed  the  disc  about  midway  between  %hm  wk»mH 
and  the  epiphytic,  the  surface  of  each  being  smooth  And  <mrtilA«iv 


I 
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covered.  In  23  the  cleft  traversed  the  zone  of  calcification  between 
the  cartilaginous  disc  and  the  shaft,  for  the  disc  almost  invarial>ly 
adheres  to  the  epiphysis  more  strongly  than  to  the  shaft ;  both 
fragments  then  show  elevations  and  depressions,  and  present  small 
calcified  particles.  Detachment  in  this  plane  is  the  rule  in  early 
childhood.  These  two  varieties  may  be  8]:x)ken  of  as  pure  epiphysial 
separations.  The  remaining  33  cases,  all  between  10  and  20,  were 
mia^  epiphysial  separations  and  fractures — the  cleft  lying  to  a  greater 
or  less  extent  in  the  shaft  parallel  to,  but  just  })eyond  the  epiphysial 
disc — so  that  both  fragments  are  coated 
with  bone ;  or  in  the  calcifj-ing  zone  of  the 
epiphysis  at  first,  thence  passing  obliquely 
into  the  tissue  of  the  shaft  (Fig.  291).  The 
"  mixed  "  variety  would  appear  to  l)e  tin* 
commoner,  but  the  numbers  are  too  small 
to  decide  the  relative  frequency  of  these 
varieties.  Whether  or  not  separation  of 
an  articular  end  will  open  into  a  joint 
varies  with  the  epiphysis,  and  even  with 
the  age.  Thus,  at  birth,  separation  of  the 
upper  epiphysis  of  the  femur,  which  in- 
cludes head,  neck,  and  great  trochanter, 
would  be  extracapsular  ;  three  or  four 
years  later  there  are  separate  nuclei  in 
both  head  and  great  trochanter,  the  neck 
is  fully  ossified  from  the  shaft,  and  a  sepa- 
i*ation  of  the  upper  epiphysis  (head  only) 
is  entirely  intracapsular. 

Sii^s. — These  vary  with  the    degree 
and  plane  of  separation,  but  the  age  must 

always  be  such  as  to  render  the  accident  pj^  ,13  _s^j,,„^i„„„fEpip,.y,i, 
possible.     In  well-marked  cases,  deformity,    of  gmit  Trochanter  with  wide 
abnormal  mobility,  and  crepitus    are  pre-    ?rmn  the^si.ak"  a^jmio^^^ 
sent.     Crepitus  is  soft  when  the  cleft  lies     i'***'  Mu«emii.) 
wholly  in   cartilage,  rougher  when  it  tra- 
verses the  calcifying  zone,  best  marked  when  it  invades  the  shaft. 
In  pure  cases  the  plane  of  separation  corresponds  with  the  position 
of  an  epiphysial  disc.     The  end   of  the  shait  may  have  a  charac- 
teristic form,  and  is  usually  convex,  the  epiphysis  being  correspond- 
ingly concave — points  easily  concealed  by  thick  covering  or  swelling, 
and  last  in  mixed  cases. 

Dlai[no9l9. — These  accidents  are  distinguished  from  disloca- 
tions just  as  are  fractures  of  articular  ends.  Dislocations  of  the 
elbow  are  most  frequent  Ixjtween  5  and  15;  otherwise  separations  of 
epiphyses  almost  replace  dislocations  up  to  20.  From  fracture  of 
the  articular  end,  separation  of  the  epiphysis  is  distinguished  by  the 
plane  of  separati(m,  the  form  of  the  fragments,  perhaps  a  charac- 
teristic deformity,  and  the  quality  of  the  crepitus.  The  age  may 
decide  in  favour  of  fracture. 
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Sepat-ation  of  an  opipbysiii,  without  displaceiTunit  cir  tc«rag 
the   p^riosteiini,   ciiii  !»*  characterised  only  by  slight  mobility 
erejiitus.      Partial   sepanition   ih  mireoognis*iblc  unk88  aecsoiDfiiilli 
by  a  greeuatick  fracture  and  deformity.     Such  injuries  »fv  um 
t*iken  ftir  I'wwl  sprains,  and  are  proljably  SK>metiiue8  £ollowi?d  by  inh 
paimd  gn»wth. 

Tlie   t»rii|^iio%ifi  hart  some  siJecial  [xiintH  in  iL      Creneimlly 
/arhctitnis  of  a  joint  are  threaiejwd  Ijv  p>t*rnmnent  disjilacesietti 
by    callus     which    tends    tcj    luxuriance    owing    to    the 
stripping;  up  t>f  |>eriosteum. 

^upjHtrtttion  luid   it^crmia  have  occuired  with  un*  iietict 

as  comparer!  wiili  fractures* — a  fact  connected  by   -•  •  li  thp 

wide  sM^paration  uf  perioHteuni,  which,  at  all  events,  impliett  a 
area  of  injuretl  tisAuen,  in  which  pyogenic  organisms  would  be  UL-.. 
to  settle  and  grow.  Again,  the  deep  hiyer  of  the  peruwiniiii, 
like  the  junction  of  epiphysis  and  ^haft,  is  lictively  gn>wio|r,  jmd 
very  vascuhir,  and  we  know  from  experience  of  acute  inflictive 
OBteomyeb t iM  and  fieri* »stitis,  that  tbefte  tissue^s  aiv  specially  lijU^lr  to 
the  attack  of  pyogi^iiic  *>rganisms.  But  these  conHiderationn  aflbnl 
a  by  no  means  complete  explanation  of  the  Oi?curr^'nw  of  «ii|»pafii- 
tion  ;  for,  as  Hutchinst»n  pjint^  out,  no  suppuration  cK-currwi  lunoog 
twenty-four  cjises  of  detachment  of  the  lower  huiuerai  epi|ibyiiii» 
whilst  it  followed  in  six  out  of  ten  ca8t*»  in  which  the  gnsii 
trL»chaiit€»r  was  cc»neerned.  Possibly  this  may  Ik*  acc^mnted  for  liy 
the  fact  that  the  great  triK-liantcT  is  generally  fletAt^htni  by  cHrrti 
violence,  fr«»m  which  widespre^tfl  injury  of  soft  part*  resuIlA*  Abi»* 
sion  of  the  skin  wuuld^  of  course,  incn^ase  the  liability  to  icileetiMtu 

All  authorities  seem  now  agreed  that  marked  impnirm^^  iff 
growth  is  only  an  exceptional  result  of  them^  iiccidents.  £xpm* 
ments  on  animals,  the  prolonged  observation  of  caaes  occurring  in 
nrin,  tln^  rarity  of  shortening  aft^r  Ogston^s  iipc*ration  and 
''  redresspment  forci?  "  for  genu  valgum,  the  faihire  even  of  HU[*{»ur«r- 
tive  ejiiphvT^itii*  always  to  ai'rest  gn>wth,  coincide  to  sht>w  thit  th^ 
epiphysjjil  ilisc  resists  injury  stntngly.  J,  Hutchinson,  junr>  has 
followtHrl  uf»  six  cases  of  separatitui  of  the  lower  radial  epiphy^in,  in 
ouly  «Mif  of  which  did  marked  shortening  occur.  Even  reHectiaii  iiC 
a  ftroti'udiiig  and  irrerlueiblc  t'lid  of  a  shaft  does  tiot  necei»aiurily  stop 
all  gnjwth.  And  we  may  reujill  here  that  iletjichment  of  f*pipby«K9 
is  m*i«t  c(»mmon  at  an  age  when  the  grtiwth  to  be  e»xpr<'ted  fmoi  all 
epiphyseM,  except  those  of  tha  lii-st  importanoe,  is  so  slight  ii«  to  bd 
negli;^d)h\ 

Tlie  nio<it  important  factors  in  producing  arrest  of  grp'irth 
(1)  The  plane  of  se|>aratioti.     Proiiably  the  danger  ia  greatest 
the    *'prepai*atory   jei^me "   oi    pn»liferatin^'    cartiUge   eella    \a 
through,     (2)  Permanent  disphicemcnt  of  the  epiphysia  :  in 
displaced    *«piphywial    iliscs    unilergo    rapid    atrophy    (Hu' 
(3)     Any    inHammation,    es|>ecially    suppunitive.       (I)     MoeliAiiaoiil 
drxtructitm  of  gn>wing  cells  oy  rough  manipnlationM,  wbidt  wilt 
excite!  inflammation. 


). 
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The  earlier  the  injury,  and  the  more  important  the  epiphysis, 
the  greater  will  be  the  shortening.  Cases  of  five  and  six  inches' 
shortening  in  the  humerus,  after  early  separation  of  its  upper 
epiphysis,  have  been  recorded,  the  arm  being  otherwise  well  de- 
veloped. When  growth  is  arrested  in  one  of  two  parallel  bones, 
however,  the  result  is  more  serious,  for  the  other  necessarily  curves 
as  its  length  increases. 

Separation  of  an  epiphysis  may  be  compound  or  complicated  by 
the  various  injuries  to  soft  parts  given  under  fractures.  Irreduci- 
bility.  is  generally  due  to  the  shaft  being  caught  in  the  hole  in  the 
periosteum,  through  which  it  has  protruded,  or  to  the  slipping  of  a 
tendon  between  the  fragments.  In  compound  cases  it  has  oc- 
casionally been  found  necessary  to  saw  off  the  lower  end  of  a 
protruding  shaft ;  in  simple  cases,  otherwise  irreducible,  an  open 
operation  would  often  be  indicated,  either  to  avoid  arrest  of  growth, 
improve  function,  or  relieve  surrounding  parts  from  pressure,  the 
epiphysis  being  pinned  to  the  shaft  if  necessary. 

Displacement  of  the  fragments  in  fractures  is  very  variable 

and  important — for  displacement  gives  rise  to  deformity,  one  of  the 
best  signs  of  fracture.  It  may  prevent  the  (eliciting  of  crepitus 
and  abnormal  mobility  in  the  length  of  a  bone  ;  and  it  may 
prevent  union  by  separating  the  broken  surfaces.  Unreduced  dis- 
placement may  impair  or  annul  the  utility  of  a  part. 

There  may  be  no  displacement ;  this  is  most  common  in  incom- 
plete or  transverse  toothed  fractures,  in  fractures  of  one  of  two 
parallel  bones,  and  of  bones  covered  with  dense  fibrous  tissue,  which 
sometimes  escapes  untorn. 

As  a  rule,  the  fragments  are  displaced  in  one  or  more  of  the 
following  directions : — 

(1)  Angular  displacement  is  very  common,  and  does  not  cause 
any  noteworthy  separation  of  the  fragments.  It  is  the  only  form 
possible  in  incomplete  (Fig.  205),  subperiosteal,  and  deeply-toothed 
fractures  ;  it  is  the  usual  displacement  in  simple  transverse  fractures, 
and,  coupled  with  overlapping  of  the  fragments,  is  frequent  in  oblique 
fractures. 

(2)  Lateral  displacement  alone  is  somewhat  rare,  and  occurs  in 
transverse  or  nearly  transverse  fractures  (Fig.  217).  When  incom- 
plete, the  broken  surfaces  are  not  entirely  separated  ;  but  when  com- 
plete, longitudinal  displacement,  separating  the  raw  surfaces,  is  almost 
certain  to  be  added  (Fig.  214).  Some  lateral  displacement  accompanies 
the  longitudinal  displacement  usual  in  oblique  fractures  :  whether  the 
broken  surfaces  are  separated  in  this  case  depends  on  the  amount 
of  shortening. 

(3)  Longitudinal  displacement  includes  several  varieties: — {n) 
Overlapping  of  the  fragments — which  lie  side  by  side  instead  of  end 
to  end — is  the  commonest.  It  is  usually  present  in  oblique  fractures 
(Fig.  288),  also  in  transverse  fractures  after  complete  lateral  dislocation 
(Fig.  21 4).  The  surfaces  are  more  or  less  completely  separated,  and  the 
limb  shortened.     Sometimes,  in  comminuted  and  in  Y-fractures,  tlie 

0   0* 
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shaft  lii^s  loonely  aruuiig  ov  l*etween  tlie  f ragmen t«.  (h)  loifmctiiin,  - 
One  frapnent  m  driven  into  the  other,  Ijeconiiiig  i^x*si  motv  tir  Itm 
firmly  in  it  { Fign.  280,  317).  Akuost  always  the  ^iniUler  frngtornt  i»  ini- 
p4U*U^  in  the  larger- -#".</.  th«  head  of  the  humerun  int4»  the  Nliaft  ntvti 
tu lie rasi lies,  the  shaft  of  the  humerus  into  the  tuWn»8itieH  aiitl  hi^iMi, 
and  HO  forth.  Obviously,  only  a  |>Hrtial  uupActn-m 
— f.fj,  of  one  edge — uf  a  larger  fitLgiiienl  cam  uke 
phice  into  a  KUialler.  The  caiiec*l]ou»  entU  ui 
Imu^  Uines  are  alnittHt  the  Hole  H4«at«4  of  importifm. 
11"  the  imjMieting  t'trree  be  gn*rtt,  th»*  im|>itr*t«i 
fragment,  mating  as  a  wedge,  may  ^j  '' 

fragment  into  whieh  it  is  Hrivenp  aiM  ^^ 

itjself,  8oTue  other  deformity,  angular  or  rot*- 
tury,  almi^st  always  *Lccompanie«  im^iacttoii.  Su 
long  H»  impaction  pernbta,  the  conditiofiit  ftf« 
ttifmi  favourable  to  union.  (c)  Dtatttiuts  ix 
disiti-aetion, — The  bmken  surf»ues  are  tlnivii 
apart  Thin  in  very  rare  in  long  Um«*»,  but  in 
said  to  have  tjccurnnl  in  tlie  humi*ruH  fn>m  tlju 
c< mutant  drag  of  the  flistal  jHirtion  nf  '  '  lU 
On   the  other   liand,  hiiigitudinal   8*  ;  *4 

the  fragments  is  usual  in  tran«v»T>rt'  ira4.tiir*« 
iif  ihr  jtatella  (Fig.  307)  and  olecnificm  the 
fibrouji  eoveriiig  Ijeing  torn — and  in  fracturni  i«f 
the  euiiK'oid  { Fig.  245)  and  ^i<*ronii«»n  Thi.-*  tiv^ 
phtcement  in  mo«$t  unfav(»uraiile  to  Ujny  aoioa 
(4)  Rotator  if  (iUpfiiceni^tU  r**««i'd  tJi.>  L*n^ 
fix  18  of  a  long  bone  is  common,  •  ii^ 

rarlius  (Fig.  2(>0)and  the  lower  Innt*  .^.-iif -.  \ti^ 
315).  In  the  raiiiuH,  rotatitiu  outwards  i4  the 
nftpt>r  fragment  in  fraeturen  aht»ve  ilw  inrnTticii 
of  the  jir<»nator  nulii  tenm  b  tb«  rv'^ult  of 
unM}>pi»8eii  eontractionii  ui  the  bicrpi»  mnd 
supinator  brevin.  But  in  tlie  lower  limb  ilip 
natural  tendency  of  tiie  extix^mity  i*  to  rDtAtiim 
out,  and  this  \s  cheeked  hy  tcnHion  of  the  fn^ifit 
of  t!ie  hip  ca|xsule;  when,  by  fracture,  thia  check 
in  removed,  the  part  Ijcyond  tl»e  fr»cltijv 
ol levH  the  dictates  of  gravity.  BolaCiiMi  of 
a  fragment  round  it«  tmnaverne  ajtis  U  vrry 
rare.  The  heatl  of  the  humerus  luu»  tuon*  tlian 
ouoe  bet!n  found  thuM  rotnted,  eveji  mt  far  tiMt 
iti»  caHilagi^-covered  nurfjuH!  rested  ogaiiMt  thit 
hi^,  /  tulK*n>sitie». 

J^^  ,  (*>)  D^fpres^ioru      Part  rjf  &  \Mm%  < 

im^)  «^f  one  or   many  fragment**,  may  Ije  de|i 

tielow  the    general  le\el  of    the  ^urtacc  %d 
bone  ;  tlii*  i>  In'^t  tjeen  in  the  KkuU  l^onen* 


Fragment^  co^pecially   of   conmunuted   fniciiur»i   nmy   W  clii> 


1 
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iTAliU  And  itiWAfila,  iif 
lite  luwi'T  fmifiij^nt, 
ftilluwrd  by  iMMrktoi 
AVi<rl«i<i»itijc.    <  hi«  cim- 
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placed  in  modes  and  in  directions  which  do  not  admit  of  classifi- 
cation. 

Causes  of  displacement- — The  direction  and  nature  of  the 
line  of  fracture,  though  not  causes,  have  a  most  important  influence. 
The  more  nearly  transverse  the  line,  the  more  irregular  the  surfaces, 
the  less  the  tendency  to  displacement,  and  vice  versd.  Also,  any 
lateral  displacement  is  usually  determined  by  the  direction  of  the 
broken  surfaces,  which  glide  on  each  other.  For  instance,  in  the 
upper  third  of  the  femur  the  usual  line  of 
fracture  is  from  above,  downwards  and  for- 
wards, and  the  lower  fragment  glides  upwards 
and  backwards  under  the  influence  of  the 
hamstrings  ;  as  it  does  so  it  hitches  against 
and  pushes  forwards  the  upper  fragment,  thus 
helping  the  psoas  to  flex  it  (Fig.  284).  If  the 
fracture  line  tend  inwards  or  outwards  in  its 
course,  the  lower  fragment,  as  it  ascends,  will 
push  the  upper  fragment  inwards  and  outwards  ; 
and  lastly,  if  the  line  Ije  unusual — i.e.  from 
above  downwards  and  backwards — the  lower 
fragment  rises  in  front  of  the  upper,  and  by 
its  weight  annuls  the  effect  of  any  conti-action 
of  the  ilio-psoas  which  may  occur ;  it  thus 
prevents  the  usual  deformity  (Fig.  285). 

The  actual  causes  of  displacement  are  : — 
(1)  The  fracturing  force  which,  continuing  to 
act  upon  the  fragments,  drives  them  before  it. 
Certain  displacements  —  e.g.  impaction  —  are 
always  due  to  this  cause.  (2)  Elasticity  of  the 
soft  parts.  (3)  Muscular  contraction,  formerly 
assumed  to  be  constant  or  "  tonic."  But  this 
is  not  the  case.  The  muscles  contract  inter- 
mittently under  nervous  stimulation,  voluntary 
or  involuntary,  and  produce  an  effect  upon  the 
fragments,  which  is  the  resultant  of  the  various 
forces,  and  the  resistances  which  they  have  to 
overcome.  Frequently  fragments  are  displaced 
by  muscles  which  have  no  opponent  attached 
to  the  fragments — e.g.  the  upper  fragment  of 
a  radius,  broken  above  the  pronator  teres,  is  completely  supinated 
by  the  first  contraction  of  the  biceps  ;  there  is  no  muscle  on 
the  fragment  which  can  pronate  it,  so  we  have  no  choice  in  our 
treatment  but  to  carry  the  lower  fragment  to  the  upper.  Again, 
gravity  is  the  only  force  which  would  naturally  tend  to  undo 
shortening  produced  by  muscular  contrtiction,  but  its  power  to  act 
is  often  annulled  by  the  horizontal  position.  Muscular  contractions 
are,  therefore,  a  very  important  cause  of  displac^enient.  (4)  The 
weight  of  the  part.  Almost  invariably  the  lower  fragment  of  a 
fractured  spine  drops  backwards,  and,  unless  carefully  supported, 
0  0*2 


Fig.  iir..— A  left  Radius 
repaired  after  Fracture 
in  the  upper  Third  of 
its  Shaft.  The  upper 
fkngment  is  fully  supi- 
nated ;  the  lower  in 
drawn  up  and  in  by  the 
pronator  teres.  (Uni- 
versity Collejje  Mu- 
seum, No.  2(K».) 
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the  distal  portion  of  a  broken  limb  tends  to  dangle  from  the  upper 
when  the  latter  ia  raised.  It  is  gravity  which  cau.ses  eversion  in 
fracture  of  the  thigh.  (5)  Eixtemal  force.  Unskilful  lifting  or 
handling  of  the  part,  or  the  bearing  of  weight  on  a  broken  limb 
may  produce  disastrous  results,  protrusion  of  a  fra^^ent  thraujdi 
the  skin  being  common.  Faulty  apparatus  used  in  the  treatin«*nt 
is  another  common  cause  ;  thus  the  tendency  of  all  leg  splints,  with 
a  vertical  foot-piece,  is  to  hold  the  foot  vertical  while  the  upj:H?r 
fragment  rotates  out.  The  tendency  of  Liston's  long  splint  is  to 
produce  angular  deformity  of  the  femur  outwards,  or  forwards  and 
outwards  (Fig.  286),  and  rotation  of  the  lower  fragment. 

Displacement  due  to  the  fracturing  force  is  often  spoken  uf  n& 
primary^  while  that  due  to  all  other  causes  is  secmidary — a  dis- 
tinction of  little  value  ;  for,  in  point  of  time,  the  other  causes  may 
act  simultaneously  with  the  fracturing  force,  and  muscular  contractiun 
may  l>e  the  sole  cause  of  displacement.  The  terms  early  and  lat€ 
displacement  are  more  useful,  as  distinguishing  between  displace- 
ment found  8<x)n  after  the  occurrence  of  the  fracture  and  that 
which  may  subsequently  occur,  gradually  or  suddenly,  owing  to 
unlocking  of  fragments  or  yielding  of  restrainiri^  soft  parts. 

THE   SIGNS   OF   FRACTURE. 

In  making  an  examination  for  fracture  a  regular  order  should  be 
followed,  the  object  being  to  effect  an  accurate  diagnosis  without 
inflictijig  more  pain  upon  the  patient,  or  more  damage  upon  the 
tissues,  than  is  absolutely  necessary  ;  consequently,  crepitus  is  not 
the  first  sign  which  should  be  sought  for,  and  movements  of  die 
fragments  should  be  practised  only  with  care  and  gentleness.  The 
chief  points  to  which  attention  must  be  paid  are  : — The  detection 
of  a  fracture,  its  position  and  direction,  the  number  and  relation  of 
the  fragments  to  each  other,  the  condition  of  the  soft  parts  near  the 
fracture  and  of  the  joints  in  which  the  injured  bone  takes  part.  The 
best  plan  is,  first,  to  inquire  into  the  history ;  then,  to  expose  the 
injured  part  and  that  which  corresponds  to  it,  place  them  as  near!? 
as  possible  in  similar  positions,  and  carefully  compare  tkeio  hf 
inspection  and  measurement ;  lastly,  to  palpate  the  part«  and 
endeavour  to  move  the  fragments  on  each  other.  Thus  we  may  hope 
to  detect  the  signs  of  fracture  present  in  any  case. 

The  signs  of  fracture.— These  are  :— (1)  Pain  and  tendemeis 
(2)  impairment  or  loss  of  function,  (3)  deformity  from  swdling  or 
displacement  of  fragments,  (4)  abnormal  mobility,  una  (")  wa*  ^-'i.*-. 

In  the  history i  inquiry  should  be  made  as  tu  :^The  time  uhI 
exact  mode  of  occurrence  of  the  accident,  to  dt-tennini*  thf  p&m 
likely  to  be  injured,  and  the  cause — ^whether  lau^^ubtr,  indtifc^i 
or  direct  violence ;  how  it  acted,  and  what  kind  iA  fr*M[?tar«^  b  likcif 
to  have  resulted;  whether  any  **  crack"  was  heari{  by  the  p«t>^^ 
or  bystanders  (a  similar  noise  may  be  heard  when  Htnjtig  tetKl^jiui  •* 
ligaments  are  ruptured) ;  the  immediate  sympt(Hn^{| 
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power),  endeavours  to  use  the  part,  details  of  immediate  treatment 
and  mode  of  transport.  If  muscular  violence  seems  to  have  been 
the  cause,  and  in  any  case  in  which  the  cause  seems  to  have  been 
inadequate,  or  the  pain  unusually  slight,  questions  should  be  put  to 
detect  the  presence  of  any  cause  of  spontaneous  fracture.  It  is 
always  worth  while  asking  if  the  limb  or  part  was  normal  up  to  the 
time  of  the  accident 

(1)  Pain  and  tenderness  at  a  point  which  has  been  directly 
injured  are  of  no  diagnostic  value ;  but  when  only  indirect  violence 
can  have  acted  upon  the  part,  the  presence  of  sharply-localised  pain 
and  tenderness  may  be  of  much  iqiportance — sometimes,  especially 
in  fractures  of  ribs  and  fibula,  they  are  the  only  symptoms  which 
render  the  existence  of  a  fracture  probable.  Pain  is  complained  of ; 
tenderness  may  be  discovered  by  palpation,  by  percussion,  or  by 
moving  the  fragments  on  one  another,  direct  pressui-e  on  the  painful 
area  being  avoided.  If,  after  a  wrench  of  the  ankle,  the  patient 
complains  of  pain  three  inches  above  the  external  malleolus,  and  it 
is  found  that  pressing  the  two  leg  bones  together  at  the  middle  of 
the  leg  increases  pain  at  the  suspected  point,  there  is  good  reason  to 
fear  that  a  fracture  has  been  sustained.  Similarly,  pain  elicited  at 
one  point  in  a  rib  by  pressure  on  another  sufficiently  removed  is 
often  of  value.  Pain  and  tenderness  may  be  astonishingly  slight, 
or  even  absent,  without  evident  reason.  Their  absence  is  character- 
istic of  tabetic  fractures. 

(2)  Loss  of  ponrer,  more  or  less  complete,  naturally  results 
when  a  part  is  deprived  of  its  rigid  support.  The  impairment  of 
function  is  least  marked  when  the  fracture  does  not  destroy  the  con- 
tinuity of  the  weight-bearing  portion  of  the  bone,  when  a  certain 
continuity  is  re-established  by  impaction,  when  only  one — and  that  the 
least  important — of  two  parallel  bones  is  broken,  and  when  a  strong 
ligament  serves  as  a  point  d*a]>pui  for  the  lower  fragment,  as  in 
certain  intracapsular  fractures  of  the  femur,  or  when  the  fragments 
are  held  together  by  untom  periosteal  and  fibrous  coverings  (patella, 
olecranon).  In  some  of  the  above  cases  loss  of  power  is  very 
slight ;  on  the  other  hand,  a  severe  contusion  or  other  painful  injury 
of  a  part,  without  fracture,  may  produce  absolute  helplessness — 
so  impairment  of  function  is  not  a  sign  of  first  importance. 

(3)  Deformitjr  may  be  due  to  swelling  from  extravasation, 
inflanimatory  or  reparative  changes,  or  to  displacement  of  the 
fragments.    It  is  detected  by  inspection,  measurement,  and  palpation. 

Deformttt/  from  ea/rly  swelling  may  be  localised  or  diffuse,  super- 
ficial or  deep.  This  is  of  no  diagnostic  value  as  a  sign  of  fracture  if  the 
part  have  been  directly  injured ;  it  is  of  much  value  in  opposite 
circumstanoes,  coupled  with  circumscribed  pain  and  tenderness. 
Th*^  (Irti^tioii  (if  a  ''vi\\\\i}^  iiuiuvuT'^  {driformlty  /rata  late  s^vdHng) 
is  most  importjint  whf'n  an  examinatinn  i»  Ln/ult*  aome  timi5  after 
an  accident  to  determine  whether  a  bont?  hits  been  fraoturetl. 

Dtformity  from  diMplaoatmnt  mm  nt  nnct*  J!trik«  \}w  eje^  or 
oar^ftit  and  repeated  tdeAmit^ii^^^nt  m\(l  pHlpftfimi  mny  Vw^  rf*rjijtrpd, 
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or  it  may  lie  concealed  by  early  Bwelling  aiid  thick  oov^ringsi.     U 

i»  uiOHt  striking  in  tln^  shafts  of  long  lioriea*  The  diMplmcmmtM 
tiejicni>ed  earlier  {fiage  745)  nmy  Qaii>w? : — (1)  shortening  of  m  p»it; 
(2)  veiy  rai^Iy  lengthening  of  a  [mrt,  though  lengthening  ol  m  hotm 
by  separation  of  itj*  fragments— ^tf.f/.  patella  tninHvef^iely  fractured— 
18  common ;  (3)  increase  in  girth  of  a  part  from  o%'i^H«{>fii2)f 
aocl  separation  of  fragment  ;  (4)  angular  defonnity — llii%,  i»li«i 
alwsent  with  the  limb  at  iiest,  oft**n  develops  when  the  part  bi  rmkmd 
actively  or  pansively ;  and  lastly  (5)  rotatory  deformity.  Iht 
total  deformity  may  be  made  up  of  two  or  more  of  thr  abnrvi^ 
varietien.  In  examining  by  eye,  by  me41lsurementi^  or  by  toadt,  it  is 
ejssential  that  the  injurefl  part,  and  that  which  oorre»|»<md^  t*»  it, 
nliall   l>e  .satisfiictorily  ex|^MtHed,  and  plac^^il   as  nearly  oh  |  n 

con^^-HjKjnding  pi)8iti4mM,     Tlie  eye  will  in  miiHt  ea^^en  tluTi  iv 

defomxity,  and  mmie  pl*K'e  more  faith  in  it  than  in  nir  ;>t, 

J/e<t8rt<r<fm«/tf* are  undoubtedly  open  t»i  certain  **uui,.  .  ; mir— 
«.f/.  quit^e  a  dintinct  ditference  in  length  of  lindi  may  ejtist  natonUJj, 
the  poase#isor  of  the  limb  having  no  know](*dge  of  it;  it  Im  idUm 
difficult  or  im^KjHsible  to  place  the  two  Wmlm  in  truly  eorrospoiMiiQg 
petitions;  the  presence  of  swelling  uynm  the  injured  aide  renden  • 
tape  mea«utvment  upon  it«  8urffw^^e  t<j#>  long;  and  lastly,  the 
"point,-**'  from  w^hich  measurements  are  taken  ar-e  oft^»n  of  cot 
extent,  and  when  they  are  thickly  cove  red «  any  tli  trig  but  oMV^ 
H[M:mding  piintn  may  V>e  seltn^ted  from  or  t4i  which  to  meaf«un.'. 

In  the  upi»er  limb  the  l>est  of  these  **fKnnt*i'*  art*; — The  mdi  ol 
the  clavicle,  the  acromial  angle — meeting  of  the  outer  mnd 
rior  Ix^rders ;  the  inner  and  outer  epicondyle^,  the  head  of 
or  the  cleft  lietween  it  and  the  humerus,  the  tip  «>f  the  ci]4y*rmiiali« 
the  tip  of  the  styloid  pi^oeess  of  the  ulna,  the  cleft  oC  the  Ami  cATpo* 
metacarpal  joint,  and  the  liase  i>f  a  phalanx. 

In  the  lower  limb  tlie  lM\st  jxunti^  are :— The  anterior  fiii|3erii)r  tliac 
^Hpine^  pciint^  on  the  edge  of  the  {mtella,  the  edge  i*f  a  femocml  ooiidijrle 
(especially  if  the  knee  be  tlexeci),  the  ilio- tibial  Hpine  on  thr  aaler 
anterior  angle  of  the  head  of  the  tibia,  and  the  tips  of  the  nmlleoli 
(especially  the  internal).  Measurement  is  mon»  dillicult  in  the  lomm 
than  in  the  upf>er  limb,  owing  t<i  greater  vagueness  i4  tho  |loisiti^^ 
e«j»ecially  of  the  anterior  Ku^ierior  ilia*j  spiuf^-and  ti»  the  vrnMAka 
in  apparent  length  of  the  limb,  t^  mea^cutvd  fiYim  thix  point,  aocopltng 
&H  the  hip  is  mort*  llexi^l,  adducteil,  i»r  alxJucted  than  iui  Idlo*; 
With  the  two  limb«  lying  Hat  and  |*»niUel  Ut  tlie  vertiaU  Axtn  tif  thi 
trunk,  one  may  ap}>ear  ttj  be  tiliortt^r  than  the  other;  but  when  a 
thumb  i»  plao(<<J  ujnm  each  anterior  spine  to  mark  ita  poailion^  it  Dnay 
become  evident  Ut  the  eye  that  tlv*  linr  lK*tw<*«*n  tliem  is  obli^ui*  to 
the  vertical  axis  of  the  Ixifly — one  spine  in  nd.«^ed,  the  otlier  la  ImriasdL 
and  the  limb  in  oonnei'tion  with  the  tir^t  i^  a<lducted  and  tthoftemeA^ 
whiUt  the  other  in  ahduct4^l  and  lengthcDfld  Or»  a|saiiL»  mmmu^ 
ment  mIuiwi*  nne  of  the  twu  |»anillel  Umhe  to  beaborter  titiui  lh«»tfitfair; 
the  M  -[)ines  may  l»e  <m   the  name  hortjtnntid  lir 

the  ^M  M   i«i  gi*nerally  lower  anil  a  little  m(»re  prcMt 
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fellow,  the  fold  of  the  groin  is  cleeper,  and  there  is  lordasis  of  the 
lumbar  spine.     This  shortening  is  due  to  flexion. 

To  avoid  these  sources  of  error,  measurements  should  be  taken 
with  a  graduated  rod,  like  the  instrument  with  which  a  shoemaker 
takes  the  length  of  a  foot.  Thus  an  error  from  swelling  is  avoided. 
Corresponding  points  over  the  bony  prominences  l)etween  which  it  is 
desired  to  measure  should  l>e  marked  with  a  pencil.  To  measure  the 
whole  length  of  the  lower  limbs,  the  rod  should  l)e  4  ft.  C  in.  long ; 
8  in.  from  the  upper  end,  15  in,  of  brass  riband  should  \ye  attached  at 
right  angles  to  it,  and  there  should  \)e  two  travelling  points  on  the 
rod.  The  upper  8  in.  of  the  rod  should  be  laid  accurately  in  the  mid- 
line of  the  abdomen  :  the  pelvis  should  be  so  placed  that  the  lower 
edge  of  the  brass  riband  corresponds  to  the  lowest  perceptible  point 
of  the  anterior  spine  on  each  side.  It  should  be  seen  that  there  is 
no  lordosis,  that  the  limbs  are  lying  flat  and  symmetrically  on  either 
side  of  the  rod.  The  sliding  points  should  now  be  placed  in  contact 
with  corresponding  points  on  the  inner  malleoli,  and  the  diflt;rence, 
if  any,  read  oK 

The  position  of  the  great  trochanter  shows  whether  shortening 
is  due  to  injury  (or  disease)  above  or  below  it ;  two  plans  are  used 
to  determine  it  N^laton's  line,  which  the  top  of  the  trochanter 
sbould  touch,  may  be  drawn  from  the  ant-erior  superior  spine  to  the 
most  prominent  point  of  the  tuber  ischii ;  the  latter  is  especially 
vague,  and  it  is  often  undesirable  to  move  a  patient  about  sufticiently 
to  draw  the  line  with  any  accuracy.  Bryant's  triangle  is  less  open 
to  objection  ;  with  the  patient  on  his  back,  a  vertical  line  is  dropped 
from  each  anterior  spine,  from  this  a  horizontal  line  is  drawn  down 
to  the  great  trochanter — if  possible,  to  the  tip  behind ;  the  com- 
pletion of  the  triangle  is  unnecessary.  The  two  limbs  being  placed 
■ymmetrically  with  regard  to  the  mid  line,  the  relative  lengths  of  the 
vertical  lines  will  show  whether  one  or  other  trochanter  has  been 
driven  forwards  or  has  fallen  backwards,  and  the  relative  lengths  of 
the  horizontal  lines  will  show  whether  one  trochanter  is  raised.  By 
this  method  disturbance  of  the  patient  is  avoided,  and  the  vertical 
Kne  gives  a  more  accurate  point  to  measure  from  than  the  iliac  crest, 
and  renders  the  error  due  to  swelling  less ;  it  is  the  only  line  along 
which  the  distance  of  the  trochanter  from  the  anterior  spine  should 
be  measured. 

The  detection  of  deformity  is  often  sufficient  to  render  the 
dHagnosis  of  fracture  certain.  In  greenstick  fractures,  and  fractures 
with  firm  impaction,  we  have  to  depend  more  or  lej^s  entin>ly  upon 
-this  sign.  Deformity  may,  however,  be  the  result  of  a  former 
-i^)1lr]r  or  disease,  or  even  of  some  congenital  peculiarity  ;  or  it  may 
'•be  the  result  of  the  injury,  although  no  fracture  has  occurred,  as  in 
'tbe  ocmildete  everrion  of  the  lower  limb,  which  may  follow  a  bruise 
*ef  Ae  hip.  On  the  other  hand,  in  a  larger  numl)er  of  fractures 
Ihere  is  no  discoverable  deformity. 

*"      j[4)  Ataiennal  JM^blllty  in  the  length  of  a  bone  is  a  certain 
'Hlgn  of  fraotoie ;  conceivably  it  may  be  due  to  an  old  ununited  one. 
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but  practically  this  may  be  set  aside.  It  is  sought  for  by  gently 
though  firmly  grasping  the  limb  above  and  below  the  suspected  point, 
and  endeavouring  to  produce  angular  movement,  and  shifting  the 
hands  up  and  down  until  the  whole  bone  has  been  examined.  As  a 
rule  it  is  easily  obtained  in  parts  containing  one  bone,  or  two  if  both 
are  broken ;  not  so  when  only  one  of  the  two  has  sufiered,  especiallj 
if  it  be  the  radius  or  fibula,  to  which  the  tilna  or  tibia  act«  as  a 
splint.  Each  bone  must  then  be  carefully  examined  along  its  length, 
the  fingers  grasping  it  rather  than  the  limb ;  the  same  applies  U* 
a  metacarpal  or  metatarsal  bone.  With  the  fibula,  and  to  a  lesi^ 
extent  with  the  radius,  it  will  be  found  useful  to  support  the  finger* 
or  thumbs,  as  the  case  may  be,  of  the  examining  hands  upon  the  tibia 
or  ulna,  and  to  press  the  suspected  bone  towards  its  fellow;  if 
broken,  it  will  be  felt  to  yield  unduly,  and  to  lack  it8  usual  springi 
and  the  point  of  yielding  will  soon  be  ascertained. 

When  a  bone  capable  of  rotation  is  broken  so  high,  and  perhafK . 
under  such  deep  covering,  that  angular  movement  is  difficult  to  detect, 
the  shaft  may  be  rotated  with  one  hand,  whilst  the  other,  if  posable, 
grasps  the  upper  end  firmly,  to  determine  whether  the  two  move 
together  ;  if  they  do  not,  immobility  of  the  upper  end  is  conclusive 
evidence  of  abnormal  mobility  in  the  length  of  the  shaft.  This  cui 
be  well  carried  out  in  the  humerus  and  femur,  up  to  the  great  tro- 
chanter ;  it  is  far  more  difficult  to  be  certain  whether  the  head  of  the 
radius  moves  or  not,  for  it  presents  no  irregularities,  can  be  felt  only 
posteriorly,  and  is  covered  by  muscle  even  there.  When  the  neck 
of  the  femur  is  broken,  we  cannot  feel  that  the  head  does  not 
accompany  the  shaft  in  rotation  ;  but  a  hand  on  the  trochanter  mar 
feel  that  its  movement  is  abnormal,  for,  instead  of  describins;  a 
considerable  curve  with  the  neck  and  head  for  its  radius,  it  pa^Mes 
through  a  smaller  and  smaller  arc  in  proportion  as  the  fragment  cf 
neck  in  connection  with  it  is  shorter,  until,  in  fractures  of  the  b&ie 
of  the  neck,  it  merely  rotates  like  the  shaft  on  its  own  axis. 

But  though  the  detection  of  abnormal  mobility  is  a  certain  sign 
of  fracture,  the  absence  of  this  sign  does  not  negative  fracture  :  it  'v 
absent  in  many  incomplete  and  in  firmly-impacted  fractures,  and 
may  l)e  so  sUght  in  deeply-toothed  and  locked  fractures  as  to  defy 
detection — especially  when  the  bone  is  one  of  two,  and  deeply 
placed.  It  is  evident,  too,  that  in  such  a  fracture  the  head  would 
rotate  with  the  shaft.  Sometimes,  with  processes  torn  oS,  or  in 
fractures  of  short  bones,  it  is  impossible  to  seize  or  so  to  act  upon  the 
fragments  as  to  produce  and  detect  abnormal  mobility. 

(5)  Crepitus. — The  grating  of  one  broken  surface  against  another 
is  felt  rather  than  heard,  though  it  may  be  audible  at  some  distance. 
It  is  obtained  by  the  same  manipulations  as  have  been  descrilied  for 
the  detection  of  abnormal  mobihty — rotation  l)eing  specially  useful 
The  conditions  of  its  production  are  the  existence  (a)  of  abm»nDaI 
mobility,  and  (h)  of  contact  between  the  fragments.  But  a  «*in^, 
certain  click  is  often  obtained  in  fractures  of  the  fibula,  rilw,  «»r 
other  bones  when  we  cannot  detect  the  abnormal  mobility,  and  may 
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enable  us  to  feel  quite  sure  of  our  diagnosis.  It  is  absent  in 
incomplete  fractures,  in  which  there  is  no  gliding  of  one  fragment 
upon  the  other ;  in  cases  of  firm  impaction  and  interlocking,  though 
it  ia  often  obtained  when  mobility  cannot  be  discovered ;  in  cases  of 
intervention  of  soft  parts,  of  diastasis  of  fragments,  and  of  their 
separation  by  overlapping.  In  the  two  latter  instances  it  will  be 
obtained  on  pressing  the  fragments  together,  or  on  extending  them 
until  they  are  drawn  to  the  same  level,  and  then  moving  them  upon 
each  oth«r.  Crepitus  is  obtained  most  easily  between  irregular  freely 
movable  ends  of  compact  tissue  placed  superficially ;  comminution  is 
favourable.  Crepitus  is  less  distinct  with  surfaces  of  cancellous  bone, 
diagnosis  in  fractures  of  joint  ends  and  of  short  bones  being  decidedly 
more  difficult  than  in  the  case  of  shafts.  It  is  least  distinct,  and  is 
spoken  of  as  "  soft  crepitus  "  in  separations  of  epiphyses.  Crepitus 
is  the  sign  ol  fracture  the  eliciting  of  which  causes  most  pain,  and 
is  often  unnecessary  to  the  diagnosis  ;  yet  it  is  the  most  satisfactory 
evidence  that  the  fragments  are  actually  in  contact,  and  should  it 
be  absent  in  circumstances  which  would  seem  favourable  to  its 
production,  it  is  wise  to  seek  for  the  explanation,  lest  delayed  or 
non-union  should  result  from  some  remediable  causa  Narcosis 
greatly  facilitates  the  obtaining  of  mobility  and  crepitus ;  but  the 
patient's  struggles  and  the  necessary  endeavours  to  control  them 
may  be  productive  of  much  harm.  In  the  case  of  a  rib,  crepitus 
may  be  heard  by  the  ear  applied  to  the  chest  when  it  cannot  be 
otherwise  detected. 

It  is  necessary  to  learn  by  experience  to  distinguish  between 
crepitus  and  the  crepitations  produced  by  tenosynovitis,  emphysema 
of  connective  tissue,  and  blood-clot ;  and  to  be  on  guard  against 
mistaking  grating  in  a  rheumatoid  joint  for  crepitus  of  bony  frag- 
ments. 

When  there  is  reason  to  fear  a  fracture,  but  its  existence  can  be 
neither  proved  nor  disproved,  one  nmst  be  assumed  to  exist,  and 
proper  treatment  adopted. 

REPAIR  OF  FRACTURES. 

Naked-eye  Changfes. — On  examining  a  recent  fracture  we  find 
the  sharp  fragments,  more  or  less  displaced,  lying  in  the  midst  of  a 
collection  of  fluid  blood,  which  clots  slowly  and  varies  much  in  amount 
and  in  the  extent  to  which  it  infiltrates  the  medulla  and  the  sur- 
rounding connective  tissue.  The  periosteum  is  generally  torn  through 
all  round,  often  very  irregularly,  and  it  is  sometimes  widely  stripped 
from  the  fragments.  The  soft  parts  round  about,  especially  the 
muscles,  are  torn  and  bruised  in  var3dng  degree. 

At  the  end  of  the  first  week  they  are  covered  with  clot ;  the  fluid 
portion  of  the  extravasation  is  becoming  absorbed  or  is  already  gone; 
the  clot  is  becoming  peripherally  decolorised.  The  injured  soft  i)art« 
to  which  it  adheres  are  swollen,  and  their  special  structure  is 
obscured  ;   they  present  the  homogeneous,  translucent,  pinkish-gi-ey 


754 


INJURIES    OF   BONES. 


appearance  of  soft  parts  infiltrat<ed  by  an  inflam- 
matory exudation  ;  and  all — perionteuna,  miucleH, 
fat,  connective  tissue — are  welded  into  an  ir 
regular  mass. 

By  the  end  of  the  second  tt^ek  (tenth  to  foar- 
teenth   day)   clot   has   disappeared    or    remaiiu 
only  here  and  there,  especially  near  the  fiivrare : 
but  there  is  a  widespread  staining.      The  maA 
of  swollen  soft  part«  is  now  more  regular  in  out- 
line, and  in  it  can  be  detected  a  spindle-shaped 
swelling  about  the  fragments,  limited  by  a  mem- 
brane, which  is  continuous  with  tbe  periosteam 
alx)ve  and  below,  and  which  separates  the  em- 
bryonic tissue  for  the  repair  of  soft  parts  from 
that   for  the   repair  of  the  bone.     The  bruiwd 
yellow  marrow  above  and  below  the  fractare  hu 
)>een    replaced   by   vascular  granulation    tissue, 
which  has  blended  across  the  cleft,  and  a  similar 
tissue    is   creeping  from    without   between  the 
broken   ends.      The   ends  of  the  fragments  are 
now  united  by  this  new  tissue,  much  as  if  the j 
had  been  pressed  into  a  mass  of  hot  stealing  wax 
(Billroth).     The  new  tissue   is    called    "callu*" 
--** provisional"  or  "  temporary,"  because  more 
or  less  of  it  is  destined  ultimately  to  disappear. 
That  which  lies  between  the  periosteum  and  the 
bone  is  called  **  external  "or  "  periostea] ":  that 
in   the  medullary  canal  "internal,"  "endosteal' 
or  "  myeloid  " ;  that  between  the  fragments  **  in- 
termediary" (Fig.  221).     The  periosteal  calliM  is 
the  most  freely  developed,  though   it  rarely,  ii 
ever,  forms  so  complete  a  sheath  around  the  frag- 
ments in  man  as  it  does  in  animals  (Fig.  216). 
It  is  most  strongly  marked  in  angles  due  to  di<»- 
plaoement  of  the  fragments  and  accompanied  by 
stripping  up  of  the  periosteum  (Fig.  217),  and  it 
extends  for  some  distance  upon  the  fragments, 
ending  gradually.     At  ftrst  the  whole  callus  is 
soft,  translucent,  red  and  vascular  in  the  livin;?. 
and  pinkish-grey  in  the  dead  state  ;  but  it  gradu- 
ally becomes  firmer.     It  now   ossifies  eitb^r  di- 
rectly or  after  becoming  fibrous  or  cartilaginoo:^ 
In  animals  more  or  less  cartilage  usually  appean 
particularly  in  the  neighbourhood    of    the  cleft 
(Fig.  216);  but  in  man  it  is  only  occasionally  seen. 


Tibia  of  a  young  Dog 
killed  ten  days  afU'r 
a  transverse  Frac- 
ture without  Dis- 
))lacement.  The  line 
of  ftacture  is  clear  ; 
no  tissue  can  be 
distinguished  be* 
tween  the  fragments. 
These  are  hel<l  toge- 
ther by  an  oval  mass 
of  external  callus, 
most  frenly  deve- 
lope<l  on  the  i>oste. 
rior,  muscle-covered 
surface ;  and  by  a 
ping  of  internal  cal- 
lus in  the  me<iullary 
canal  which  dews  not 
extend  so  far  as  the 
external  up  and 
down  from  the  fis- 
sure. The  external 
callus  consists  of 
finely  ])orou8  bone 
which  has  evidently 
appeared  first  in  the 
angles  between  the 
boue  and  the  raised 
periosteum,  and  has 
■pread     then  06     in 

flbrocartilage  towards  the  fissure— most  rapidly  in  actual  contact  with  the  ahafL  IV-t^ees 
the  two  weilge-shaped  masses  of  Yume  on  each  side,  a  triangular  area  of  8bn>-«artil»;v  rv- 
mains  at  Uie  level  of  the  fissure.  In  the  internal  callus  at  this  level  onlr  a  few  fleck*  (^ 
Obro-carttlage  remain.  Tlie  periosteum  Is  thl<rkene<l  over  the  calloa  tumoor.  Tb«pn«tue- 
tiuu  of  buny  callus  is  much  earlier  and  freer  than  in  the  followioK  afieciineiis  fkxMB  bmb. 
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About  the  tweljlh  to  fifteenth  day  the  de- 
posit of  lime  salts  can  be  recognised  in  the 
angle  between  the  bone  and  the  raised  peri- 
osteum ;  it  advances  towards  the  cleft  most 
rapidly  in  the  layers  of  callus  next  the  bone 
(Fig.  217).  We  first  notice  slight  grittiness, 
opacity,  and  increased  firmne.ss ;  then  a  hard 
red-brown  mass,  wedge-shaped  and  granular  on 
section,  becomes  plain  in  the  callus,  and  spreads 
till  the  whole  is  converted,  and  the  masses 
above  and  below  the  cleft 
blend  across  it,  fixing  the 
fragments  together,  much 
as  the  clay  around  a  graft 
unites  the  scion  and  stock. 
Ossification  of  the  medul- 
lary callus  occurs  similarly, 
but  a  little  later,  beginning 
also  in  contact  with  the 
bone,  and  away  from  the 
fracture ;  a  ring  of  bone 
is  thus  formed  within  each 
fragment,  which  thickens 
as  it  approaches  the  cleft, 
at  the  level  of  which  it 
usually  closes  the  medul- 
lary canal,  and  blends  with 
its  fellow  across  the  cleft. 

Finally,  periosteal  ossi- 
fication creeps  into  the 
intermediary  callus  and 
joins  the  medullary  callus. 
The  fragments  are  thus 
united  by  bone  (Fig.  220). 
The  superficial  layer 
of  callus  has  assumed  the 
app)earance  of  periosteum, 
and  remains  unossified  ;  it 
is  closely  connected  with 
the  surrounding  injured 
tissues,  and  both  it  and 
the  periosteum  for  some 
distance  from  the  fracture 
are  a  good  deal  swollen. 
Often  a  thin  layer  of  new 
periasteal  bone  can  be 
traced  for  some  distance  from  the  seat  of  frac- 
ture, but  much  and  widespread  callus  suggests 
unusual  irritation,  probably  from  a   compound 


Section  of  a  fiameruM 
nineteen  Days  after 
transvenie  Fnicfare 
with  Alight  lateral  DIa- 
placement  above  tlie 
entry  of  the  medullary 
artery,  ftpom  a  boy, 
aged  10,  who  diefl  fh)m 
a  fracture  at  the  skull. 
Callus  formaticm  is 
poor  and  late  as  com- 
pired  with  that  in 
Fig.  21«.  The  dry  pe- 
riosteuni  indicates  the 
extent  of  the  external 
callus.  This  formed 
most  freely  on  the 
fragments  where  the 
periosteum  had  been 
most  widely  stripped  ; 
here  wedges  of  jvirous 
bone  are  seen.  Inter- 
nal bony  callus  has 
fonued  most  freely 
above  the  fhtcture ; 
but  it  has  closed  the 
medullary  canal  of 
each  fhigment,  and  has 
narrowed  the  medul- 
lary channel  in  the 
neighbourhood.  (Univ. 
College  Mus..  No.  41.) 


Fig.  '218.— Alongitudina 
Section  of  a  Clavi(?le 
twenty-three  days  after 
a  comminuted  Frac- 
ture. From  a  i>otman, 
aged  23,  run  over  by  a 
'bus  ;  he  died  of  bron- 
chitis with  delirium, 
and  was  from  the  first 
difficult  to  control. 
The  main  fragments 
are  united  by  a  large 
mass  of  flbrous>look- 
ing,  blood-stained  cal- 
lus, in  which  are 
embe<lded  two  large 
splinters.  At  three  or 
four  spots  beneath  the 
swollen  periosteum 
posteriorly,  consider- 
able masses  of  granular 
new  iMjne  are  seen  ;  but 
osHidcation  is  deci- 
dedly late.  (Univ. 
College  Museum,  No. 
S8a.) 
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fracture  (Fig.  224).  The  newly-formed  bone  is  very  porous,  tb** 
vascular  channels  being  both  large  and  numerous,  and  so  amLngni 
as  to  be  at  right  angles,  or  at  least  oblique  and  to  the  snriacej  to  the 
chief  Haversian  canals  of  the  old  bone.  At  first,  and  for  some  time, 
the  stalactitic  needle-like  tubes,  plates,  and 
irregular  masses  of  callus  can  be  easily  stripped 
off,  leaving  the  bone  apparently  unaltered  :  but 
later,  its  vascular  foramina  and  grooves  aiv 
obviously  enlarged  where  the  callus  has  bewi 
separated,  and  their  further  enlargement  renders 
the  surface  quite  irregular  (Fig.  219). 

This  rarefaction  of  the  compact  bone  renders 
it  more  like  the  porous  callus  ;  a  line  injectittn 
proves  that  the  vascular  spaces  of  old  and  nev 
lx)ne  are  continuous  (Fig.  222)  ;  and  later  «p«i- 
mens  show  that  fresh  bone  is  deposited  roimd 
the  vessels  in  these  spaces — partly  upon  the  «»ld, 
partly  upon  the  new,  increasing  the  density  nf 
both,  and  establishing  absolute  continuity,  so  that 
the  callus  can  no  longer  be  chipped  off  Thi<« 
condensation  goes  on  until  the  bone  about  the 
fracture  becomes  more  dense  than  normal :  hut 
the  endosteal  callus  does  not  as  a  rule  becoiu*^ 
so  dense  as  the  periosteal  and  intermediarT. 
Nor  does  all  the  callus  undergo  this  conden- 
sation ;  much  is  soon  al^iorbed.  Callus  is  usual! j 
formed  in  excess,  but  perfect  fixation  tends  t*» 
limit  the  amount  of  proWsional  callus.  The 
firmer  callus  becomes,  the  Ic^ss  of  it  is  wanted : 
the  i)eripheral  portion  and  any  parts  which 
bear  no  strain  are  absorbed  ;  the  remo\-al  of 
these  leaves  the  more  central  portion,  especially 
that  situate  in  angles  due  to  displacement,  xo 
bear  the  whole  strain,  and  its  density  and 
strength  increase.  Increase  in  density  normallv 
keeps  ahead  of  absorption,  and  for  months  nr 
years  there  is  excess  of  callus  of  too  great 
density.  Gradually  all  that  is  unnecessary  i< 
removed,  and  a  return  to  or  towards  the  normal 
external  form  is  effected  under  the  modellini; 
influence  of  surrounding  parts. 

Tlie  callus  acquires  everywhere  a  compact 
surface-layer  like  that  of  normal  bone.  Within, 
cancellous  tissue  develops  in  accordance  mith 
the  laws  governing  its  development  in  nomal 
liones :  consequently,  its  main  cancelli  are  in 
the  lines  of  greatest  pressure  and  tensi<4U 
and  their  arrangement  in  cases  of  displacement  may  lie  a* 
complex    as   it   is   in  the   neck  of  the  femur  (Fig.  220).     In  the 


Tig.  219.  —  Sectiou  of 
Femur  of  Boy  of  14, 
who  died  of  enteritis 
four  weeks  after  an 
oblique  fracture  near 
junction  of  upper  and 
middle  tliirdK.  The 
lower  fragment  has 
risen  a  little  in  front 
of  and  inside  the  up))er. 
A  fairly  complete  ring 
of  porous  callus  unites 
the  (higments.  though 
not  very  firmly.  The 
callus  is  in  great  ex- 
cess anteriorly  in  the 
angle  due  to  displace- 
ment. The  line  of 
fhu;ture  is  quite  dis- 
tinct. The  mwlullary 
canal  was  probably 
closed  by  new  lx)m*. 
Tlie  compact  bone, 
where  cnvfre«l  by  cal- 
lus, is  8Ui>erticia11y 
toothed  and  more  ih>- 
rous. 
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interior,  the  plug  of  medullary  callus  becomes  first  cancellous,  and 
is  then  gradually  removed,  the  continuity  of  the  medullary  canal 
lieing  thus  restored.  Red  marrow  replaces  it,  then  this  gives 
way  to  yellow  man-ow.  When  there  has  been  little  or  no  dis- 
placement, the  seat  of  a  fracture  becomes  unrecognisable  in  a 
rabbit  in  twenty-six  to  twenty-eight  weeks ;  in  man  the  same 
occurs,  but  only  after  a  much  longer  period.  Even  the  interstitial 
callus,  in  which  at  first  the  course  of 
the  vascular  channels  is  similar  to  that 
in  the  perioste-al  callus,  l)ecome8  so 
modified  by  those  interstitial  changes 
of  absorption  and  deposit  which  con- 
tinue throughout  the  life  of  a  bone, 
that  it  is  indistinguishable  from  the 
rest  of  the  compact  tissue.  When 
there  is  marked  lateral  displacement, 
the  ends  of  the  fragments  remain 
sealed  with  compact  tissue,  covering  a 
little  cancellous  bone.  The  compact 
walls  in  contact  with  each  other  may 
remain  liable  to  severe  strain,  in  which 
case  there  is  no  attempt  made  to  re- 
store the  medullary  cavity ;  but  in 
other  instances,  bridges  of  callus  fill- 
ing up  angles  tend  more  and  more  to 
convey  weight  and  strain  from  one 
fragment  to  the  other,  with  the  result 
that  compact  portions  of  the  shaft  be- 
come f unctionless,  and  are  consequently 
rarefied,  or  even  entirely  removed. 

Nor  are  the  changes  after  fracture 
with  permcmerU  dialoccUion  of  frag- 
ments limited  to  the  seat  of  fracture. 
Altered  curve  alters  the  statical  con- 
ditions under  which  the  repaired  bone 
must  work,  and  gradually  its  architec- 
ture  is  changed.  Some  of  the  altera- 
tions— as  change  in  form  and  position 
of  a  joint  surface — may  be  striking. 

In  the  repair  of  comminuted  frac- 
tures^ the  loose  fragments  are  set,  as  it  were,  in  the  callus  tumour 
(Fig.  218) ;  and  long  after  this  has  ossified,  dense  pieces  of  shaft 
will  be  seen  on  section,  contrasting  with  the  looser  new  bone  around. 
The  ultimate  fate  of  these  fragments  has  not  been  worked  out. 
Frequently,  too,  fragments  are  so  dislocated  as  to  project  like  spines 
into  the  soft  parts ;  these  may  serve  as  points  of  attachment  of 
muscle — and  show  little  tendency  to  absorption  (Fig.  251). 

Fissures  of  flat  bones  are  often  poorly  repaired.     In  the  skull, 
where  practical  immobility  is  secured,  little  or  no  callus  forms ;  the 


Fig.  220.— Section  of  the  Shaft  of  a 
Femur  united  after  Fracture  with 
angular  Deformity  to  show  the  coui- 
plex  arrangement  of  cancelll  be- 
tween the  anterior  wall  of  the  lower 
fragment  and  the  lower  end  of  the 
upiier,  and  the  buttrejw  of  dense 
bone  in  the  angle  posteriorly.  (Unl- 
veniity  College  Museum,  No.  269.) 
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outer  edge  becomes  rounded,  and  thin  union  is  effected  juat  external 
to  the  dura  mater,  so  that  the  inner  surface  is  rendered  smooth  and 
continuous  ;  but  permanent  gaps  may  remain.  The  scapula  {Fig.  242 1 
and  ilium  (Fig.  272)  are  repaired  more  freely,  because  they  are 
thickly  covered,  and  mobility  of  the  fragments  keeps  up  irritatioD. 

The  fragments  of  fractured  spongy  bones  are  not,  as  a  mkf, 
much  displaced.  Little  external  callus  forms,  but  the  pieces  arf 
weldtni  together  by  callus  between  them,  which  first  becoiii» 
abnormally  dense,  and  then  assumes  more  and  more  nearly  the  type 

of  the  bone  of  which  it  forms  a  part 
Articular  cartilage  is  repaired  br 
fibrous  scar,  which  replaces  the  earlr 
blood-clot,  and  is  in  it«  turn  slowly 
replaced  by  true  cartilage.  Kts 
chipped  off  either  remain  loose  or 
become  encapeuled  and  attached  to 
some  part.  Jiib  cartilages  are  united 
by  fibrous  callus,  of  which  the  sub- 
perichondral  portion  ossifies,  forroinjEr 
a  bony  cylinder,  clasping  the  ends 
together. 

Little  is  known  of  the  reunion 
of  detached  epiphyses  ;  we  shookl  ex- 
pect that  when  the  detachment  occurs 
in  bone,  union  would  occur  a8  in 
fracture,  and  when  in  cartilage,  br 
fibrous  tissue.  Danger  to  growth  lie^ 
in  replacement  of  the  growing  carti- 
lage by  either  bone  or  fibrous  ti^Kue. 
The  new  vessels  conmiunicate. 

Microscopic  changes.  —  Cell- 
infiltration  of  soft  parts  round  about 
a  fracture  begins  at  once  after  the 
injury ;  by  the  second  day  all  are 
swollen,  their  structure  is  obscured, 
one  mass.  The  torn  periosteum  w  at 
swelling,  but  as  the  callus  acquire^ 
upon  its  surface,  a  fibrous  streak 
on  the  two  fragments ;  this  gradually 
assumes  the  structurt*  of  periosteum,  but  it  is  some  time  Iwfurv 
it  iK^coiiies  distinct  from  the  scar  in  the  soft  parts  around  tin* 
fracture.  New  vessels  develop  rapidly,  and  establish  connections 
l>etweeii  the  vessels  of  the  stripped-up  periosteum  and  those  of  the 
bon(»  on  the  one  hand,  and  of  the  soft  parts  on  the  other.  Hius  a 
mass  of  vjiscular  <j:ranulation-tissue  forms  round  the  lx>nes  and. 
more  slowly,  also  in  their  medullary  cavities  and  Haversian  canalx 
and  forms  a  soft  l)ond  of  union  lK»tween  the  fragments,  obtaininjir  a 
hold  upon  tliein  by  absolute  continuity  with  their  soft  parts  ami 
vessels.     Some  autln^rities  regard  the  infiltrating  cells  as  leucocytes 


Fig.  'iil.— A  trauHvenw*  Kcction  of  the 
Tiblu  of  a  Dog  cltise  to  a  Fracture 
eiKht  (lays  old. 

a.  iDtpriml  cHllUf ;  b,  external  oiIIub:  c, 
coriox  uf  tibia,  x  VK    ^Billroth,  i 


and  they  are  blending  in 
first     lost     in     the     early 
firmness,     a     section     shows 
uniting   the   j>eriosteum 
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hut  most  think  that  proliferating  connective  tissue  corpuscles  t«ike 
their  share.  The  vessels  running  through  the  cell-mass  l>eneath  the 
raised  periosteum,  though  freely  intercommunicating,  naturally  run 
more  or  less  vertical  to  the  bone  (Fig.  222). 

The  granulation  tissue  becomes  more  densely  cellular  and  firmer, 
fluid  being  absorbed.  Blood-clot  is  infiltrated  and  decolorised  by 
removal  of  its  pigment ;  except  as  a  framework  into  which  cells  can 
wander,  clot  takes  no  part  in  the  repair,  and  soon  disappears 

In  the  angle  between  the  raised  periosteum  and  the  bone — the 
point  of  least  irritation — there  early  become  visible,  both  in  longi- 
tudinal and  transverse  sections,  slight,  faintly-granular  opacities,  due 
to  deposit  of  lime  salts ;  they  include  cells  in  their  substance,  and 
are  usually  of  needle-like  form ;  from  their  bases  on  the  bone  their 
points  rise  more  or  less  vertically,  and  between  each  pair  is  a  vessel 
surrounded  by  cells.  Evidently  the  deposit  of  lime  salts  occurs 
midway  between 
two  vessels,  and 
the  needles  are 
sections  of  the 
walls  of  calcareous 
tubes  which 
lengthen,  branch- 
ing as  the  vessels 
branch,  and  form- 
ing a  very  open 
trelliswork  (Fig. 
223).  Bundles  of 
osteogenic  fibres 
develop,  either  in 

a  ground  substance,  secreted  by  the  cells  which  cluster  round  the 
calcareous  needles,  or  in  portions  of  the  bodies  of  the  cells  themselves, 
and  seem  to  serve  as  guides  for  the  further  deposit  of  salts.  On  the 
wall  of  each  tube  the  peripheral  cells,  which  have  l>ecome  large  and 
angular,  like  osteoblasts,  arrange  themselves  in  a  layer,  and  the  cen- 
tral vessel  is  covered  with  an  epithelioid  layer.  The  osteoblasts  at 
once  begin  to  lay  down  lamellie  of  true  bone,  some  osteoblasts  being 
included  between  them  as  bone-cells.  Haversian  systems  are  thus 
developed,  the  callus  becomes  truly  l)ony,  and  as  the  space  round 
the  central  vessel  becomes  constricted,  the  bone  ))ecomes  more  and 
more  dense.  The  dark  granular  calcified  portions  are  sfx)n  absorbed 
and  replaced  by  lx)ne.  Meanwhile  the  Haversian  canals  of  the  frag- 
ments have  l)een  enlarged  to  a  considerable  extent  by  the  ordinary 
process  of  erosion  ;  when  this  ceases,  osteoblasts  deposit  layers  of 
l)one  here  also,  continuous  with  those  in  the  callus,  and  thus 
absolute  continuity  is  established. 

This  is  direct  ossification  of  callus,  and  it  seems  to  be  the 
(mly  mode  followed  in  the  union  of  compound  fractures  in  man. 
But  in  simple  fractures,  according  to  some  observers,  the  callus 
l)ecomes    cartilaginous.      Judging    from    specimens    derived    from 


Fig.  222.— A  longitadinal  Section  of  Injected  external  Callas  from  a 
Rabbit's  Tibia  in  the  vicinity  of  a  Fracture  ttve  days  old.  x  2a 

m  Callus  with  vcBselit  running  more  or  lc«»  vertically  to  those  in  the 
bone,  b.   (Billroth.) 
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animals,  thin  mxnir«  in  the  l^ei^bh^mrh(KK^   <if  th«  fnu-turOt 
preseTriably,  the  irrittition  from  niovrnii^nt  is  aomf»wh»t  greatt^r  tha 
fit  mon^  remote  partn.     Cornil  atifi  Hrinvier  state  thatacleitr  iiiatr 
not  stuinin^  with  oarniine,  api>eAr«  betwtH^n  the  round  emiiryou 
ce\h  of  the  callua  alKmt  thf*  fightfj  U»  tenth  clay  ;  the  titMiu*  tha 
ftissumeH  the  appearance  of  embryonic  cartilage,     Fn>m  the  tttith 


Mi^  Bmm,    B»Mi  it 
ruTtli*  tot  tvimiit 


rig,  22J.     A  tfunix^iM'  Si'dlnri  i-f  CiHij*   upon  tlie  iH>riil*rt  Wu!]  ..f  k  loiu 

It    1  I'lertd   ITPTK 

mu\  Lu«l  tmriirt  «  otlAtMad  atM& 

N<>  M  '  ;  III  r:^MU4-%  An  tlMlWB,  Ukl  tl* 

Inn  I'  i<veliM«i«aAil«iiicltflllift%«i4 

It  btlitij  iJU«>kil  uu  lUti  i^Uui  luout  t>-  Lfuujr  •i^iculei.    (lliUjruLh*) 


fiifeeetith  ciUcification  ami  iMiNiHcHtitm  U'^ in,  following  the  phyaiulngical 
pbiQ'  The  cartilage  celU  multiply  an«i  lUl  hirj;e  fi|Hioea:  Uiest*  i^pm 
into  one  another,  >fivinj?  rise  to  still  larger  tfpiuieii — prituary  arrtilar— 
the  walls  of  which  calcify*  B<nu*ath  the  piTi(ist4*uni,  4iid  clij«r  U* 
the  Inme,  a  layer  of  vagcnlar  medulla  remiiinH,  and  tliia  Inmis 
ihrr»uj;h  at  various  points  into  the  primary  areoW,  The  cartil 
cells  di*Mip|>t^r  Ijefore  the  uiedullaty.  t)Ht4Mb!a«tu  spm^ily  line 
cavitie8»  and  proceeil  to  lay  down  bc»ne  in  the  usual  way.  Tli#^ 
pnrioHteal    and    intennediar)'    callujti   become   cartiltt^inoua,    bul   in 
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endosteal  callus  there  is  little  tendency  to  the  formation  of 
cartilage.  The  more  peripheral  callus  calcifies,  even  without  any 
previous  cell-multiplication,  and  is  probably  absorbed  without 
ossifying. 

Side  by  side  with  the  processes  by  which  bone  is  produced  may 
be  recognised  that  by  which  bone  is  absorbed.  As  in  all  living 
bone,  so  in  callus,  absorption  and  deposit  are  always  going  on ; 
there  is  no  time  at  which,  formation  of  callus  having  ceased,  absorp- 
tion begins,  though  at  first  deposit  is  in  great  excess  over  absorption, 
whilst  the  latter  far  exceeds  the  former  in  the  later  stages  of  union. 
Where  absorption  is  going  on,  the  large  multinucleated  cells — 
osteoclasts — ^generally,  but  probably  not  always,  appear  ;  whilst  the 
bone  shows  the  lacunae  of  Howship.  By  means  of  absorption,  all 
merely  calcified  tissue  is  removed,  and  osteoblasts  lay  down  bone  in 
its  place;  excessive  callus  is  absorbed,  the  too  dense  uniting  material 
is  reduced  in  weight,  and  at  the  same  time  its  structure — at  first 
dependent  on  the  course  of  its  numerous  vessels  of  periosteal  origin — 
is  modified  under  the  guidance  of  the  statical  conditions  which  obtain. 
Thus,  with  perfect  union — implying  a  complete  return  to  the  original 
statical  conditions — all  periosteal  and  all  endosteal  callus  disappear 
as  unnecessary,  and  the  fine  structure  of  the  intermediary  callus, 
which  differs  from  that  of  the  cortex  in  that  its  main  Haversian  canals 
run  at  90°  to  the  axis  of  the  bone,  l)ecomes  indistinguishable  from 
that  of  the  fragments  which  it  connects,  the  general  course  of  the 
vessels  of  the  old  l)one  being  the  dominant  feature.  With  displace- 
ment of  the  fragments,  the  new  statical  conditions  created  require 
a  modification  of  the  structure  of  the  bone,  and  this  is  effected  to 
the  greatest  advantage  by  the  processes  alx)ve  described. 

Repair  of  a  septic  compound  fracture.— The  description 

above  given  of  union  nolds  good  for  compound  fractures  which  run 
an  aseptic  course ;  but  when  a  compound  fracture  suppurates,  com- 
plications often  arise.  In  the  first  place,  all  loose  fragments,  being 
bathed  in  irritant  fluids,  die ;  no  living  tissues  adhere  to  them,  and 
they  never  l^ecome  absorbed.  More  or  less  of  the  ends  of  the  main 
fragments  which  have  l>een  stripped  of  periosteum,  and  which 
probably  contain  injured  medulla,  often  die  also ;  they  are  cast  off 
by  the  enxling  action  of  osteoclasts  and  granulation-tissue,  which 
eat  through  the  living  bone  just  where  it  joins  the  dead,  a  more  or 
less  deep  groove  being  the  evidence  of  advancing  separation.  But, 
meanwhile,  the  periosteum  raised  from  the  dead  bone  becomes 
involved  in  the  mass  of  granulation-tissue  formed  by  soft  parts 
round  about  the  fracture ;  and  in  this  a  shell  of  new  bone  forms — 
by  direct  assification  of  the  callus  (page  759) — which  extends  from 
fragment  to  fragment,  and  often  unites  them  solidly  long  l)efore  all 
dead  portions  have  come  away.  Cloacre  remain  or  form  in  this 
shell  for  the  escape  of  pus  from  the  granulation-tissue  round  al)out 
the  sequestra,  as  in  cases  of  acuU*  necrosis.  Not  uncommonly 
drainage  is  insuflicient ;  pyogenic  organisms  find  thvir  way  along 
lymph  paths  in  various  connective   tissue   planes,    and   diffuse   or 
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localised  suppurations  result.  The  presence  of  these  severe  and 
prolonged  intiamniations  is  necessarily  accompanied  by  increa^rd 
vascularity  of  the  part ;  the  periosteum  receives  it«  full  share  of  the 
increased  blood  supply,  and  lays  down  new  Ijone  abundantly  ( Fig.224;- 

Thus  we  always  find  a  larger  amount 
of  callus  in  a  septic  coni(x>und  fractnre 
than  in  a  simple  fracture.  New  lx»oe 
may  be  deposited  in  considerable  amount 
even  on  an  uninjured  bone  parallel  to 
the  broken  one ;  other  eWdt^nce  of  this 
increased  vascularity  is  to  l>e  found  in  the 
extensive  growth  of  hair  upon  the  part. 
In  the  most  favourable  circunistances. 
inflammatory  matting  of  Hoft  part.s  to 
each  other,  and  to  the  fracture,  must  be 
greater  than  in  simple  injuries,  and  it 
may  l)e  very  widespread.  Tlie  muscles 
degenerate  and  waste,  mainly  as  a  result 
of  the  inflammation,  prolonged  rest,  and 
compression  during  treatment ;  porti«»n» 
of  them  or  of  their  tendons  may  slou^ 
Lastly,  the  presence  of  a  Heptic  wound 
opens  the  door  to  all  the  infective  disea^rt 
of  wounds — especially  erysipelas,  septi- 
caemia, and  pyaemia — which  latter  is  al- 
ways favoured  by  the  presence  of  injured 
bone  in  the  septic  wound.  SecondarT 
haemorrhage  and  late  accidents  to  vesseU 
are  almost  always  of  septic  origin. 

Theory  of  the  formation  of  callu. 

— The  majority  believe  that  the  formatitio 
of  bony  callus  is  a  reparative,  not  an 
inflammatory  process,  and  that  it  occurs 
only  in  the  presence  of  medullary  celk 
which  alone  can  beccyme  ostei»bla5»tii. 
Transplantation  experiment**  have  shown 
that  the  cells  of  the  deeper  layer  of  the 
periosteum  and,  in  a  much  feebler  dejrree, 
those  of  the  medulla,  possess  the  power  "f 
forming  bone — apart  from  l)one  itself:  thej 
apparently  do  so  in  fractures,  producing; 
the  external  and  internal  callus*  of 
which  the  former  is  by  far  the  noiv 
exuberant,  for  any  effect  which  the  Is  ne 
and  the  cells  in  the  Haversian  canals  may  have  should  tell  et|ualiT 
on  l)oth  sides  ;  lastly,  Oilier  carefully  removed  a  zone  ui  periu^teum. 
and  broke  the  l)one — no  callus  formed  till  the  edge  of  the  pt»riosteum 
was  n*<iche<i.  This  has  not  always  been  the  result,  but  the  evident* 
is  sufficient  to  show  the  great  importance  of  the  periosteum  in  tbf 


Fig.  224. — A  <t>inpoiind  coiiiini- 
nuted  Fracture  of  the  Ti)>ia  and 
]>n)l)ably  a  simple  Fracture  of 
the  Fibula  at  tlie  Junction  of 
the  low»*r  and  middle  thinU. 
The  tiliula  in  united  and  |»re- 
•ent«  H  long  unifurni  curve  out- 
wanlst,  conseiiuent  upon  a 
shortening  of  the  tibia  <hu«  pro- 
bably to  the  removal  <»f  Ixme. 
Tlio  tnds  of  the  tibial  frag- 
ments are  swollen  by  callus  in 
which  a  single  splinter  is 
caught  on  the  outer  side.  Most 
of  the  tibia  and  vwn  of  the 
fibula  shows  a  thin  layer  of  new 
bone. 
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formation  of  callus  ;  and  though  it  is  impossible  to  demonstrate  the 
multiplication  of  its  cells,  or  to  trace  their  progeny,  yet  the  view- 
above  stated  receives  support  from  all  observations  on  repair  of 
tissues  since  8enftleben*s  experiments  on  the  corneal  cells,  for  all 
tend  to  show  that  the  cell-elements  of  a  tissue  effect  its  final  and 
perfect  repair.  Cohnheim,  Maas,  and  others,  on  the  other  hand, 
regard  the  process  of  bone-repair  as  inflammatory,  and  the  cells  in 
callus  as  leucocytes. 

There  can  be  little  doubt  but  that  the  early  infiltration  is  inflam- 
matory, and  the  cells  chiefly  leucocytes ;  but  where  is  the  evidence 
that  leucocytes  can  form  bone,  or  even  the  cartilage  met  with  in 
callus  1  No  scar,  away  from  bone,  shows  such  changes,  whereas  a  scar 
in  bone  ossifies  with  practical  constancy.  To  talk  of  the  "  influence 
of  the  mother  tissue "  does  not  render  things  clearer ;  there  is  no 
reason  to  think  that  bone  can  exert  an  influence  save  through  its 
cells,  which  have  throughout  life  the  power  of  selecting  lime  salts 
from  the  nutrient  fluid  around  them,  and  of  laying  them  down  in 
the  form  of  bone.  It  is,  therefore,  it,  priori  likely  that  the  essential 
cells  of  callus  are  of  medullary  origin. 

The  formation  of  callus  seems  clearly  to  depend  upon  irritation ; 
it  develops  very  sparingly  in  fissures  of  the  skull,  but  largely  iik 
extensive  injurie43,  with  much  displacement,  much  mobility  (ribs), 
and  much  septic  irritation  (compound  cases). 

The  formation  of  cartilage  in  callus  has  always  l)een  connected 
by  English  pathologists  with  mobihty ;  it  occurs  in  the  ribs,  and 
occasionally  in  other  simple  fractures  of  man,  and  in  most  fractures 
in  animals.  The  irritation  of  suppuration  does  not  tend  to  the 
formation  of  cartilage.  But  v.  Winiwarter  in  the  15th  edition  of 
Billroth's  **  Pathology "  describes  the  formation  of  cartilage  in 
simple  fractures  in  man  as  usual,  and  so  also  do  Comil  and  Ranvier 
in  their  "  Pathological  Histology."  In  the  absence  of  direct  state- 
ments it  is  always  difiicult  to  determine  how  far  Continental  views 
are  based  upon  observations  on  animals.  Comil  and  Ranvier, 
however,  base  their  statement  as  to  man  upon  the  fact  that  they 
have  always  found  cartilage  in  the  callus  of  a  considerable 
number  of  simple  fractures  due  to  senile  atrophy,  which  they 
have  examined.  Exceptional  mobility  would  very  likely  have  been 
present  in  these  cases,  and,  if  it  was,  they  would  not  pi*ove 
the  rule. 

The  time  required  for  onion  of  various  bones.— This  varies 

a  good  deal.  The  following  times  may  be  taken  as  averages.  They 
will  not  enable  us  to  dispense  with  a  careful  examination  before  per- 
mitting use  of  a  limb  which  has  been  fractured,  or  with  the  need 
for  caution  in  beginning  to  make  use  of  the  part. 

Phalanges  are  said  to  require  2  to  3  weeks ;  metacarpal,  carpal, 
metatarsal,  tarsal  bones,  and  ribs,  3  to  4  weeks;  clavicle,  fore-arm 
bones,  and  fibula,  5  weeks ;  humerus  and  tibia,  6  to  7  weeks  ;  both 
leg  bones,  8  weeks ;  femur,  10  to  12  weeks.  By  these  times  the  bones 
mentioned  are  generally,  after  simple  uncomplicated  fractures,  united 
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with  sufficient  firmness  to  allow  of  use  being  conunenced.     Fnurtores 
unite  more  quickly  in  children  than  in  adults. 

PROGRESS  AFTER  FRACTURE, 

Course  of  a  simple  fracture. — This  should  >>e  uneventful 
Shock  is  usually  slight  in  limb  fractures,  but  may  even  prove  faul 
in  cases  due  to  great  violence,  and  in  the  old  and  feeble.  Pain  in 
not,  as  a  rule,  severe  or  lasting,  but  it  may  be  both.  Whenever 
severe  it  is  probably  due  to  a  complication.  During  the  first  te» 
days,  starting  pains — due  to  imperfect  fixation — may  \>e  very 
troublesome,  and  together  with  a  constant  ache,  may  disturb  sleep 
greatly.  Much  discomfort  may  be  experienced  from  necessair 
restraint  of  apparatus,  and  acute  pain  in  the  back  is  not  uncommoo 
for  a  day  or  two  when  the  dorsal  position  must  be  maintained. 
Generally  pain  soon  disappears  after  the  satisfactory  setting  oi  » 
fracture.  I'endemess  subsides  steadily,  and  is  little  marked  after 
ten  to  fourteen  days. 

SxrelUng  may  be  rapid  and  great,  or  slight,  and  slowly  increatdnj; 
for  twenty-four  to  forty-eight  hours.  The  early  swelling  is  due  to 
haemorrhage,  and  is  proportionate  to  the  niunber  of  vessels  torn, 
those  of  bone  always  bleeding  persistently  ;  later,  swelling  is  due  also 
to  inflammatory  exudation  from  injured  vessels,  and  to  impaired 
lymphatic  and  venous  return  owing  to  rupture,  compression,  and 
thrombosis  of  these  vessels.  The  swelling  is  diffuse,  for  the  flukla 
spread  along  the  areolar  planes  ;  it  may  be  deep  or  superficial  In 
the  latter  case  it  pits,  and  all  the  colours  of  a  bruise  appear. 
Gradually  absorption  sets  in,  and  the  bones  are  felt,  yet  wjt 
clearly  and  sharp  as  at  first,  but  more  or  less  concealed  by  the 
callus- tumour,  which  steadily  increi^es  in  size  and  definitenes&  It 
is  perceptible  at  the  end  of  the  first  week,  and  fully  developed  and 
firm  in  the  st»cond  to  third  week.  When  firm  union  has  be«i 
effected,  the  finger  traces  the  absorption  of  the  callus,  and  the 
gradual  return  of  the  lx)ne  towards  its  normal  form.  Unreduced 
displacement  of  the  fragments,  and  its  effects  upon  the  limli — 
shortening,  l)ending,  etc. — are,  however,  permanent. 

Al).soq)tion  of  the  extravasation  is  accompanied  by  certain 
general  and  urinary  symptoms,  Wz.  fever,  very  rarely  an  icteric  tint, 
and  the  occurivnce  of  bilirubin,  fat,  albumen,  and  cast«  in  the  urine. 

Frn'r. — Among  168  cases  of  simple  fracture  at  Univerviij 
College  Hospital,  92  per  cent.  l)ecame  febrile  (Horsley),  the  tem- 
peratuiv  l)eing  sometimes  only  slightly  raised,  again  reaching  101' 
or  even  higher  within  twenty  to  sixty  hours,  and  falling  to  normal 
in  thnv  to  fourttvn  days.  The  fever  does  not  affect  the  general 
well-being,  and,  with  marked  exceptions,  is  higher  the  more  exten- 
sive the  bruising,  and  in  those  under  than  in  th<we  over  forty. 

This  purt»  ** traumatic**  fever  is  not  peculiar  to  fractures*  hut 
occurs  after  seveiv  contusions,  and  is  probably  due  to  al>soq>ti<»n  ^»t 
pyn»gi»nous  stuff  fn»m  e.\travasated  blood  (fibrin  ferment)  or  t«»ni 
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and  inflamed  tissues.  Other  causes  are  suggested — e.g,  the  effect  of 
irritation  of  sensory  nerves  on  themiogenetic  centres,  though  experi- 
mental irritation  is  known  to  cause  depression  of  temperature  ;  fat- 
embolism  and  tension  (Horsley) — both  very  doubtful. 

A  hctniatogenous  jaundice  connected  with  the  absorption  of 
blood  pigment  has  been  observed. 

Urine. — Bilirubin,  derived  from  blood  pigment,  is  said  to  be 
frequently  found ;  it  yields  a  yellow-green  fluorescence  when  the 
urine  is  shaken  with  ZnClo  and  NH^. 

FcU'emholism. — According  to  Scriba  and  Riedel,  fat  in  very 
variable  quantity  may  be  found  in  the  urine  after  simple  fractures, 
in  as  many  as  42  per  cent,  of  the  cases,  appealing  two  to  four  days 
after  the  injury,  as  a  whitish  layer  on  the  surface,  and  disappearing 
in  about  twenty  days.  It  is  due  to  absorption  of  oil-drops  from 
crushed  fat  and  marrow  cells ;  they  are  carried  to  the  lungs  (fat- 
embolism),  where  they  may  be  demonstrated  in  the  smaller  vessels  by 
staining  sections  with  osmic  acid  ;  gradually  they  are  swept  on  into 
the  systemic  circulation  and  to  the  organs  supplied  by  it,  and  thus 
reach  the  kidneys  and  pass  through  the  urine.  Horsley  and  myself 
examined  between  us  the  urine  of  a  large  numl^er  of  cases  of  simple 
fracture,  but  we  never  found  fat ;  Horsley  detected  it  in  the  sputum 
in  two  cases.  Riedel  further  stated  that  albumen  and  casts  (hyaline 
and  brown  granular)  might  be  detected  twenty-four  to  forty-eight 
houi*s  after  simple  fractures,  disappearing  by  the  fourth  to  sixth  day. 
In  rare  instances  I  was  able  to  confirm  this  observation.  Albumen 
and  casts  in  the  urine  have  been  produced  in  animals  by  experi- 
mental fractures,  injections  of  blood  into  the  peritoneum,  or  by 
injection  of  fibrin-ferment. 

Fat-embolism,  to  a  greater  or  less  extent,  occurs  in  most  fractures 
and  contusions.  It  has  been  regarded  as  the  cause  of  death  in  some 
obscure  cases.  The  symptoms  are  said  to  be  dyspnoea,  with  rales, 
low  temperature,  and  death  in  coma.  Cohnheim  disputed  the 
likelihood  of  the  explanation,  because  large  quantities  of  fat  can  be 
injected  into  the  circulation  of  animals  without  causing  serious 
symptoms,  and  even  ligature  of  one  pulmonary  artery  causes  only 
momentary  elevation  of  the  blood  pressure. 

Suppuration  of  a  simple  fracture  and  necrosis  are  very  rare. 
Suppuration  has  generally  occurred  after  injury  to  the  skin  from 
direct  violence,  or  in  alcoholic,  diabetic  or  albuminuric  patients,  or  in 
connection  with  some  boil,  septic  sore  or  ulcer ;  but  in  some  cases  no 
source  of  infection  can  be  found. 

Delirium  tremens  is  less  common  than  formerly,  but  is  still 
not  infrequent  in  alcoholic  patients  who  become  the  subjects  of 
fractures.  They  do  not  sleep  from  the  first,  often  reply  to  questions 
in  a  quick  jerky  way,  and  their  movements  are  tremulous ;  in  two 
or  three  days  the  characteristic  delirium  appears.  The  great  points 
are  to  procure  sleep,  to  treat  the  patient,  if  possible,  so  that  he 
shall  not  be  kept  in  bed,  but  shall  be  able  to  got  some  exercise,  and 
to  put  up  the  fracture  so  that  the  limb  as  a  whole  can  be  freely  moved. 
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Acute  tnania  may  foUow  a  fracture,  as  it  maj  mny 
injury. 

H'aMiiu/  and  gtifnesi  of  a   luiib  are  oommoD  on 

splints,  and  arf^  eaailj  explicable.  Wasting  i*  due  to  rmitv 
coin  pie  te  re-st  of  the  part,  and  to  the  constant  pinvsesutr  of 
apparatuH,  Stiffness  to  matting  of  parts  round  aIkjuI  tbr  irmttnr 
especially  of  tendons  in  their  sheaths;  to  arlaptivc  nhorteiiiiig 
muscles,  l)est  seen  when  a  foot  has  been  allowed  to  ctrxip; 
adhe?iion8  in  joints^  even  when  they  have  not  been  injttrra ; 
permanent  displacement  of  frnju^ients^  forming'  part  uf  joint  si 
faces:  to  the  formation  of  irregular  masses  uf  callu»;  or  laler,  to 
the  development  of  rheumatoid  changes.  Rarely,  true  nooliyloaw 
occurs  (Figs.  327,  328). 

(Edema.— Ah  a  result  of  the  injury  to  and  thromlKiid«  of  rtiila^ 
of  the  prolonged  diminution  of  pressure  upon  their  wall*,  and  of  tbv 
imperfect  nutrition  resulting  from  elevation  (when  a  limb  i*  nIuii^ 
or  rai.sed)  and  fixation,  swelling  of  the  limb— especially  the  lomm — 
is  usual  on  beginning  to  use  it,  and  often  very  enduring. 

Hht^umaUfid  cltan^e^  are  often  excited  in  the  joints*  of  th«Me  wto 
are  predisposed  to  rheumati.sm,  by  fractures  near  to  or  invrjlriiig 
joints;  and  in  such  subjects  a  limb  which  ha»  lieeii  ihti  i«st 
of  a  fracture  may  remain  a  more  or  leas  trustworthy  weatlier- 
j>rophet> 

The  rule,  however,  is  that,  unleiss  crippling  displacement  i 
recovery  from  a  fracture  is  complete^  and  the  limb  in  a  fe^  i 
is  as  strong  and  useful  as  ever. 

Course  of  a  compound  fracture,— The  rour^r  of  an 

coniptiund  fracture  is  just  as  uneventful  as  that    r  f  abore  lo 

simple  fracture  ;  except  that  the  presence  of  a  wm  itn  inooD* 

veniences  and  difficulties>,  it  makes  no  difference  to  the  nnmli,  unlrsi^ 
perhaps  it  delays  healing  a  little.  It  is  far  otherwisi''  with  a  seiitif 
coinfKJimd  fracture.  The  occurrence  of  suppuration  almost  certainly 
induces  more  fever  than  is  usual  in  simple  fractures  ;  and  reteotiou 
of  pus  and  spreading  suppuration  cause  prolonged  and  severe  firvisr* 
Tlie  ejdiaustion  due  to  this,  and  to  frequent  anmitbf^tka  and 
incisions  for  the  evacuation  of  pus  ;  the  increased  difliculty  in  fixing 
the  part  which  results  from  the  presence  of  a  wound  or  woiinila« 
which  must  Ije  dressed ;  the  moi-e  prolonged  fixation  whidi  ii 
neoetsary,  and  the  consequently  greater  wasting  of  pmriB—ht 
mnaole  does  not  Ijenefit  by  increased  blood  supply,  nnle^n  s^tlnmlaled 
to  contract ;  the   widpspreiwi  matting  of  tissues  Maws 

the  prrsc^nce  of  a  suppurating  wound  ;  and  the  fa*  tie| 

of  a  septic  wound  extK)ses  the  patient  to  all  the  lufectire  di 
ol  wounds — render  a  suppuniting  c<»mpounil  fracture  an  injQf7 
which  may  greatly  im{>air  the  usefulness  of  the  mrt,  or  may  mt 
the  patient  his  limb  or  his  life,  or  botli.  It  will  \w  underrtood, 
of  course,  tlmt  suppuration  of  a  compound  fracturt*  doe«  not 
n  itv  bring  about  the  abo%'e  eonae<)ueiioes ;  the  ill-nBaull»  oi^ 

« »r  most  severe. 
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TREATMENT  OF  SIMPLE  FRACTURES. 

First  help. — ^When  a  patient  is  knocked  down  and  sustains  a 
fracture  of  the  lower  limb,  it  happens  only  too  often  that  the  injury 
18  rendered  compound  or  complicated  by  an  endeavour  to  rise  and 
bear  weight  on  the  limb,  or  by  improperly-managed  lifting — the 
portion  of  the  limb  beyond  the  fracture  being  allowed  to  hang  un- 
supported. In  the  case  of  the  upper  limb  this  danger  is  much  less. 
Theoretically,  then,  a  person  whose  lower  extremity  has  been  injured 
should  be  prevented  from  rising  until  it  has  been  ascertained  that  at 
least  the  tibia  and  femur  are  sound.  Should  there  not  be  time  for 
this,  the  patient  should  be  lifted  to  a  place  of  safety — one  person 
taking  cJuirge  of  the  injured  limb  only.  If  the  leg  be  injured  it  is 
best  lifted  by  a  person  standing  on  its  outer  side,  grasping  it  firmly 
above  and  below  the  point  of  injury,  and  raising  it  in  one  piece, 
at  the  same  time  maintaining  slight  **  extension  "  ;  his  elbows,  bent 
at  suitable  angles,  should,  if  possible,  rest  against  the  l)ody;  the 
lifting  should  be  done  by  straightening  the  hips  and  back,  and  the 
extension  by  endeavouring  to  separate  the  hands  grasping  the  limb. 

Should  a  fracture  of  the  femur  be  found,  one  person  should 
support  the  whole  of  the  limb  beyond  the  fracture,  raising  it  pari 
pa89u  with  the  body  to  prevent  angular  deformity,  and  maintaining 
some  extension  by  traction  from  the  body. 

Upper  limb  fractures  are  more  easily  dealt  with,  the  limb  being 
smaller^ and  lighter;  exactly  the  same  rules  apply  when  lifting  is 
necessary.  Shortly,  the  form  of  the  limb  should,  as  far  as  possible, 
be  steadily  preserved. 

Means  of  transport  must  often  be  found.  Most  patients  after 
fractures  of  the  upper  limb  can  walk,  supporting  the  limb  with  the 
other  hand,  or  having  more  or  less  of  the  fore-arm  supported  by  a 
pocket-handkerchief  sling,  or,  in  cases  of  fractured  humerus,  having 
the  injured  arm  fixed  closely  to  the  side  by  the  coat  buttoned  over 
it  or  laced  up  with  string,  the  hand  being  brought  out  and  supported 
between  the  buttons.  But  those  with  fractures  of  the  lower  limb 
should  be  carried.  If  anything  like  a  stretcher  can  be  arranged,  it 
will  be  sufficient,  even  when  the  femur  or  tibia  is  broken,  to  fasten 
the  broken  limb  to  the  sound  with  handkerchiefs,  above  and  below  the 
fracture,  to  prevent  movement  of  the  fragments.  Should  a  tem- 
porary splint  be  thought  desirable,  something  efficient  can  generally 
be  found  by  one  who  knows  what  is  required  to  be  done.  Stout 
newspapers  folded,  corrugated  paper,  trellis  work  flower-pot  holders 
(Fig.  225),  an  umbrella  frame,  straw  bottle-cases,  and  bundles  of 
straight  slender  branches  are  some  of  the  many  things  which  may 
temporarily  replace  more  orthodox  splints.  They  must  be  applied 
firmly  or  they  will  be  useless  ;  some  will  require  padding  with  any 
available  soft  stuff.  Cold  must  be  si>ecially  guarded  against  during 
transport  after  an  accident. 

Deliberate  treatment. — The  indications  for  treatment  are  : — 
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(1)  to  "  set"  the  fnieture  ;  (2)  to  apply,  if  necessary,  such  apparatos 
as  will  maintain  the  fragments  in  position.  There  are  a  f»*w 
preliminaries  of  general  importance  to  )ye  attended  to.  Ft»r  a 
fracture  of  the  pehns  or  tliigh  the  l>ed  should  l>e  prepared  by  placing 
fracture-boanls  across  beneath  the  mattress  to  prevent  it  fnin 
sinking  under  the  weight  of  the  pelvis.  Clothes  must  be  remo\ed 
from  the  injured  pai*t  with  all  gentleness,  seams  bein^  cut  up,  htmts 
being  fully  unlaced  and  drawn  off  whilst  the  lower  j^art  of  the  liiub 
is  most  thoroughly  steadied,  etc.  Till  a  fracture  ha»  V>een  examiihfd 
it  should  be  assumed  to  \ye  all  but  compound.  Tlie  limb  should 
next  be  well  washed  with  flannel,  soap,  and  hot  water;  if  hairy, 
shaving  will  mitigate  itching,  and  a  wash  with  1  to  1 000  perchloride 
of  mercury  lotion  will  help  in  the  same  direction,  by  checking 
decomposition  of  sweat.  Everything  being  in  readiness  for  the 
application  of  retentive  apparatus,  the  fracture  should  now  \)e  ".«tet/ 
(1)  The  setting:  of  a  fracture  means  the  removal,  so  far  an 
is  possible,  of  deformity  due  to  displacement  of  the  fragments.    It 


Fig.  2'2.5. — Wyeth's  Universal  Trellis  Splint.  It  is  the  tyx>e  of  iiuuiy  eoMil}' 
extemporised  splints. 

should  follow  immediately  on  the  complete  examination,  that  the 
necessary  pain  may  he  got  over  in  one  bout.  It  is  a  principle 
in  the  setting  and  treatment  of  fractures  that  force  should  iK»t 
be  used  to  overcome  resistance  which  may  be  conquered  by  art— 
i.e,  by  the  relaxation  of  parts. 

Let  us  take,  for  example,  the  ordinary  oblique  fnicture  of  both 
bones  of  the  leg,  with  displacement  upwards  and  backwards  of  the 
lower  fragments,  maintained  by  the  great  calf  muscles,  which  coo- 
tract  directly  an  attempt — probably  painful — is  made  to  reduce  the 
deformity.  Here,  with  the  patient  on  his  back,  the  hip  and  kn«* 
should  be  flexed  to  90°  by  an  assistant  grasping  the  thigh  just  alx»vv 
the  knee,  so  that  his  thumbs  press  firmly  on  the  quadricepe  tendon. 
His  hands  should  form  a  fixed  point  of  counter-extension.  Another 
assistant,  grasping  the  foot,  has  raised  it  and  the  lower  fragment 
correspondingly.  Under  the  direction  of  the  surgeon,  the  latter 
makes  extension,  and  performs  angular  or  rotatory  movements  of  the 
foot  and  lower  fragment.  When  the  surgeon  is  satisfied  with  the 
result,  as  tested  by  eye,  finger,  and  tape,  the  assistants  maintain  the 
status  quo,  whilst  lie  applies  the  splints.  Straightening  of  the  knee 
should  l>e  very  gradual,  and  may  be  altogether  inadvisable.  Fur. 
254  gives  another  example  of  extension  and  counter-extension 
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(2)  The  application  of  splints.— While  the  setting  of  a 
fracture  fulfils  the  first  indication  of  treatment,  the  application  of 
some  kind  of  apparatus  is  often  necessary  to  fulfil  the  second  ;  and  in 
the  great  majority  of  cases  this  apparatus  is  some  form  of  "  splint." 

Movable  splirUt  are  those  which,  being  applied  with  ordinary 
bandages,  are  easily  removed  and  reapplied ;  they  permit  examina- 
tion of  the  fracture,  and  can  be  tightened  or  loosened  as  swelling 
subsides  or  increases.  They  probably  do  not  limit  muscular  action 
and  blood  supply  so  much  as  the  immovable  varieties.  On  the  other 
hand,  they  must  be  tightened  up  every  few  days,  as  the  bandages 
loosen  and  get  untidy ;  the  disadvantage  of  this  is  much  reduced  by 
the  use  of  webbing  straps  and  buckles  round  the  splints  instead  of 
or  beneath  the  bandage.  Movable  splints  are  made  of  wood,  iron, 
tin,  perforated  zinc,  sheet  lead,  wire,  poroplastic,  guttapercha,  sole 
leather,  plaster  of  Paris.  Wood  is  the  material  most  commonly  used, 
and  there  are  few  fractures  which  cannot  be  treated  with  fair  result 
by  anyone  possessing  a 
knife  and  a  deal  plank  4 
in.  wide  by  j  in.  thick. 
Another  3  in.  by  J  in.  is 
convenient  for  children. 
Gooch's  "  kettle-holder  " 
splinting  (Fig.  226)  is  often 
very  useful  for  certain  frac- 
tures. Special  -  shaped  ^8-  22(J.-Goo6h'i  ••  Kettle-holder  Splint  *  Material" 
Splints  —  such   as   Carres, 

Cline's,  Hodgen's,  Maclntyre's — are  used  with  more  or  less  advant- 
age. They  are  made  in  three  sizes  as  a  rule,  and  the  aphorism  that 
"  shaped  splints  never  fit  anyone  "  is  somewhat  pessimistic. 

Mast  of  the  above  forms  of  splints  require  padding.  Pads 
are  made  of  tow  (which  is  cooler  than  wool  and  less  liable  to 
become  lumpy),  covered  with  linen  ;  but  cotton  is  often  used.  The 
tow  should  be  pulled  into  long  wisps  placed  together,  till  the 
required  dimensions  are  reached  ;  the  edges  of  the  covering  are  then 
turned  in  and  oversewn.  The  pad  should  be  a  little  larger  than  the 
splint  it  is  to  cover ;  it  is  fixed  to  the  splint  by  a  zig-zag  of  stout 
thread  passing  from  edge  to  edge  across  the  back  of  the  splint  A 
linen  towel  makes  a  capital  pad ;  so,  too,  does  folded  boracic  lint. 
In  addition  to  the  principal  pads,  minor  ones  are  often  required, 
especially  to  prevent  pressure  upon  prominent  points.  Wool  or  lint 
is  often  used  for  this  purpose,  and  it  should  never  be  placed  between 
the  prominence  and  the  splint,  where  it  will  only  increase  the 
pressure  on  the  point  it  is  desired  to  protect  To  protect  a  bony 
prominence — e.g.  the  internal  epicondyle — make  a  "ring  pad,"  t.c.  a 
thick  strand  of  wool  twisted  into  the  form  of  a  ring,  the  small 
central  hole  of  which  is  to  receive  the  epicondyle,  while  the  ring  of 
wool  projects  beyond  it  all  round,  like  a  com  plaster,  and  receives 
the  pressure.  A  little  extra  padding  round  about  may  be  necessary 
to  distribute  the  pressure. 
p  P 
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Shaped  MpltrUs  mny  be  moulded  for  «ny  ciise  in  wire,  pompUgtic, 
guttApercluu  leatlier,  or  planter  ;  and  very  aim  pie  ono%  m»y  \te  tDttde 
of  sheet  lead. 

If  *t»ire  lie  iised^  the  outline  in  made  in  «tnut  t«legF&{ili  wirt^  tlie 
endowing  lashed  witli  Hue  wire  or,  ppeferahly,  N*»Iden3d  ^thun  wKicli 
oothinju^  is  easier)  aiul  H!i-d  smixitli.  The  ititi^rva)  is  filled  in  with  a 
trelliKWork  of  light  wire. 

If  ffuUapercJia,  poroplngtU^  or  leniher  be  u»ed,  »  pAttan  In  iCoot 
]>aper  is  ma^le,  the  p»aper  iMnng  laid  on  the  part  atid  cut  to  the 
re<]uired  shape,  pinched  up  and  cut  ofl'  where  excessive  in   ruundtag 

convexities^  mit^'hed  where  it  mia«i 
gaf^e  in  |¥iaHing  concantiefL  A  j^ 
of  at  ]eA8t  1  in.  should  be  liili  be- 
tween  the  edges  where  it  jpipM  * 
linili.  Frmii  thin  yiat tern  ibrfpltllt 
IS  cut  (Fig.  ^2*21)^  at  fimt  in  gntnj 
nuthiie. 

(Juttaperchn  \a  nofti^ned  in  boC 
water ;  if  made  too  soft  tt  ^i^ 
sticky.     It   remainA  iir»ft  ♦• 

time,  iMi  there  is  no  ne»  <  ry 

in  handling  it.  The  limh  nju«t  lie 
tln>t\mghly  oile^i,  tlie  gtittaprrcha 
laid  upon  it  folded  tivrr  whefi-  it  is 
in  excels  cArefully  utretr^  ^  -  *  rr- 
it  is  insufficient,  and  ba  l 

When  it  hiw  acquired  mnnr  urni- 
ness  the  Iwindage  may  lie  cut  up, 
and  the  splint  placed  in  en  Id  wmter 
to  hasten  rigidity  ;  or,  if  poiMihli*, 
the  imrt  and  splint  may  U*  phitYd  iti 
ecild  water.  Angh*s  an*  now  d€«]l 
with  by  the  pressure  of  a  hot  iron»  continu<»d  till  the  ^uifacea  arr 
aniooth  ;  where  the  material  hat>  lieen  stretched,  pieties  »tf  c>»*  t  jiottt  lui 
must  be  stuck  unto  the  out-er  surface.     When  tirm,  nuni'  -* 

ahould  lie  punched  through  the  splint,  which  is  then  i.;,^..  ^itii 
chamois  leather,  Such  splints  are  not  very  rigid,  and  retain  the 
sweat  disagreeAbly, 

Poroplastie  niay  l>e  softened  in  hot  water,  but  rutAtum  on  a  stiiiig 
in  fr«>nt  of  a  fire*  or,  if  large,  heating  in  an  oven,  given  Iji^tt^r  multe 
It  hardens  quickly.  Tlie  limb  should  be  liandaged  with  thkk 
flannel  befort^  the  splint  is  mouldefl  ofi.  Before  lu*«ttng«  mnriiTr 
material  munt  Vm*  cut  uut— t^X)  little  rather  thiui  too  miiell  b*"^ 
remcived.  When  ^tft,  the  t^ljjsi*  of  the  niaterial  may  l^ie  fttrtffclMvl  a 
little,  where  a  cuncavity  has  t^o  \ye  passed  ;  Imt  generally  mns^pn^' 
feasiuual  wurker^  have  to  cut  notches  herp  which  gn^mtly  Wf«%rn  tbe 
splint.  The  l>Hn«i(ige  use«I  to  mould  the  splint  must  be  apptinl  v?fy 
quickly,  uniformly^  and  firmly.  On  removal,  nect*sMar>'  modUlQalioitf 
are  made  ;  intervalK  where  pieces  have  lieen  cut  out  ai^  doled  \tf 
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sewing  with  stout  twine ;  an  endeavour  may  be  made  to  strengthen 
the  splint  opposite  concavities  by  sewing  suitably-shaped  pieces  into 
gaps  which  have  been  cut ;  and  lastly,  the  edge  all  round  is  shaved 
quite  thin  from  the  outer  surface  to  prevent  the  fixing  bandage  from 
driving  the  edge  into  the  skin.  Numerous  holes  are  punched  through 
the  splint,  and  it  may  be  lined. 

LeatJier  splints  are  cut  like  poroplastic,  except  that,  by  patient 
stretching,  there  is  somewhat  more  chance  of  escaping  without  a  gap 
opposite  a  concavity.  When  cut  out,  the  edges  are  trimmed,  and 
softening  is  effected  by  twenty-four  hours'  soaking  in  cold  water ;  or, 
if  time  is  lacking,  in  water  to  which  vinegar  has  been  added,  but  this 
tends  to  render  the  leather  hard.  The  splint,  freed  from  superfluous 
water,  is  applied  directly  to  the  part  and  fitted  accurately,  a  few 
stitches  being  inserted  where  pieces  have  l)een  cut  out.  Over 
hollows,  where  a  bandage  cannot  press,  pads  of  cotton  wool  must  be 
placed,  and  then  a  firm  and  careful  bandage  is  applied.  The  part 
must  be  fixed  for  some  hours,  until  the  splint  is  dry ;  then  the 
intervals  are  properly  sewn  up  and,  if  necessary,  bits  inserted  in 
gaps.     The  splint  should  be  lined  with  chamois. 

Webbing  bands  and  buckles  can  easily  be  attached  to  the  above 
splints.  There  is  so  much  manipulation  in  fitting  them,  that  they 
are  not  often  used  early  in  the  treatment  of  fractures.  Turning  round 
a  concavity  is  the  difficulty  with  all  three  materials,  of  which  leather 
is  the  most  comfortable  and  Ijest,  unless  quick  hanlening  is  essential 
— ^then  poroplastic  or  plaster  of  JParis  is  needed. 

Inwuyvable  splitits  are  made  of  materials  which  harden  ;  they  do 
not  become  loose,  except  by  shrinking  of  the  part  within  them ; 
they  are  more  troublesome  to  put  on  and  to  take  off  than  are  the 
movable  splints;  when  accurately  applied  they  prevent  movement 
very  completely.  The  latter  point  was  regarded  as  a  chief  merit, 
but  there  is  reason  to  think  that  it  is  often  a  disadvantage. 

Many  materials  are  used,  but  we  shall  describe  the  application 
of  three  only — plaster  of  Paris,  silicate  of  soda,  and  starch. 

Plaster  of  Paris  splints. — Plaster  of  Paris  can  be  used  in  two 
different  ways.  (1)  With  roller  bandages.  These  are  prepared  as 
follows  : — A  quantity  of  quite  dry  plaster  of  Paris  is  placed  on  a  tray ; 
a  roller  of  "  crinoline  "  or  still  more  open  muslin  is  thrown  across  the 
tray,  drawn  by  one  end  through  the  plaster,  which  is  well  rubbed  into 
its  meshes  and  rolled  up  again  as  loosely  as  possible.  In  addition  to 
the  bandages  there  will  be  required  a  basin  of  cold  water  deeper  than  a 
bandage  is  wide ;  strips  of  tin  18  in.  by  ^  in.  punched  through  at  every 
2  to  3  in.,  the  holes  being  left  rough ;  a  pair  of  strong  shears  to  cut 
the  tin  ;  some  rollers  of  boracic  lint  of  suitable  width.  The  tins  are 
used  to  strengthen  the  splint  without  adding  much  to  its  weight  ; 
they  are  cut  of  suitable  lengths,  and  bent  to  fit  the  positions  which 
they  are  destined  to  occupy  ;  the  rough  edges  of  the  holes  are  turne<l 
outwards,  and  fix  the  tin  by  catching  in  the  bandage  ;  the  comers 
are  rounded  off  and  the  ends  slightly  turned  up  from  tlie  limb.  The 
prepared  limb,  held  carefully  in  position,  is  enveloped  in  boracic  lint, 
p  p  2 
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no  reverses  l)einjj:  used,  and  even'  jmins  Ijeiiig  taken  Ui  avoid  thick 
folds  and  creases- -esi)ecially  over  thinly-covered  liones,  where  thry 
are  often  a  source  of  pain  and  .sores.  (Jne  bandage  at  a  time  i» 
placed  upright  in  the  water,  and  allowed  to  I'emain  there  until  all 
bubbling  oi  air  has  ceased ;  it  is  then  turned  on  to  the  side,  each 
end  is  grasped  by  a  hand,  and  it  is  Hft«l  out  of  the  water  and  pressed 
fairly  dry  ;  the  end  of  the  bandage  is  found,  and  thus  it  is  handt^ 
to  the  surgeon.  If  the  bandage  be  squeezed  by  one  hand  a  great 
deal  more  plaster  esca]>es.  The  surgeon  applies  the  l)andages  lightly 
from  just  above  the  lower  to  just  below  the  upper  edge  of  tht- 
boracic  lint,  without  reverses,  and  carefully  avoiding  the  folds  wliioh 
i-esult  from  the  figure-of-8  bandage,  as  ordinarily  used.  This  he  dor* 
by  making  no  endeavour  to  bandage  continuously  from  below  up,  l*ut 
rather  allowing  the  bandage  to  follow  its  own  bent.  So  soon  as  the 
lint  is  covered,  the  tins  are  placed  in  position,  and  caught  by  the  next 
turns  of  bandage.  Two  or  three  thicknesses  are  required.  Many 
now  take  a  little  plaster  cream,  and  rub  it  on  the  surface ;  hut, 
with  well-prepared  l)andages  it  should  be  unnecessary,  and  it  ad<is 
to  the  weight — a  chief  objection  to  plaster.  If  there  be  much 
tendency  to  displacement,  the  part  should  be  held  in  position  till  the 
plaster  is  set ;  it  should  be  left  exposed  till  dry.  Such  a  splint  can 
l)e  cut  down  fairly  easily  l>etween  two  tins  with  a  strong  knife,  a 
Hey^s  saw,  or  a  pair  of  vine  shears. 

(2)  The  splints  necessary  to  surround  the  limb  are  cut  out  of  hou«* 
Hannel,  coarse  sackcloth,  canvas,  or  some  thick  open  material,  and 
thoroughly  soaked  in  water  ;  two  layers  are  generally  sufficient,  tin« 
l)eing  placed  l)etween.  When  wet,  the  splints  are  carefully  fitted  w 
the  limb.  Opposite  a  convexity  they  are  notched  to  the  neoesssarr 
depth,  and  the  flaps  an*  fixed  in  position  by  a  stitch  or  two ;  oppontr 
a  concavity  bits  are  sewn  into  the  gaps.  A  thick  plaster  creani  i* 
now  prepared  by  mixing  equal  parts  by  measure  of  plaster  and  cuW 
water,  the  plaster  l)eing  strewn  into  the  water  without  stirring.  In 
this  the  splints  are  kneaded,  till  they  have  taken  up  as  much  as  th^ 
can  hold  ;  they  are  then  placed  in  position,  pulled  quite  smooth,  and 
fixed  on  with  an  ordinary  or  a  plaster  bandage.  ThLs  constitutes  an 
immovable  splint,  but  division  of  the  bandage  along  a  line  of  meeting 
of  the  splints  permits  their  removal  and  reapplication  with  anutber 
bandage ;  the  opposite  line  of  meeting  (if  there  be  two)  serves  as  a 
hinge.  Another  method,  which  is  highly  recommended,  is  to  baild 
up  first  one  splint  and  then  the  other  of  long  wisps  of  tow  soaked  in 
the  cream ;  other  materials  may  be  similarly  used.  In  one  or  other 
of  the  above  ways,  single  shaped  splints  may  be  moulded  to  any  (tart. 
►ply  phi-^tei-  of  Pans  directly  over  well-greased  *kin, 
oidy  the  outer  layer  and  rub  cream  into  the  outer  suiiact 
of  the  inri>r.  In  nlight  fractures  of  the  lower  limb  treated  amoog 
out  patji'Tit;^,  tite  patlent^s  long  stocking  makes  a  comfortable  coverini? 
fi*r  tb**  limb,  rnfieoially  if  it  be  woollen.  A  covering  similar  ti»  the 
-  '  "1  vi*i»t  i(»*nt:i  rally  uied  under  Say  re's  corset  can  often  be  fouwl 
foru 
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Silicate  splints, — Waterglass  or  silicate  of  soda  lias  the  advantage 
of  being  much  lighter  than  plaster,  but  it  takes  twenty-four  hours  to 
harden.  The  limb  is  similarly  prepared.  Two  to  four  thicknesses  of 
open-wove  bandages  soaked  in  a  solution  of  silicate  of  soda  are  used 
in  the  way  above  described  for  plaster  of  Paris. 

Starch  splints, — The  limb  is  surrounded  with  some  antiseptic  wool, 
J  in.  thick  by  4  to  5  in.  wide,  made  into  rollers  and  applied  like  an 
ordinary  bandage.  Outside  this  come  splints  of  lxx)kV>inder  s  mill- 
board, cut  of  suitable  shape,  well  soaked  in  hot  water,  thinned  all 
round  the  edge  by  rubbing  away  with  the  finger  the  outer  .surface  for 
an  inch  or  so,  and  finally  saturated  with  starch  ;  a  large  iron  tray 
takes  most  splints,  but  a  bath  is  needed  for  those  reaching  from  hip 
to  foot  Thus  prepared,  the  splints  are  placed  in  position  and  held  by 
bits  of  bandage,  which  are  removed  as  the  starched  bandage  ap- 
proaches them.  Stout  unbleached  calico  Imridages  are  now  pretty 
firmly  applied  after  the  following  preparation  : — They  are  soake<l  in 
water,  wrung  dry,  drawn  through  hot  starch,  and  then  rolled  up.  It  is 
a  common  practice  to  apply  the  bandage  dry,  whilst  an  assistant  rubs 
in  hot  starch ;  the  result  is  less  perfect  Tliree  or  four  thicknesses 
are  generally  used  for  the  lower  limb.  Tlie  splint  takes  forty-eight 
hours  or  more  to  dry ;  it  is  fairly  light  and  rigid  :  it  maintains 
uniform  elastic  pressure  on  a  part ;  it  can  l)e  cut  down,  removed, 
and  reapplied,  wool  lining  being  added  should  the  part  have  shrunk, 
or  some  of  the  edge  being  cut  away.  Eyelets  can  be  inserted  if  it 
is  desirable  to  lace  the  splint. 

In  the  hands  of  those  who  know  how  to  use  it,  plaster  of  Paris 
is  by  far  the  most  valuable  of  these  three  splints ;  its  wei^^ht  is  the 
chief  objection  to  it,  and  this  may  be  greatly  reduced  by  the  use  of 
light  tin,  trellis  wire,  or  veneer  strips.  Some  employ  plaster  in  the 
treatment  of  fractures  from  the  first,  using  only  a  light  splint — 
easily  removed  should  swelling  require  it,  and  easily  reapplied.  But 
the  more  usual  practice  in  England  is  to  wait  until  the  early  swelling 
has  subsided,  and  until  the  tendency  to  shortening  has  disappeared, 
then  to  apply  one  or  other  of  the  above  splints,  and  leave  it  on  until 
union  may  be  expected  to  have  occurred.  It  has  been  charged 
against  tins  treatment  by  Lucas-Championniere  and  others,  that 
the  long  absolute  rest  thus  enforced  is  responsible  for  the  wasted 
and  oddematous  condition  of  the  limbs,  and  for  the  painful  adhesions 
which  have  to  be  dealt  with  on  removal  of  the  splint.  This  question 
will  be  again  referred  to  under  "  massage  "  (page  774). 

Other  app€trcUus. — Splints  are  not  the  only  apparatus  employed  in 
the  treatment  of  fractures.  In  some  no  apparatus  is  of  service,  in 
others  a  sling  or  a  few  bits  of  strapping  give  such  rest  and  contact  to 
the  fragments  as  is  possible ;  in  others,  again,  suitable  position  upon 
cushions  or  upon  an  inclined  plane  suffices  ;  wliilst  still  others  benefit 
by  the  position  given  by  a  Salter's  cradle  or  some  other  form  of  swing. 
Ijastly,  there  are  cases  of  simple  fracture,  in  wliich  tlie  results  of 
ordinary  treatment  being  unsatisfactory,  it  is  justifiable  to  inflict  an 
aseptic  wound  for  the  purpose  of  directly  acting  on  the  fragments, 
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by  means  of  hooks,  pins,  sutures,  or  screws.  This  mode  of  treatment 
is  most  valuable,  and  should  never  be  forgotten  in  cases  of  difficultj 
— cases  of  displacement,  which  cannot  be  dealt  with  by  po»iition  and 
the  use  of  apparatus,  but  which,  if  unrelieved,  would  perh^ 
become  secondarily  compound,  or  would  recover  with  markedly  im- 
paired function  or  even  with  disfigurement.  There  must  be  good 
i*eason  for  converting  a  simple  into  a  compound  fracture,  for  it 
cannot  be  done  without  risk  ;  the  risk  may  be  very  alight  in  the 
hsmds  of  those  who  rarely  have  a  failure  from  sepsis — it  is  incal- 
culable in  opposite  circumstances,  for  not  only  the  limb,  but  the 
life  may  be  lost.  The  direct  method  of  dealing  with  the  fragmenti 
is  adopted  chiefly  in  fractures  of  bones  which  do  not,  as  a  nrie, 
unite  by  lx)ne ;  in  cases  in  which  a  fragment  is  so  displaced  that  it 
cannot  be  replaced,  and  will  become  a  source  of  trouble ;  and  in  casea 
of  very  oblique  fracture  or  comminuted  fractures,  in  which  other 
treatment  has  failed.  It  is  a  great  advantage  of  this  method  that, 
once  the  wound  has  healed — sometimes  even  earlier — fixation  can  be 
abandoned  in  many  cases,  and  the  patient  is  able  to  use  his  muscles 
and  joints.  The  results  are  often  aidmirable,  but  sometimes,  without 
failure  of  antiseptics,  a  joint  which  has  been  irritated  by  surgical 
manipulations  Ijecomes  the  seat  of  very  troublesome  adhesions. 

Treatment  by  massage.— It  is  a  fact  that,  after  treatment  br 
prolonged  immobilisation,  patients  recover  with  wasted  and  cedema- 
tous  limbs,  often  with  adhesions  in  joints  and  tendon  sheaths  which 
have  l>een  injured,  and  which  have  lK?en  the  seat  of  extravasation: 
also,  that  the  early  swelling  is  the  cause  of  a  good  deal  of  ten'<ivf 
pain.  It  is  stated  by  Lucas-Championniere  and  others  that  all 
these  ills  may  l>e  avoided  by  the  proper  use  of  massage,  which  has 
been  widely  adopted  in  England  for  sprains,  but  does  not  seem  to 
have  been  much  employed  for  fractures  until  after  they  have  united, 
when  the  alx)ve-mentioned  results  must  be  dealt  with.  Accortiiiig 
to  the  above  authorities,  splints  are  an  evil  and  are  to  be  used  onlr 
when  displacement  would  result  from  their  omission ;  in  maDT 
fractures  less  restrictive  methods  may  with  advantage  be  adopted 
The  teaching  with  us  has  always  been  that  perfect  fixation  is  neceasarr 
to  perfect  union — that  mobility  is  the  great  cause  of  non-union.  An 
we  have  seen,  in  fissures  of  the  skull,  perfect  fixation  leads  to  the 
formation  of  very  little  callus  and  possibly  to  imperfect  union: 
whereas  callus  always  forms  richly  about  a  fractured  rib,  and  non- 
union of  a  rib  is  practically  unknown.  But  there  is  a  difierence  in 
degree  l)etween  the  mobility  in  this  case  and  in  that  of  an  untrf«ted 
fracture  of  a  limb,  which  sometimes  results  in  non-union.  Again,  it 
is  undoubted  that  massage  will  widely  diffuse  extravasations  and 
effusions,  and  promote  their  absorption,  and  that  it  increases  the 
(circulation  and  nutrition  of  the  tissues  of  a  part ;  in  these  circuiD- 
stances,  callus  production  is  asserted  to  be  rapid  and  free.  But,  can 
massage  be  carried  out  without  causing  pain,  excessive  mobility,  or 
displacement,  which  it  is  the  object  of  splints  to  prevent  t  As  to  j^ain— 
the  first  point  is  to  ascertain  the  seat  of  the  strictly-localised  fncture 
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pain,  and  to  avoid  it  in  performing  the  massage.  As  to  movement,  the 
part  is  laid  comfortably  on  something  giving  uniform  support — e,g,  a 
sandbag  or,  in  some  instances,  the  surgeon's  thigh  covered  with  a  towel ; 
little  movement  of  the  fragments  then  results  from  the  massage. 
Under  these  conditions,  it  is  said  that  comfort  and  relief  of  pain  are 
always  experienced  from  a  aiance;  that  the  opposite  effects  may  be 
taken  as  showing  that  the  massage  is  too  forcible,  trenches  too 
closely  on  the  fracture,  or  is  in  some  way  improperly  performed. 
The  existence  of  a  tendency  to  displacement  is  a  serious  difficulty ; 
it  is  met  by  performing  massage  at  once  to  diffuse  the  early  extrava- 
sation, and  then  applying  splints,  which  are  removed  after  three  or 
four  days  for  a  repetition  of  the  massage,  whilst  the  limb  is  held  in 
position  by  assistants.  The  tendency  to  spasm  and  shortening  is 
said  to  subside  soon,  and  then  regular  geances  can  be  undertaken. 

The  movements  to  be  practised  are  of  the  simplest  kind.  With 
the  limb  well  supported,  light  upward  pressure  is  to  be  made  with 
the  thumbs,  starting  from  the  tender  point ;  the  fingers  rest  on  the 
side  of  the  limb,  and  both  they  and  the  thumbs  are  well  greased  with 
vaseline  or  olive  oil.  Even  in  the  same  seance  it  will  be  found  that 
firmer  pressure  can  be  borne.  At  the  end  of  each  seance  the  patient 
should  be  encouraged  to  perform  all  the  movements  of  the  limb  which 
are  possible  without  producing  displacement,  the  hands  of  the  surgeon 
supporting  the  fracture ;  and  where  a  patient  fails  through  lack  of 
resolution,  the  surgeon  will  execute  passive  movements.  Each  aea/noe 
lasts  a  quarter  to  half-an-hour ;  it  is  repeated,  at  first,  daily,  or  even 
twice  a  day  until  the  early  swelling  is  gone — then  at  longer  intervals. 
Longer  or  shorter  seances  should  be  continued  more  or  less  frequently, 
so  long  as  any  part  is  painful  or  stiff.  It  is  ob\4ous  that  treatment 
of  this  kind  must  be  carried  out  by  a  surgeon ;  it  cannot,  without 
danger,  be  handed  over  to  '*  specialists  in  massage."  A.  Landerer 
quite  recently  has  claimed  that  massage,  begun  so  soon  as  there  is  no 
more  fear  of  bending  of  callus,  shortens  the  period  of  treatment  to 
half  or  one-third,  and  enables  the  patient  to  use  the  limb  properly 
in  half  the  usual  time,  while  wasting,  oedema,  and  stiffness  are 
avoided. 

TREATMENT  OF  COMPOUND  FRACTURES. 

First  help. — The  first  help  to  be  rendered  in  cases  of  com- 
pound is  similar  to  that  recommended  in  cases  of  simple  fracture, 
with  the  addition  that  no  unnecessary  meddling  with  the  wound 
is  to  be  permitted ;  if  the  part  be  not  injured  past  recovery,  the 
point  of  first  importance  in  prognosis  is  the  absence  of  infection 
of  the  wound.  Bleeding  must  be  dealt  with  by  elevation  or  by 
pressure  above  the  wound ;  pressure  on  the  wound  so  often  leads 
to  infection  and  wide  extravasation  into  the  tissues.  If  transport 
to  proper  assistance  will  be  short,  it  is  probably  liest  to  leave  the 
wound  untouched,  and  not  to  reduce  a  fragment  should  it  project 
and  become  soiled ;  it  will  act  as  a  plug,  which  can  be  easily 
cleaned.     If  aid  cannot  speedily  be  procured,  every  endeavour  should 
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be  made  to  render  the  wound  dry.  Unless  most  thoroughly  washed, 
fingers  should  not  be  introduced  into  the  wound,  for  they  are  great 
collectors  of  pyogenic  organisms.  If  water  can  be  boiled,  lad 
clothing  can  be  sterilised  by  moist,  or  even  by  dry  heat,  the  cleanidDg 
of  the  wound  and  the  preparation  of  a  clean  dry  dressing  becooMi 
simpler.  It  is  certain  that  no  thought  or  care  expended  upon  the 
first  treatment  of  a  wound  can  be  regarded  as  excessive. 

Deliberate  treatment. — In  the  deliberate  treatment  of  com- 
pound fractures,  the  first  question  to  decide  is  whether  the  case  » 
one  for  primary  amputation,  for  consen'ative  treatment,  or  simplj 
for  care  until  death  arrives. 

The  qaestion  of  ampatation. — Experience  affords  the 
only  ground  for  forming  an  opinion  as  to  whether  a  patient  wiU 
or  will  not  bear  an  amputation ;  and  even  the  most  experienced 
are  often  wrong.  When  in  doubt,  the  treatment  is  that  of 
shock,  coupled  with  measures  to  prevent  loss  of  blood  and  infec- 
tion of  any  tissues  which  it  is  desired  to  save.  If  the  patient 
rallies,  amputation  is  done  aseptically,  infusion  of  saline  solutioo 
being  generally  indicated.  Statistics  show  that,  in  spite  of  "lait 
chances"  being  given  freely,  primary  amputation  has  beoome 
more  and  more  successful.  For  example,  Erichsen,  some  years  sjso, 
stated  that  he  would  never  again,  in  an  adult,  amputate  at  the  hip 
for  injury.  Of  late  years  many  successful  cases  have  been  reported 
The  great  cause  of  death  in  these  cases  is  shock. 

When  life  is  not  threatened  by  shock,  the  question  is,  ••  Can  the 
patient  recover  with  a  useful  limb  1 "  No  doubt  will  exist  when  a 
limb,  at  or  below  a  certain  point,  is  crushed  so  that  circulation  in 
the  distal  part  is  impossible.  A  similar  difficulty  may  arise  from 
rupture  of  the  main  artery,  a  difficulty  greatly  increased  by  sob- 
cutaneous  bleeding,  compressing  all  the  tissues  through  which 
collateral  supply  might  be  established,  or  by  simultaneous  injury  of 
the  main  vein.  In  each  case,  gangrene  is  more  probable  in  the  lower 
than  in  the  upper  limb.  The  surgeon  must  consider  each  case  on 
its  merits,  and  decide  whether  or  no  something  must  be  done ;  if  he 
think  that  by  incision  and  ligature  of  the  wounded  vessel,  with  renooval 
of  the  main  mass  of  extravasation,  he  can  reduce  the  conditions  to 
something  approaching  those  prevailing  after  simple  ligature  of  the 
same  vessel,  he  will  carry  out  this  operation,  but  in  such  a  way  that 
amputation,  should  it  become  necessary,  may  be  oonvenientlj 
performed.  But  if  the  patient  be  old  or  feeble,  the  arteries  rigid, 
the  heart  unsound,  the  extravasation  when  seen  widespread,  or  the 
probability  of  deep-seated  infection  gi^at,  primary  amputation  at 
the  seat  of  fracture  will  be  the  wisest  course.  Extensive  oomminu- 
tion  of  a  bone  and  fissures  extending  into  joints  necessitate 
amputation  only  when  sepsis  is  added  ;  in  old  days  it  was  a  frequent 
indication — especially  in  gunshot  injuries, — experience  showing  that 
primary  amputation  gave  the  best  results ;  but  antiseptics,  e^^en  in 
warfare,  have  changed  this.  Under  these  conditions  careful  disin- 
fection will  be  given  a  trial.     Great  loss  of  soft  parts,  musicle  awl 
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skin^  or  skin  only,  may  necessitate  amputation ;  but  the  success  of 
extensive  grafting  operations  must  here  be  borne  in  mind.  Two  or 
more  of  the  above  conditions  may  be  combined,  the  need  for  primary 
amputation  being  proportionately  increased.  Clear  evidence  of 
infection  is  always  an  important  element  in  the  decision. 

Conservative  measures* — If  conservative  treatment  be 
decided  upon,  it  is  to  be  carried  out  somewhat  as  follow^  : — 

Disinfection. — Immediately  it  is  found  that  the  limb  is 
fractured  at  a  certain  point,  and  that  a  wound,  possibly  communi- 
cating with  the  fracture,  is  present,  the  wound  is  well  douched  with 
1  in  20  carbolic  lotion  or  other  reliable  antiseptic,  and  covered  with  a 
thick  "  guard  "  steeped  in  the  same,  and  fixed  by  a  turn  or  two  of 
bandage.  The  splints  which  may  be  required,  and  the  other  things 
mentioned  below,  are  got  ready.  The  clothes  are  entirely  removed  from 
the  injured  limb,  which  is  laid  upon  a  mackintosh  and  towel  wet  with 
1  in  40  carbolic  lotion.  The  limb  is  thoroughly  washed  with  a  piece 
of  gauze,  soap,  and  hot  1  in  40  lotion,  up  and  down  from  the  guard ; 
when  the  rest  of  the  limb  is  clean,  the  guard  may  be  replaced  by  one 
covering  the  wound  only,  and  the  washing  carried  out  as  far  as  is 
possible  without  washing  anything  into  the  wound.  It  is  well  then 
to  shave  a  good  area  from  the  wound,  and  finally  to  sponge  the  limb 
with  1  in  20  carbolic  lotion.  The  clean  limb  is  now  laid  on  another 
mackintosh  and  wet  towel,  and  the  wound  is  subjected  to  further  dis- 
infection, which  must  be  thorough  in  proportion  as  the  risk  of  infection 
— evidenced  by  time  which  has  elapsed  since  the  injury,  presence  of 
dirt  and  clothes  in  the  wound,  history  of  fingering  of  the  wound,  etc. 
— has  been  great.  When  a  fracture  of  the  tibia  has  been  rendered 
compound  by  an  endeavour  to  stand,  and  the  point  of  the  upper 
fragment  has  protruded  through  the  skin,  and  has  remained  plugging 
the  wound  till  the  patient  is  seen,  the  chance  of  infection  is  slight, 
and  a  careful  cleansing  of  the  fragment  and  skin  around  with  1  in  20 
carbolic  lotion  will  probably  be  sufficient,  without  interfering  with 
the  depths  of  the  wound ;  the  fracture  being  reduced  only  after  the 
point  of  the  upper  fragment  has  been  cleansed.  But  when  there  is 
reason  to  fear  infection  of  the  depths  of  the  wound,  surgeons  endea- 
vour, by  the  introduction  of  antiseptic  solutions  into  the  cavity,  to 
destroy  any  germs  which  may  exist  within  it,  and  there  can  be  little 
doubt  but  that  it  is  the  correct  practice.  For,  although  it  appears  to 
be  true  that  organisms  are  absorbed  with  great  rapidity  from  the 
surface  of  a  recent  wound,  and  that  disinfection  of  a  wound  even 
immediately  after  its  inoculation  with  a  lethal  organism  will  often 
fail  to  save  the  life  of  an  animal,  yet  it  is  certain  that  pyogenic 
and  septic  organisms  do  not  excite  suppuration  and  putrefaction  in 
a  wound  unless  they  remain  in  it  enveloped  in  clot,  etc.  Probably 
suppuration  is  frequently  prevented  by  the  absorption  and  destruc- 
tion by  the  tissues,  or  the  elimination  of  germs  falling  into  a  wound. 
Accordingly,  all  obvious  foreign  bodies  and  dirty  blood  and  clot, 
should  be  removed  from  the  wound,  which  is  enlarged  sufficiently  to 
permit  exploration  of  its  recesses ;  for  sepsis,  with  all  its  dangers, 
p  p* 
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would  certainly  result  from  the  retention  of  a  bit  of  cloth.  Then  ao 
antiseptic  of  suitable  strength  should  be  applied  to  the  edges,  ftide\ 
and  depth  of  the  wound.  The  stronger  solutions  are  best  i4>pli«d 
with  a  bit  of  sponge  or  wool  held  in  sinus  forceps ;  the  more  dilute, 
in  quantity  by  means  of  an  irrigator  or  Higginson's  Rjringe  with  i 
long  fine  nozzle — such  as  a  glass  female  catheter.  The  pressuiv 
should  be  lew,  and  there  should  always  be  ample  space  for  the 
escape  of  fluid,  lest  it  be  injected  into  connective  tissue  pUiies. 
Sometimes  parts  which  are  very  deeply  infected  are  best  treated  br 
excision — e,g,  the  end  of  a  protruding  fragment  or  crushed  edges  in 
cases  due  to  direct  violence.  An  ansesthetic  is  often  necessary  for 
thorough  disinfection. 

The  occurrence  of  emphysema,  even  widespread,  .does  not  inTolve 
extensive  infection,  for  the  air  is  filtered  by  the  tissues  of  the 
wound,  through  which  it  is  forced  by  movements  of  the  part. 

When  the  bone  is  comminuted,  fragments  found  absolutely  loose 
are  removed,  those  still  attached  to  soft  parts  are  left.  Theoreticall?. 
in  an  aseptic  wound,  loose  fragments  should  not  require  remoTal 
for  it  is  unnecessary  in  simple  cases,  and  pieces  of  bone  can 
be  transplanted.  Nevertheless,  such  fragments  often  die,  and 
either  come  away  or  require  removal  later.  Even  the  ends  of  the 
main  fragments,  stripped  of  periosteum,  not  uncommonly  die,  and 
are  cast  off  like  any  other  sequestrum  ;  so  some  would  excise  moiv 
or  less  of  the  end  of  a  fragment  from  which  the  periosteum  wan 
widely  stripped.  There  is  a  clear  objection  to  the  practice  ;  a  gap 
in  a  bone  is  likely  to  lead  to  weakness,  deformity,  or  non-uniua. 
especially  if  it  occur  in  one  of  two  parallel  bones,  the  other  pie- 
venting  shortening  (Fig.  224).  Where  there  is  no  alternative,  then 
the  second  bone  should  be  shortened  by  excision  of  a  sufficient  piece. 
The  variation  in  frequency  of  necrosis  in  different  statistics  is  id 
striking  that  one  cannot  help  concluding  that  it  is  the  less  frequent 
the  greater  the  success  of  antiseptic  surgery  in  the  clinic. 

Another  difficulty  may  have  to  be  dealt  with,  viz.  hiefnorrkag^. 
Oozing  sometimes  goes  on  even  for  days  without  there  being  a  vemel 
of  any  size  wounded  ;  this  is  best  met  by  elevation  and  unifonn 
pressure  over  a  gauze  and  wool  dressing,  covering  a  considerate 
area  round  about  the  wound.  The  case  would  seem  suitable  for  the 
administration  internally  of  chloride  of  calcium,  as  reoommended 
by  Wright.  If  the  bleeding  be  too  free  to  be  regarded  as  oozing 
and  is  not  checked  by  the  above  remedies,  search  must  be  made  fur 
its  source,  the  wound  being  opened  up  if  necessary,  and  the  im^ 
ments  turned  out  as  carefully  as  possible,  so  as  not  to  increase  the 
detachment  of  periosteum. 

Reduction  is  effected  as  in  a  simple  fracture,  but  assistance 
may  often  be  rendered  by  a  finger  in  the  wound  ;  difficulty  in  w- 
ducing  a  protruding  fragment  may  necessitate  enlargement  of  the 
wound,  or  even  removal  of  the  protruding  portion. 

When,  in  a  compound  fracture,  there  is  difficulty  in  maintnininf 
reduction,  one  or  two  holes  should  be  drilled  through  the  fragments, 
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and  wire  sutures  or  plated  screws  inserted.  Indeed,  this  is  probably 
always  worth  doing  when  the  fragments  are  so  freely  exposed  as  to 
be  easily  got  at,  the  subsequent  treatment  is  so  much  facilitated ; 
but  it  is  doubtful  whether,  without  further  reason,  one  would  be 
justified  in  converting  an  uninfected  puncture  into  a  con- 
siderable wound,  which,  should  it  not  heal  per  primam^  would  for 
a  considerable  time  expose  the  patient  to  the  possibility  of 
infection. 

Dressini^s  and  splints. — After  the  above  treatment,  the 
fracture  is  held  in  position  whilst  the  necessary  dressings  and 
splints  are  applied.  It  is  a  general  rule  that  splints  should  be 
placed  outside  the  dressing,  unless  they  can- be  entirely  included 
within  it.  To  fix  a  leg  on  an  Arnold's  or  a  Maclntyre's  splint,  and 
then  apply  a  dressing  about  a  wound,  including  the  splint,  is  to 
court  infection ;  for  the  discharge  will  almost  certainly  come  through 
between  the  limb  and  the  splint  where  it  is  not  to  be  seen,  remain 
moist,  and  liable  to  putrefy.  When  a  solid  gutter  splint  is  used, 
even  outside  the  dressing,  there  is  always  danger  that  discharge 
coming  through  towards  the  splint  may  be  unnoticed  and  remain 
moist.  Sometimes  short  metal  side  splints  can  be  included 
from  end  to  end  in  the  dressing,  and  may  be  used ;  but  if  the 
dressing  has  to  be  changed,  the  splints  come  off  with  it,  so  they 
have  no  advantage  in  this  respect  over  such  splints  as  those  above 
named  applied  outside  the  dressing.  At  each  change  of  dressing 
the  wound  is  exposed,  the  limb  lifted  by  the  surgeon  (page  767), 
the  old  dressing  is  replaced  by  a  new  one  and  any  re-padding  of 
the  splint  done,  and  then  the  limb  is  laid  down  upon  it.  If  well 
managed,  everything  being  ready  beforehand,  the  disturbance  and 
pain  are  generally  slight.  But  when  there  is  tendency  to  displace- 
ment, when  pain  and  nervousness  result  in  spasm  directly  the  limb 
is  touched,  it  is  a  clear  advantage  to  use  apparatus  which  need  not 
be  removed,  especially  in  the  case  of  the  heavy  and  powerful  lower 
limb.  Extension  between  sandbags  is  often  useful.  Thomas's  knee 
splint  without  the  leather  apron,  but  with  a  plaster  bandage  round 
the  bars  and  the  limb  running  up  and  down  from  the  dressing,  is  most 
valuable.  The  shoulder  strap  is  used,  and  extension  is  generally 
useful.  If  a  wide  gap  must  be  left  between  the  plaster  bandages, 
short  lateral  splints  or  a  trellis  splint  can  be  buckled  round  the 
dressing.  But,  generally,  a  thick  wool  dressing  and  a  firm  bandage 
round  limb  and  bars  afford  ample  support.  This  is  the  most  secure 
form  of  bracketed  plaster  splint.  Hodgen's,  Smith's  anterior  splint 
and  the  trellis  splint  are  often  useful.  Many  compound  fractures 
are  treated  by  the  application  of  an  ordinary  plaster  splint  outside 
the  dressing ;  discharge  may  come  through  the  plaster  and  dry  if  not 
too  profuse.  Each  surgeon  will  use  that  form  of  antiseptic  dressing 
upon  which  he  has  learnt  to  rely.  There  is  none  better  than  the 
double  cyanide  gauze  and  salicylic  wool  applied  in  mass  and  firmly 
compressed ;  discharge  may  come  through  this  dressing  very  freely 
before  it  requires  changing.  After  twenty-four  to  forty-eight  hours 
p  p*  2 
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in  an  aseptic  case,  discharge  has  generally  ceased,  and  dressings  idaj 
then  be  left  on  for  long  periods. 

Results  of  antiseptic  treatment  of  compound  firactnra— 

Makins  and  Abbott  have  given  a  very  valuable  summary  of  tht 
results  obtained  at  St.  Thomas's  HospiteJ  in  322  compound  fractum 
of  the  six  long  bones.  The  cases  were  under  the  care  of  many 
different  surgeons,  house  surgeons,  and  dressers  during  the  yean 
1881-1890  ;  the  point  common  to  all  was  the  attempt  to  carry  out 
treatment  based  on  the  antiseptic  principle.  Obviously,  similar  re- 
sults may  be  obtained  by  all  who  will  take  the  necessary  trouUe. 
Of  the  322  cases,  92  were  of  the  upper  (humerus,  54)  limb,  and 
230  (tibia  and  fibula^  166)  of  the  lower.  Direct  violence  was  the 
cause  in  164,  indirect  in  107,  whilst  in  51  there  was  no  came 
stated.  A  joint  was  clearly  implicated  in  36  (9  per  cent.),  but  tiie 
writers  think  this  complication  was  more  frequent.  Of  the  322, 
12  (3-726  per  cent.)  died  within  24  hours,  65  (2018  per  cent)  were 
treated  by  primary  amputation,  and  245  (76*08  per  cent.)  caa- 
servatively. 

Of  the  65  cases  of  primary  amputation,  19  (29*23  per  cokt) 
died — 5  of  11  cases  of  fractured  femur,  13  of  35  cases  of  fracture  d 
both  bones  of  the  leg,  1  of  14  cases  of  fractured  humerus.  Most  d 
the  deaths  were  from  shock  and  concurrent  injury,  but  an  ampuU- 
tion  at  the  hip  died  from  sloughing  of  the  flaps,  and  two  cases  of  kg 
amputation  died  of  sepsis  and  pneumonia  respectively.  The  high 
mortality,  and  the  fact  that  only  3 '7  per  cent,  died  without  op&^ 
tion,  show  that  amputation  was  done  whenever  there  was  any  hope 
of  recovery. 

Of  the  245  cases  living  over  24  hours  and  treated  conservatiTdT, 
17  (5-27  per  cent,  of  322,  6-93  per  cent,  of  245)  required  secondArj 
amputation.  The  indications  were  general  septic  infection,  2; 
tetanus,  1 ;  cellulitis,  2 ;  suppuration  of  soft  parts,  6 ;  and  of 
neighbouring  joint,  2  ;  necrosis,  2  ;  and  secondary  luemoniiage,  2— 
failure  to  obtain  or  to  maintain  asepsis  was  the  fundamental  cause  in 
all  cases.     Of  the  17  cases  3  died  (17*65  per  cent.). 

There  remained  228  cases  (70*80  per  cent,  of  the  whole)»  vhkk 
were  treated  conservatively  throughout;  of  these  7  (or  2*86  per 
cent)  died.  If  two  deaths  from  broHcho-pneumonia — not  septifr— 
and  ordinary  pharyngeal  diphtheria  be  subtracted^  the  mortalitj  ii 
reduced  to  2  04  per  cent.  One  death  was  from  tetanus,  and  tbe 
four  others  from  ordinary  sepsis.  When  it  is  remembered  thai  in 
pre-antiseptic  days  a  large  number  of  these  conaervatiTdty-tiwIld 
cases  would  have  been  subjected  to  primary  amputatioii,  thftl  Hm 
mortality  among  those  treated  conservatively  would  hare  fuiiid  in 
different  institutions  between  25  per  cent,  and  70  prr  cent.,  as(l^nl| 
a  considerable  number  of  those  recovering  would  hay^e 
injured  limb  by  secondary  amputation^  the  above  rtsittilttf  ibovj 
clearly  the  improvement  effected  by  antiseptics  Of  every  1 00 1 
thought  fit  for  conservation,  treated  as  they  were  at  Bt  TlniMii'i  j 
Hospital,  3*26  per  cent,  would  die^  and  5^71  per  cent,  would 
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after  amputation;  more  than  90  per  cent,  would  regain  a  sound 
limb.  It  is  worth  noting  also  that  of  the  36  cases  in  which  joints 
were  imphcated,  7  were  treated  by  primary  amputation,  and  of 
these  3  (knee  cases)  died ;  2  needed  secondary  amputation,  and 
3  were  excised.  These,  and  all  other  cases  treated  conservatively, 
recovered. 

Lastly,  it  is  interesting  to  examine  the  complications  which  arose 
in  the  228  cases  treated  conservatively.  Fysemia,  septicaemia,  and 
tetanus  each  proved  fatal  once ;  the  septicaemic  case  had  also 
deUrium  tremens.  Erysipelas  occurred  II  times  (4*82  per  cent.), 
with  no  death ;  cellulitis,  1 ;  suppuration  of  a  knee  joint,  I  (fatal)  ; 
secondary  haemorrhage  happened  4  times ;  necrosis,  13  (5*70  per 
cent.)  ;  and  gangrene  of  skin,  1.  Every  one  of  these  compUcations 
is  due  to  failure  in  the  antiseptics ;  unfortunately  it  is  not  stated 
how  often  suppuration  occurreid.  Non-union  probably  occurred  in 
four  cases,  and  an  arterial  haematoma  in  one. 

Treves  has  recently  recommended  a  very  simple  method  of  treat- 
ment, which  has  yielded  surprisingly  good  results.  The  points  in  it 
are  the  following  : — The  limb  is  cleansed,  the  fracture  reduced,  and 
splints  appUed  as  soon  as  possible.  The  splints  are  wooden,  well 
padded,  and  fixed  with  webbing  bands  and  buckles,  without  bandages. 
The  limb  is  always  kept  exposed  to  the  air,  to  avoid  contact  with 
the  hot,  moist  and  foul  air  of  the  bed.  The  wound  is  dressed  with  a 
little  heap  of  dry  antiseptic  powder — iodoform  or  creoUn,  the  latter 
being  preferable ;  more  is  dusted  on  as  the  powder  becomes  soaked, 
but  the  original  crust  is  not  disturbed  for  a  week  or  more.  In  six 
years  (1886-1892)  Treves  thus  treated  61  cases — being  all  which  did 
not  die  within  twenty-four  hours,  which  were  not  amputated  at  once, 
or  which  were  not  irrigated.  Mr.  Treves  tells  me  that  only  cases  in 
which  he  should  otherwise  have  amputated  at  once  were  irrigated. 
Among  the  above  61,  bone  was  sawn  off  in  three  cases,  and  in  four 
instances  deUrium  tremens  developed.  Of  the  61  cases,  49  (80*32 
per  cent.)  recovered  without  suppuration;  12  (19*67  per  cent.)  sup- 
purated, 6  (8*2  per  cent.)  so  badly  that  secondary  amputation  was 
done,  without  a  death.  All  cases  which  suppurated  were  due  to 
direct  violence.  One  patient,  a  man  of  69,  died  on  the  28th  day 
apparently  of  some  chronic  septic  poisoning,  his  wound  having 
healed  per  primam.  Erysipelas  occurred  twice  (3*27  per  cent.) ; 
necrosis  three  times  (4*91  per  cent.).  The  numbers  are  small ;  but 
of  every  100  cases  thus  treated,  1*64  per  cent,  would  die,  80*35  per 
oent.  would  recover  without  suppuration,  19*67  per  cent,  after  sup- 
puration, and  of  the  latter  8*2  per  cent,  would  have  undergone 
aeoondary  amputation. 

The  method  appears  to  depend  for  its  efficiency  upon — (1)  the 
dmng  up  of  dischaige  into  a  scab  or  paste  too  thick  to  serve  as  a 
mod  £nr  bacteria ;  (2)  upon  the  antiseptic  power  of  the  powder  used ; 
^H5f3)  upiim  the  iniuiubilitj  .secured,  iind  the  tliainage — man?  or  less 
free,  according  to  the  siie  of  the  wound — which  is  perxiiitted.  With 
regard  to  (2),  we  know  of  no  reliable  examination  of  the  antiseptic 
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value  of  creolin  powder^  but  we  do  know  that  lliriiig  iierm%  m^ 
exiBt  in  numWr'M  in  either  dry  or  wet  iodofonn.  It  »» 
therefore,  that  drynesn  18  the  chief  factor  in  the  succefis  ac...*  — .  am 
it  was  when  Neudorfer  similarly  u.ned  planter  of  Faria,  ami  ih» 
surgeons  of  the  Htrasburg  Hospital  used  ttacheu  of  caaior  sogK* 
Simplicity,  absence  of  iliBturl>arice,  and  ea^e  of  examtHAtMlll  ttra 
iro  portan  t  ad  v  an  taget^ . 

Treatment  of  septic  cases. — If  a  oonipaund  fractum  **pm 

wrong/*  t  real  in  en  i  must  be  in  accordance  with  the  genemJ  |initd|ilii 
of  8urger)\  The  mont  perfect  fixation,  the  mnnt  c<*mpl«^t<*  nsrt,  Uw 
bejit  p(>sitir>n  to  facih'tat^  drainage,  secure  ea«e  and  dimsiuih  tht 
bliHxl  Mujiply  to  the  fmrt  must  \*g  arranged  for.  If  the  Jik]2i*-woiiad 
be  8iriall,  the  extravasation  wide,  and  the  infection  severe^  no  tiflM 
should  be  lofit  in  cutting  freely  down  to  the  fracture,  and  widely  into 
the  area  uf  extravasation  ;  large  tul)es  or  iodoforfn  gausse  pluga  ulioiild 
l>e  insert-ed,  and,  after  bleeding  has  quite  c««a8ed,  the  ioHanicd  ma 
Bhoukl  l)e  surrounded  by  a  tliick  fomentation^  wrung  out  d  bowaf 
1  ill  2,000  perchloride  of  mercury  lotion,  changed  every  thnse  hotm. 
The  objects  of  this  are  ( I )  to  ensure  that  there  shall  be  no  rf*trnticm  of 
infected  fluidsi  in  the  tissues ;  to  provide  that  it  filiall  W  ea-tier  for  sodi 
fluids  and  the  germs  present  in  them  to  run  out  into  the  dnminf 
than  to  pass  by  lymphatics  and  veinn  into  the  togiiig 

general  poisoning,  or  into  adjacent  connective  :  tbift 

to  excite  sup^piiratiim — to  obviate  which  e\'ilft  dntm  lardlt 

be  too  free  •  (2)  to  prevent  further  change  in  the  <ii  \.^  wkilit 
in  contact  with  the  wound  ;  (3)  to  dilate  the  sujjerficial  vnueb  tivar 
a  large  area,  and  thus  reduce  pressure  in  the  inflamccl  aira ;  and 
(4)  to  encourage  granulation.  Continuous  irrigation  wbeiv  it 
can  be  established  with  a  free  flow — at  least  a  pint  a  miDQte— 
of  water  at  about  GO"^  F.  is  another  excellent  plan  of  trsalilk| 
septic  casea  It  acts  by  washing  away  decomposable  diaduuyei^ 
preventing  the  settlement  of  germs,  and  keeping  down  thm  Unt- 
perature. 

Tlie  temperature  chart  will  W  anxiously  watched,  and  the  limb 
be  fre«iuently  examined  for  any  indication  of  abscess  or  spreadtnf 
(Bdema ;  sometimes  suppuration  goes  on  most  inrndioualy,  aiul  coo* 
lidemble  abscesses  are  imexpect^y  discovered,  WiUi  itnmambk 
spluita  it  is  difficult  to  make  these  fretiueut  examinations ;  wtili 
mtjvable  lines,  it  may  Ije  hard  to  control  the  parts.  The  mm 
wirlely  our  incisions  are  distribute^!*  the  more  diflicult  it  il  U»  affi^ 
eflicient  dressings  and  splints.  But,  whilst  the  infiaamtatkNi  ii 
spreading,  otir  first  object  must  lie  to  control  iW  ^od  dml  villi 
its  results. 

Ultimat<*ly,  in  l»ad  cases,  prolong.'    ■  suppuratioci,  he^ic 

fever,   fre«|uent   incinionH,   and   anj»  »*>  worn  otil  tbe 

patient^H  strt*ngth  and  cijurage,  and  the  Umb  has  been  90 
that  btith  patitnt  and  Murj;;eoii  are  glad  to  end  the  cmm  by  a 
ampntatitm.     In  the  cournt?  i>f  nuch  a  case  an  uninjured  joiiil 
8U(>ptirate;    but.,  gi^nerally,  when    a   joint    suppuratea  it 
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involved  in  the  fracture — perhaps  by  a  fissure  extending  a  long 
distance  through  the  bona 

Septic  osteomyelitis  and  septic  arthritis  are  extremely  grave  com- 
plications, quite  likely  to  be  associated  with  pyaemia  or  septicaemia. 
Our  chief  hope  lies  in  the  most  perfect  drainage,  not  only  of  the 
fracture  and  fissure,  but  also  of  the  joint ;  continuous  irrigation  may 
be  of  much  value. 

If  the  articular  end  of  a  bone  has  been  fractured,  and  the  state 
of  the  patient  permit  it,  resection  of  the  joint  may  be  performed — 
for  displaced  and,  perhaps,  necrosed  fragments  are  mechanical  irri- 
tants, and  septic  discharge  readily  bags  among  them ;  but,  in  many 
cases,  a  careful  consideration  of  the  condition  of  the  part,  and  of  the 
patient's  strength,  will  incline  the  surgeon  to  amputate. 

The  occurrence  of  pysemia^  septicaemia,  or  of  acute  spreading 
traumatic  gangrene,  must  be  met  by  high  amputation ;  acute  tetanus 
is  probably  best  treated  similarly.  Erysipelas,  by  producing  exhaus- 
tion by  fever,  by  causing  diffuse  suppuration  and  sloughing  of  con- 
nective tissue  and  skin,  perhaps  by  inducing  suppuration  of  a  joint 
over  which  it  passes,  may  be  a  very  serious  addition  to  the  patient's 
ills.  Rarely  secondary  haemorrhage  occurs,  and  must  be  treated  by 
ligature  of  the  bleeding  point  if  possible.  Even  in  a  sloughy  wound, 
with  our  perfect  means  of  hsemostasis,  it  is  possible  to  follow  up  a 
bleeding  vessel  until  a  ligature  will  hold ;  but  amputation  will  be 
preferred  if  the  limb  be  much  damaged,  or  if  the  ligature  would 
seriously  endanger  the  blood  supply  of  the  part  beyond. 

Necrosis,  of  greater  or  less  extent,  is  the  rule  in  suppurating 
cases  ;  separation  of  the  sequestra  may  be  very  slow ;  even  repeated 
well-conducted  operations  may  fail  to  find  all,  and  those  left  may 
cause  so  much  trouble  in  the  way  of  abscesses,  prolonged  suppura- 
tion, fever,  and  albuminoid  disease,  of  matting  and  wasting  of 
muscles,  that  the  limb  has,  after  a  long  struggle,  to  be  sacrificed. 
Vicious  union  and  pseudarthrosis  are  unduly  frequent  results  of 
compound  fractures. 

INJURIES  OF  VESSELS  AND  NERVES  IN   FRACTURE. 

Wounds  of  axteries. — Recognisable  injuries  of  considerable 
vessels  are  rare  compUcations  of  fractures ;  yet,  large  arteries  and 
veins  are  liable  to  injuries  in  both  simple  and  compound  fractures. 
In  the  latter,  more  or  less  of  the  blood  from  any  bleeding  vessel 
escapes  externally,  and  the  presence  of  a  wound  does  away  with  any 
hesitation  one  may  feel  in  simple  cases  when  the  question  of  ligature 
arises;  otherwise — putting  sepsis  aside — the  results  of  injuries  of 
vessels  in  the  two  classes  may  be  described  together. 

These  lesions  are  three  to  four  times  more  common  in  the 
lower  than  in  the  upper  limb,  owing  to  the  greater  frequency  of 
comminution  and  laceration  in  the  lower  extremity,  to  the  close 
relation  of  the  femoral  artery  to  the  femur  in  its  lower  third,  and 
of  both  the  tibial  vessels  to  the   tibia — the  anterior  being  sunk 
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between  the  bones ;  and  to  the  greater  number  of  »rt«riea  Ift  tiit 
leg  of  sizt*  sufficient  to  give  rise  to  sympkJDin.  Whilst  the  h% 
vessels  siilfer  more  often  than  the  femoral  (about  1  to  l'ft)i  Mtm 
the  femoral  is  rarely  injured  above  the  lower  thiiid  of  tlie  illtglit  tho 
axillary  ia  involved  as  often  as  the  brachial,  and  the  loffvafBi 
arteries  very  exceptionally. 

The  conditiuns  met  with  are  complete  division^  wound,  ruf 
of  the  inner  cuata  and  conaetjuent  thromljosis,  and  simple; 
pression,  leading  to  thromlxisis^  by  or  lietween  dislocated 
or  splinters.  Each  may  be  brought  al>out  by  either  din?el 
indirect  violence,  though  rupture  of  the  internal  and  middle 
is  usually  caused  by  direct  violence  crushing  a  ve^^Hel  againsl  m  I 
The  wounds  present  sharp  or  torn  edges,  according  to  the  Qtttonv  of 
the  violence  and  of  the  fragments ;  in  complete  lacerations  Ibe  end^ 
may  be  sealed  by  the  pulledout  external  coat,  just  as  when  |«fts 
are  torn  off.  Complete  division  and  wouiid  are  about  ef|iudJj 
frequent — the  chance  that  bleeding  will  be  arrested  being  Jais  in 
the  latter  case.  Rupture  of  the  inner  coats  from  contusion 
compression  is  rebitively  rare.  The  popliteal  and  the 
tibial  are  almost  the  only  vessels  compression  of  which  i 
noted.  The  anterior  tibial  has  occasionally  been  torn  by 
where  it  pas^s  through  the  interosseous  membrane.  (S€€  aUa  p»  500«] 

Few^  cases  of  eompreasion  or  icound  of  veins  only  are  reoocdieci  i 
complicating  fractures ;  venous  anastomoses  are  too  free  as  a  i 
the  blood  pressure  too  low  to  cause  serious  symptoms.      But 
addition  of  an  injury  of  a  main  vein  to  an  injury  of  the  main 
may  be  very  serious. 

The  results  of  the  above  injuries  to  vessels  are  *^-(l) " 
ext^rayasation   into    the    tissue,    with   (2)   more    or    less 
hemorrhage  in  compound  cases ;  (3)  the  formation  of  an 
or  venous  hiematoma ;    (4)  gangrene ;    (5)  venous  thromboiits  aad'^ 
embolism. 

When  an  artery  has  been  wounded  or  divided^  and  thf?  woandj 
remains  open,  blood  is  pumped   into  the  tissues,  and  forced  to 
greater  or  less  distance  up  and  down  the  limb— the  distance  rmtfmg 
with  the  blood  pressure^  the   laxity  of  the  areolar  planea,  the 
of  the  wound,  and  the  tendency  of   the  blood   to  ooeguleto 
form  a  wall  to  the  extravasation.     Under  unfavourable  Goncf 
the  limb  becomes  moro  and  more  swolten,  especially  in  the 
bourhood  of  the  fracture,  its  surface  cold  and  pale  or  bluish,  i 
by  veisek  cont^iining  stagnant  blood,  or  by  actual  extravasatioii ;  if 
there  was  a  pulse  l)eyond  the  fracture  at  first,  it  disappears  aa  thAj 
tension  of  the  hmb  increases ;  colour  b(*neath  the  nails  dis 
slowly  under   pressure^  and   returns  even   more  slowly;   the 
tensive  pain  dies  away,  and  is  replaced  by  increasing  insenittlv 
nees.     Moiat  gangrene  is  imminent.     Under  opposite  condilMifia 
swelling  spreads  and  increases  slowly,  and  is  ultimately  btoii^i 
a  standstiU ;    the    circulation   in   the   distal    f)art4i,  though 
impeded,  oonttniieB  sutficiently  to  assure  tlie  surgeon  that 
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^pffmShle ;  gradually  the  circulation  improves,  and  the  general 
swelling  subsides  ;  then,  perhaps,  a  circums^riVied  iuetuating  swelling 
is  discovered  in  the  region  of  the  fracture,  and  in  this  thrill, 
eKp&nsile  pulsation,  and  systolic  bruit  may  b<?come  e\'ident.  This  is 
Ml  arterial  kirmataina. 

Between  these  two  examples  there  are  <»8es  in  which  the  must 
experienced  will  be  in  doubt  aw  to  whether  circulation  in  a  limb  can 
be  restored.  The  diffuse  extrav^asation  aVxive  described  sometimes 
develops  slowly,  or  rapidly  after  some  days,  owing,  |irolMibly,  to 
shifting  of  a  clot  or  of  a  plugging  or  compressing  fragment.  Again, 
there  may  be  no  excessive  primary  swelling,  but  after  some  weeJcs, 
generally  on  the  removal  of  the  splints,  a  swelling  is  found  at  the 
aeat  of  fracture,  which  may  have  all  the  signs  of  nn  aneurysm  ;  but 
it  may  have  none,  the  skin  over  it  may  be  thin  anfl  red  »nd  fluctua- 
tion distinct ;  more  than  once  a  knife  has  been  put  into  such 
A  Bwelling  in  the  l»elief  tliat  it  wtis  an  aVjsceas,  In  these  caaee  of 
circumscribeii  arterial  luematonia  of  late  fonnation  we  can  only 
aormise  as  t<)  why  there  was  little  early  extravasation  or  why  the 
extravasation  liecame  so  perfectly  circumscribed  :  thus,  a  late  wound 
ur  the  shifting  of  a  clot  is  pjssilile  at  a  time  when  the  tissues  are 
matted  about  the  fracture  and  clot  tills  their  interstices,  when  the 
limb  is  constantly  at  rest,  uniformly  supported,  perhaps  suspended, 
and  arterial  supply  in  at  a  minimunu 

If  the  fracture  l)e  compound,  but  the  wound  small  and  the 
track  to  the  wounded  vessel  long  and  oblique,  there  may  lie  little 
«zfema/  f^ttniorrluigt ;  or  it  may  be  free  at  first,  and  cease  under 
simple  treatment,  or  none,  as  the  wound  fills  with  clot :  the  wound 
may  heal,  or  more  or  less  severe  bleeding  may  recur  at  intervals; 
and,  in  either  case,  one  or  other  of  the  alwve  conditions  develops 
from  diffuse  or  localised  hs^morrhage  into  the  tissues.  On  the  other 
hand,  if  the  fracture  be  freely  compound,  the  blood  escapes  externally 
instead  of  int>o  the  tissues. 

Where  arteries  liecome  closefj  as  a  result  of  laceration  or  rupture 
of  the  inner  coats  or  of  ccmipression,  and  little  bleeding  occurs,  the 
pulse  wilt  be  missed  l>elow  ;  collateral  circulation  may  be  estab- 
lished, just  as  after  ligature  at  the  point ;  V>ut  gangrene  may  occur 
after  ligature,  and  is  c»b>^ously  mt>re  pnjlmble  with  laceration  of 
scuTounding  tissues  and  compression  by  extravasation  of  collateral 
*ls,      {Sre  aUo  |>age  536* ) 

The  dangeni  of  Bepsis  in  these  cases  are  many  and  obvious ; 
"  \ry  hmmorrhiMge  from    sloughing    of   the    artery  is   specially 

Jy  in  citses  of  undiscovered  and  unrelieved  compression. 

Wounds  of  large  veins  have  caused  huge  ha^mat-omata,  threatening 
or  inducing  gangrene ;  in  one  case  (Erichsen)  compression  of  the 
subclavian  by  a  fragment  of  the  clavicle  caused  gangrene. 

Trfatitirnt.^ — In  a  freely  compound  fracture  imth  a  bleeding 
m9»el — artery  or  vein — at  the  bottom  of  the  wound,  no  one  would 
hesitate  to  tie  both  ends  alcove  and  below  the  opening.  The  treat- 
ment ^ould  be  exactly  the  same  when,  in  a  compound  fracture,  the 
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between  the  bones ;  and  to  the  greater  number  of  arteries  in  tbf 
leg  of  size  sufficient  to  give  rise  to  symptoms.  Whilst  the  leg 
vessels  suffer  more  often  than  the  femoral  (about  1  to  1*5),  and 
the  femoral  is  rarely  injured  above  the  lower  third  of  the  thigh,  the 
axillary  is  involved  as  often  as  the  brachial,  and  the  iort-vm 
arteries  very  exceptionally. 

The  conditions  met  with  are  complete  division,  wound,  ruptnpp 
of  the  inner  coats  and  consequent  thrombosis,  and  simple  com- 
pression, leading  to  thrombosis,  by  or  between  dislocated  fragments 
or  splinters.  Each  may  be  brought  about  by  either  direct  or 
indirect  violence,  though  rupture  of  the  internal  and  middle  coats 
is  usually  caused  by  direct  violence  crushing  a  vessel  against  a  bone. 
The  wounds  present  sharp  or  torn  edges,  according  to  the  nature  of 
the  violence  and  of  the  fragments ;  in  complete  lacerationB  the  ends 
may  be  sealed  by  the  pulled-out  external  coat,  just  as  when  parts 
are  torn  ofL  Complete  division  and  wound  are  about  equally 
frequent — ^the  chance  that  bleeding  will  be  arrested  being  leas  in 
the  latter  case.  Rupture  of  the  inner  coats  from  contusion  and 
compression  is  relatively  rare.  The  popliteal  and  the  anterior 
tibial  are  almost  the  only  vessels  compression  of  which  has  been 
noted.  The  anterior  tibial  has  occasionally  been  torn  by  stretching 
where  it  passes  through  the  interosseous  membrane.  (See  aUo  p.  500.) 
Few  cases  of  compression  or  vxmnd  of  veins  only  are  recorded  as 
complicating  fractures ;  venous  anastomoses  are  too  free  as  a  role, 
the  blood  pressure  too  low  to  cause  serious  symptoms.  But  the 
addition  of  an  injury  of  a  main  vein  to  an  injury  of  the  main  arteir 
may  be  very  serious. 

The  results  of  the  above  injuries  to  vessels  are  : — (1)  extenaiTe 
extravasation  into  the  tissue,  with  (2)  more  or  less  external 
hiemorrhage  in  compound  cases ;  (3)  the  formation  of  an  arterial 
or  venous  haematoma;  (4)  gangrene;  (5)  venous  thrombosis  and 
embolism. 

When  an  artery  has  been  wounded  or  divided,  and  the  wound 
remains  open,  blood  is  pumped  into  the  tissues,  and  forced  to  a 
greater  or  less  distance  up  and  down  the  limb — the  distance  varying 
with  the  blood  pressure,  the  laxity  of  the  areolar  planes,  the  siae 
of  the  wound,  and  the  tendency  of  the  blood  to  coagulate  and 
form  a  wall  to  the  extravasation.  Under  unfavourable  conditions 
the  limb  becomes  more  and  more  swollen,  especially  in  the  nei^- 
bourhood  of  the  fracture,  its  surface  cold  and  pale  or  bluish,  mottled 
by  vessels  containing  sti^gnant  blood,  or  by  actual  extravasation  ;  if 
there  was  a  pulse  beyond  the  fracture  at  first,  it  disappears  as  the 
tension  of  the  limb  increases ;  colour  beneath  the  nails  disappean 
slowly  under  pressure,  and  returns  even  more  slowly;  the  oarlr 
tensive  pain  dies  away,  and  is  replaced  by  increasing  insenaitiTe- 
ness.  Moist  gangrene  is  imminent.  Under  opposite  conditioos  the 
sweUing  spreads  and  increases  slowly,  and  is  ultimately  brought  to 
a  standstill ;  the  circulation  in  the  distal  parts,  though  much 
impeded,  continues  sufficiently  to  assure  the  surgeon  that  reooveiy 
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is  possible;  gradually  the  circulation  improves,  and  the  general 
swelling  subsides ;  then,  perhaps,  a  circumscribed  fluctuating  swelling 
is  discovered  in  the  region  of  the  fracture,  and  in  this  thrill, 
expansile  pulsation,  and  systolic  bruit  may  become  evident.  This  is 
an  arterial  ha*niatoma. 

Between  these  two  examples  there  are  cases  in  which  the  most 
experienced  will  be  in  doubt  as  to  whether  circulation  in  a  limb  can 
be  restored.  The  diffuse  extravasation  above  described  sometimes 
develops  slowly,  or  rapidly  after  some  days,  owing,  probably,  to 
shifting  of  a  clot  or  of  a  plugging  or  compressing  fragment.  Again, 
there  may  be  no  excessive  primary  swelling,  but  after  some  weeks, 
generally  on  the  removal  of  the  splints,  a  swelling  is  found  at  the 
seat  of  fracture,  which  may  have  all  the  signs  of  an  aneurysm  ;  but 
it  may  have  none,  the  skin  over  it  may  be  thin  and  red  and  fluctua- 
tion distinct;  more  than  once  a  knife  has  been  put  into  such 
a  swelling  in  the  belief  that  it  was  an  abscess.  In  these  cases  of 
circumscribed  arterial  htematoma  of  late  formation  we  can  only 
Hurmise  as  to  why  there  was  little  early  extravasation  or  why  the 
extravasation  became  so  perfectly  circumscribed  :  thus,  a  late  wound 
or  the  shifting  of  a  clot  is  possible  at  a  time  when  the  tissues  are 
matted  about  the  fracture  and  clot  fills  their  interstices,  when  the 
limb  is  constantly  at  rest,  uniformly  supported,  perhaps  suspended, 
and  arterial  supply  is  at  a  minimum. 

If  the  fracture  be  compound,  but  the  wound  small  and  the 
track  to  the  wounded  vessel  long  and  oblique,  there  may  be  little 
sxtemcU  hcemorrhage ;  or  it  may  be  free  at  first,  and  cease  under 
simple  treatment,  or  none,  as  the  wound  fills  with  clot ;  the  wound 
may  heal,  or  more  or  less  severe  bleeding  may  recur  at  intervals ; 
and,  in  either  case,  one  or  other  of  the  above  conditions  develops 
from  diffuse  or  localised  hsemorrhage  into  the  tissues.  On  the  other 
hand,  if  the  fracture  be  freely  compound,  the  blood  escapes  externally 
instead  of  into  the  tissues. 

Where  arteries  become  closed  as  a  result  of  laceration  or  rupture 
of  the  inner  coats  or  of  compression,  and  little  bleeding  occurs,  the 
pulse  will  be  missed  below ;  collateral  circulation  may  be  estab- 
lished, just  as  after  ligature  at  the  point ;  but  gangrene  may  occur 
after  ligature,  and  is  obviously  more  probable  with  laceration  of 
surrounding  tissues  and  compression  by  extravasation  of  collateral 
vessels.     {See  also  page  536.) 

The  dangers  of  sepsis  in  these  cases  are  many  and  obvious ; 
geeondary  haemorrhage  from  sloughing  of  the  artery  is  specially 
likely  in  cases  of  undiscovered  and  unrelieved  compression. 

Wounds  of  large  veins  have  caused  huge  hsematomata,  threatening 
or  inducing  gangrene;  in  one  case  (Erichsen)  compression  of  the 
subclavian  by  a  fragment  of  the  clavicle  caused  gangrene. 

Treatment. — In  a  freely  compound  fracture  tvith  a  bleeding 
vessel — artery  or  vein — at  the  bottom  of  the  wound,  no  one  would 
hesitate  to  tie  both  ends  above  and  below  the  opening.  The  treat- 
ment should  be  exactly  the  same  when,  in  a  compound  fracture,  the 
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diagiioais  of  ha^niorrliage  into  the  limb  from  a  comiideralile  irond  it 

matje.  Enlargement  of  the  existing  wound  will  aervi?  for  mtfm 
thorough  flisinfection,  exiinii nation^  and  suturirig  of  the  fraicmtaiti 
aM  well  as  for  the  s^^curhig  of  tlie  vessel-  If  it  IjcMsome  «?vidifiit  tkmiL 
the  vessel  can  l>e  hett-er  ivached  through  another  incisior!  ♦i**-  -Hll 
Hcarc€*ly  arid  to  the  danger  uf  nepiiiH,     In  such  ca»ei*  the  '  fi 

should  Ik'  aiTested,  all  clot  should  be  removed  fn*ni  the  wounu  kny 
ruljhing  with  Hp>nge.s  and  ^*raf>ing  with  a  KpcNjii,  and  aft  miicll  Aoid 
iia  possible  should  be  expresst^i  fi-om  the  opened  areular  pUumi  lo 
relieve  collaU^ral  vessels  frt»m  prensure. 

In  the  cai^  of  a  iiim/)^ejra<:tur^  witlt/ree  f^Kmarrhn*;  n  twto 

the  tlssuen,  unwillingneHw  to  rt»nder  the  injury  cciropound  >  d^jvlf 

as  we  can  with  great  prolHibility  of  succe^M  guard  again hI,  se|Ma  ill  a 
wound  intiict<>d  by  mirselveN,  and  as  thii!  wound  will  vtTV  Hkcsly  eoafali 
u»  to  confer  si  mi  e  advantage  \k\H.*n  the  patient  besides  that  of  necuring 
the  vessel,  it  in  wine  wlien  the  diagnosis  of  progresHive  h]«*i[Hirrl)a|cv 
from  a  main  art'Cry  ea,ii  be  made,  to  operate  ko  scKm  a^  wt*  can  tstm- 
vince  ourselves  that  the  bleeding  is  not  becoming  limited  in  a  naiunJ 
way,  To  wait  till  gangrene  is  imminent,  and  till  ilie  limb  is  t^mirljf 
filled  with  bltMKl  and  clut,  is  to  render  the  disco\x*ry  of  the  vrnurl  ix 
fault  anrl  the  re*itoration  itf  the  circulation  mo«t  unlikely.  Wliro 
a  ca^^  is  first  seen  in  this  ot>ndition  the  surge«)n  n  '        '  i>»xl  Ui 

attempt   t-o  save   the  limb.      He  will  pmlMdily  l.i  ^upi!^* 

vening  even  sh<»uld  lie  secure  the  bleeding  veH^ei  ;  ^triv  likely  he 
will  not  find  it  if  the  fracture  is  in  a  part  like  the  uppter  thinl  ul 
the  leg»  where  either  of  three  or  four  vessels  may  have  yieldrd  tlia 
extrava^uition.  Early  and  accurate  observations  on  the  poiofc  irf 
ap|)earance  of  swelling  and  the  pulse  beyond  in  the  ditftnttl 
vessels  may  be  of  much  help  in  determining  which  veaael  is  iigiBvd 
— hence  the  rule  to  feel  the  pulses  Ijeyond  a  fracture  in  all  cfiBCii. 

Whilst  observing  a  case  in  which  deep  blee<Jing  Is  feared,  th«^  liflib 
should  Ije  elevated  ;  some  have  recummended  digital  compn^iiiiod  <tf 
the  main  artery  for  half  tti  tjne  hour  in  the  hope  that  the  bkvdiii^ 
vpAsi^l  may  Ije  closeil  by  clotting,  ^\llen  tension  in  the  timiia  ii 
not  already  great,  moderate  unifonn  prei<sure  by  ba]ifia|{9  orw 
thick  cotUm  wot>l,  leaving  the  fingei-s  or  toes  exposed,  mtfht  limit 
the  extrasavation  ;  but  there  is  ivn  element  of  risk  in  it,  and  whifw 
tension  is  already  great,  no  outside  pn?ssure  must  be  used,  Tha 
condition  of  the  circulation  in  distj^l  partj*^  and  frequent  cooi- 
jiurative  girth  meiisurementj^  of  the  limb  are  the  point**  to  wfiicli 
attention  shoulil  Is*  j^^wiid.  When  absence  of  distal  pulue  ia  noted 
without  excessive  swelhag  alsjut  the  seat  of  fracture,  exact  iM«tt4it|t 
of  the  fracture  nmst  first  \m  neen  to,  to  eliminate*  (a^  far  ma  pusiiilile) 
compression.  Compn'ssing  splints  anci  Iwindngi's  slioutd^  it  powililei 
lie  avoided  for  a  time.  Tho  limb  should  \w  wra]>ped  in  c«Hton  wool 
and  kept  slightly  rlevat'Cil,  to  facilitate*  venous  return ;  Miis  may 
br  »ud(^l  by  iKvasional  mnAsage  in  the  upwanl  direction.  t^QioiiliI 
gangn'ue  rt'sult  fnim  simple  cltisun^  4if  an  artery  it  appeara  earlj* 

A   circutn^cnU^l  arturkil  lumnaU^tt^  may  tteriuuaJy  impiur  Um 
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blood  supply  to  parts  beyond,  it  may  increase  and  tend  to  burst,  or 
suppuration  may  occur  in  the  tissues  round  about  it.  It  should 
be  treated  in  these  circumstances  by  free  incision,  whilst  the 
circulation  is  controlled,  turning  out  of  blood  and  clots  and  double 
ligature  of  the  supplying  vessel  But  should  it  not  be  a  source  of 
danger,  the  fracture  should  be  treated,  and,  during  the  necessary 
rest,  the  hiematoma  may  consolidate.  Should  it  not  do  so,  central 
digital  compression  of  the  main  artery  may  be  tried,  with  fair  hope 
of  success.  This  failing,  the  operation  last  mentioned  should  be 
carried  out  after  union  of  the  fracture  is  complete.  Ligature  of  the 
main  trunk  at  a  point  of  election  has  succeeded,  but  the  danger  of 
gangrene  is  probably  greater  than  in  cases  of  true  aneurysm;  the 
cure  of  the  hsematoma  is  doubtful ;  there  is  in  these  cases  no  disease, 
but  only  an  injury  of  the  artery,  and  we  can  now  so  thoroughly 
control  the  circulation  in  most  parts  as  to  be  able  to  perform 
deliberately  operations  which  formerly  were  often  matters  of 
desperate  haste. 

Secondary  luEmorrliage  from  a  compound  fracture  which  is  not 
septic  is  almost  as  rare  as  late  deep  bleeding  in  a  simple  fracture. 
The  sloughy  condition  of  the  wound  constitutes  the  special  difficulty 
in  finding  the  bleeding  point,  and  in  getting  a  ligature  to  hold ;  this 
is  best  met  by  passing  a  probe  along  the  vessel,  and  dissecting  along 
it  till  a  sound  spot  is  reached.  If  the  limb  be  already  seriously 
damaged,  this  complication  will  raise  the  question  whether  it  is 
worth  preserving. 

Veiious  lueniatojna  should  be  treated  on  the  same  lines  as  the 
arterial  form  when  it  threatens  mischief,  though  it  must  be  admitted 
that  the  difficulty  in  dealing  with  one  from  the  subclavian  vein 
would  be  great.  Compression  by  a  splinter  of  the  clavicle  could 
certainly  be  directly  dealt  with. 

Gangrene  after  firacture. — It  will  be  convenient  to  summarise 
what  has  been  said  of  gangrene  in  connection  with  fractures. 

Gangrene  may  result  (1)  from  the  original  injury  to  soft  parts; 
(2)  from  constriction  and  compression  of  the  limb  by  bandages  and 
splints  ;  (3)  from  inflammation ;  (4)  from  injuries  to  large  vessels. 

(1)  It  is  not  always  possible  to  tell  whether  a  part  will  recover, 
and  it  is  right  to  give  it  the  chance  of  doing  so ;  in  such  a  case  the 
patient  or  his  friends  should  be  told  the  state  of  matters. 

(2)  The  application  of  a  bandage  directly  to  the  limb,  or  of  some 
apparatus  constricting  the  limb  circularly,  especially  a  plaster  splint, 
either  too  tightly  at  first,  or  so  that  it  becomes  too  tight  owing  to 
early  swelling  of  the  part,  has  been  a  frequent  source  of  gangrene, 
especially  of  the  fore-arm.  So,  too,  has  flexion  at  the  elbow  q/^ter 
the  application  of  a  bandage  to  the  limb.  The  use  of  firm  circular 
pressure  round  the  upper  part  of  a  limb  without  giving  support  to 
the  distal  part  might  act  as  a  cause.  In  these  cases  the  surgeon 
would  be  to  blame,  first  for  the  errors  in  treatment,  and  secondly 
for  neglecting  to  watch  for  or  failing  to  perceive  the  signs  of  impaired 
circulation  in  the  digits. 
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(3)  Spreading   traumatic  gangrene   w   fortmiaU?ly  ran*,    tA 
oonij>ouTid  fracture,  not  as  a  rule  a  severe  cme,  ha«  Ik^h  unr  uf  i| 
commonest   sUirtiiig    points.       DifiTuse    cellulitis,    erT^ipeUtoui 
"simple/'  may  cause  extensive  sloughing.     The   surgeon    maj 
to  blame  for  allowing  the  wound  t^:*  become  fteptic. 

(4)  Closure  of  a  main  artery  liy  complete  laceration,  rupture 
its  inner  coatj?  with  thn^mbosis,   or   compres«ion    and  throml 
complicateti   always  by  more   or  leea  laceration   of  soft   parU 
extravasation  ;  di\'isiun  or  wound  of  an  artery  with  extenHi%e  extr 
vasation  ;  division  t>f  main  art^^ry  and  vein  ;  \iery  rarely^  wimtwl 
compression  of  a  main  vein — form  a  group,  including  the  most  int 
ing  causes  of  gangrene  after  fractures.    {See  aI$o  pages  132  and  147.1 

Treatment. — Common  sense  suggests  the  measures  to  be  1 
to  prevent  gangrene  from  many  of  the  above  ca^uses.     The  i 
is  amputation,  so  soon  as  it  is  clear  that  gangrene  must  occur  or  ] 
occurred.     It  must  Vie  performed  high  enough  to  render  it  probftbh 
that  the  flaps  will  live  and  l>e  free  from  any  infection  which 
have  occurred.     In  gangrene  from    wound   of   main  vessel^ 
which  we  have  been   unable  to  deal^  amputation  cannot  be  do 
lower  than  the  wound.     When  the  ve^^sel  lias  l:)een  secured,  ctrctil 
tion  may  V>e  restored  to  a  greater  or  less  extent  in  the  threat 
part>,  and  this  may  l>e  the  case  also  in  gangrene   from  thromt] 
after  injurj- ;  amputation  must  then  be  done  alx»ve  the  gangraie 
well'Supplie<i  und  non-inf*»ct«xl  tij^sucs. 

Venous  thrombosis  and  embolism  m  fracture*— Ve 

thrombosiHi   must  cjccur  in  every  case  in   which  veins  are  torn   or 
bruised  ;  it  excites   att^tition  only  when   it  spreads  widely.      The 
reason  why  some  thrombi  spread  is  unknown.     It  appears  to  br  tnoclll 
commoner  in  simple  than  in  compound  cases,  and  is  certAinly  fa 
more  fretjuent  in  the  lower  than  in  the  upper  liml^  a  fact  which 
probably  connected  with  the  slower  circulation » tendency  to  varix^  < 
degeneration  of  \'e  in -walls  in  the  former.     As  deep  veins  can  onlt 
occasionally  be  felt  when  throralxjsed.  no  diagnosis  can  Ije  made  lif 
the  thnmibi  in  them  are  sufficiently  extensive  to  excite  marlced « 
This  generally  appears  between  the  first  and  fourtfj  we<*lcs  after 
injury,   and    more   or   leas   suddenly;    the   sweHmg    may    Vp 
considerable,  involving  a  whole  limb  or  more  of  the  btxly ;  it  is  fir 
pit«  little,  and  often  last  weeks  or  months — until  the  clot  clean 
or  becomes  canalised.     {See  al^o  jmge  561.) 

Eml>olism  of  heart  and  lungs  is  the  great  danger  of  throiiiboitl|,j 
and  is  fortunately  rare.  It  is  usually  a  thrombus  from  the 
limb  which  shifts,  either  without  obvious  cause  or  in  cotiseqaefici*  i 
Mome  movement  or  matiipulation  ;  the  clot  is  carried  into  the  righl  ^ 
hcwrt,  where  it  may  stop,  but  it  generally  |Missr<i  on  int4>  tlte  pulti 
arfevvy  or  its  branrhr--*.  The  rmlH>lu8  may  U*  quite  small,  or 
of  a  cylinder  many  inches  long,  coiWl  upm  itself,  and  bifunng  th#J 
impressions  of  the  %'alves  in  the  vein  in  which  il  was  formf^i  Th#* 
mikQer  emlx>li  produce  the  well-known  morbid  appeaimiieet  of 
iaiMreiioQ  ;  the  Urg^r  cause  sudden  death. 
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As  a  rule,  there  are  no  premonitory  signs  other  than,  perhaps, 
oedema  of  the  limb.  The  patient  may  be  suddenly  seized  with  fatal 
syncope.  More  commonly  there  is  a  short  period  of  intense  alarm ; 
cries  are  uttered,  "  I'm  dying,"  "  I  can't  breathe,"  and  the  like ;  the 
face  is  pale  and  expresses  terror,  air  is  entering  the  lungs  freely,  the 
heart  is  palpitating  violently ;  the  patient  struggles  for  a  minute  or 
two — then  all  is  over.  In  the  minor  cases  the  symptoms  are  similar 
but  leas  severe,  and  they  pass  oflf.  From  such  patients  we  may  learn 
that  they  felt  something  move  from  their  leg  and  pass  up  into  their 
chest.  The  attack  may  be  followed  by  brick-red  expectoration  and 
aigns  of  a  patch  of  consolidation. 

Il^juries  of  nerves  in  fracture. — These  appear  to  be  more 
oommon  in  connection  with  fractures  than  injuries  of  vessels.  They 
are  far  more  common  in  the  upper  than  in  the  lower  limb,  because 
in  it  the  musculo-spiral  (injured  in  more  than  one-third  of  all  cases), 
brachial  plexus,  and  ulnar  nerves  (Fig.  253)  lie  close  to  bones  at  spots 
where  fractures  are  common,  and  more  frequent  in  simple  than  in 
compound  injuries,  probably  because  the  latter  are  unusual  in  the 
arm.  In  the  lower  limb  the  peroneal  nerve  is  most  frequently  involved 
where  it  lies  on  the  neck  of  the  fibula ;  then  comes  the  anterior  tibial 

Injury  of  a  nerve  may  be  due  to  direct  violence  or  to  a  displaced 
fragment ;  usually  it  occurs  with  the  fracture  (primary  lesion),  but 
occasionally  compression  is  due  to  late  displacement  of  fragments  or 
splinters  (secondary  lesion),  or  to  involvement  in  callus  or  scar 
tissue. 

By  far  the  commonest  primary  lesion  is  a  contusion,  which  may, 
however,  amount  to  a  crush,  destroying  physiological  continuity 
more  or  less  completely.  In  rare  instances  a  nerve  may  be  more  or 
less  completely  torn  through,  or  pierced  by  a  splinter  driven  into  its 
substance,  or  jammed  between  the  fragments,  or  drawn  tight  and 
kinked  over  the  end  of  one  which  is  displaced.     {See  also  page  689.) 

Sjrmptonis. — The  symptoms  of  these  lesions  must  be  : — impair- 
ment of  function  of  the  injured  nerve,  varying  from  slight  interfere 
ence  with,  to  complete  loss  of,  conducting  power  of  sense  and  motion ; 
and  pain  from  the  injury,  which  is  rarely,  if  ever,  of  the  nature  of  a 
clean  cut,  and  which  consequently  is  likely  to  cause  somewhat  pro* 
longed  aching.  In  cases  in  which  a  nerve  is  partly  torn  through, 
transfixed  by  a  splinter,  caught  between  the  two  fragments,  stretched 
over  the  edge  of  a  displaced  fragment,  or  contained  in  a  rough-walled 
canal,  pain  may  be  constant  and  agonising  (in  several  cases  of  old 
date  it  gave  rise  to  amputation),  or  it  may  occur  in  violent  shocks 
with  certain  movements.  But  these  irritant  lesions  have  worse  con- 
sequences :  symptoms  like  those  of  tetanus,  and  resulting  in  deathi 
have  occurred  even  in  simple  fractures ;  an  ascending  neuritis  reaching 
even  to  the  cord  and  ending  in  tabes  has  been  traced  lately  to  lesions 
of  peripheral  nerves;  and  prolonged  neuralgia,  paralysis,  wasting,  con- 
traction, glossy  skin  and  other  trophic  lesions  have  not  uncommonly 
resulted.  Division  of  a  nerve,  actual  or  physiological,  is  followed  by 
its  degeneration,  and,  in  case  of  a  motor  nerve,  by  rapid  atrophy  of 
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the  muscle  supplied  and  development  of  the  "reaction  of  degeneration." 
If  physical  continuity  persists,  the  length  of  nerve  fibres  destroyed  ii 
not  great,  and  the  nerve  is  relieved  from  all  pressure  of  dLsplaoed  frif- 
ments,  it  is  likely  that  in  six  to  eight  weeks  sensation  will  return, 
the  muscles  will  react  better  to  galvanism,  and  then  to  stimulation 
of  the  nerve  trunk  above  the  lesion.  If,  in  the  course  of  four  to  six 
months,  no  regeneration  occurs,  it  may  be  concluded  that  there  ii 
some  obstacle  to  it,  such  as  section  and  separate  healing  of  the  ends, 
or  a  considerable  length  of  scar  tissue. 

Diagrnosis. — The  distribution  of  the  nerve  affected  ;  the  extent 
to  which  its  function  is  impaired ;  the  severity  of  the  pain — coo- 
stant  when  the  cause  acts  constantly,  intermittent  when  it  is  due 
to  certain  movements,  active  or  passive ;  whether  function  improm 
and  pain  diminishes,  or  vice  versd ;  whether  wasting  of  certain 
muscles  and  reaction  of  degeneration  appear  early  and  progress 
rapidly — these  are  the  points  upon  which  we  endeavour  to  base  a 
conclusion  as  to  the  physical  state  of  the  nerve. 

If  movements  are  not  performed  as  part  of  the  treatment  d 
every  fracture,  it  will  often  happen  that  loss  of  motion  will  not  be 
noticed  till  after  union  of  the  bones;  it  will  then  be  difficult  to 
decide  whether  the  nerve  lesion  occurred  early  or  late,  whether 
it  was  a  primary  contusion  or  a  compression  by  callus.  Electrical 
examination  is  of  no  assistance :  it  will  not  tell  whether  a  nerve  is 
divided  or  compressed — the  axis  cylinders  being  sound. 

Treatment. — Acute  pain  should  lead  to  careful  examination 
and  setting,  under  an  anaesthetic  if  necessary.  This  failing  to  relie\*e, 
the  nerve  should  l)e  exposed,  freed  from  pressure  or  resected  and 
sutured  if  much  damaged.  With  tetanus  in  view,  much  time  should 
not  be  wasted  over  anodynes.  If  no  recovery  of  function  occurs 
in  three  to  four  months,  the  nerve  should  be  exposed,  resected, 
and  sutured.  While  awaiting  recovery,  galvanism  two  or  three 
times  a  week  and  massage  should  be  used  to  prevent  as  far  as 
possible  wasting  of  the  muscles ;  but  if  there  is  any  sign  of  neuritis, 
neither  of  tliese  should  be  practised,  at  least  near  the  injured  nerve, 
which  then  requires  rest,  moist  warmth,  and  belladonna  locallj; 
later,  counter-irritation  along  its  track. 

DEFECTIVE   UNION   IN   FRACTURE. 

Delayed  union. — In  about  one  in  eighty  cases  the  average  periods 
(page  763)  required  for  the  union  of  various  bones  are  markedly  in- 
sufficient— union  is  "  delayed  "  for  weeks,  months,  or  even  years : 
on  removal  of  the  hindrance,  union  occurs. 

J.  Hutchinson,  junr.,  recently  quoted  a  case  of  ununited 
fracture  of  the  radius,  of  four  years'  standing,  in  a  syphilitic 
patient ;  without  much  hope  of  success,  iodide  of  potassium  was 
exhibited,  and  l)ony  union  occurred.  Presumably,  a  gumma  had 
been  active  during  the  period  of  non-union.  This  case  is  very 
exceptional ;  unless  some  cause  of  delayed  union  has  evidently  been 
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acting  all  the  time,  we  may  feel  sure  that  bony  union  will  not 
pccur  after  a  year.  An  anatomical  examination  much  earlier  than 
this  would  often  show  that  there  was  no  chance  of  bony  union. 
In  some  cases  calhis  forma  slowly  and  in  small  quantity — either  on 
account  of  general  depression  or  because  the  stimulus  of  the  injury 
has  been  slight,  as  in  fissure  of  the  skull:  mobility  remains,  the 
callus  tumour  is  small  or  absent, 
the  ends  of  the  fragments,  if  super- 
ficial, remain  sharp  and  clear  to 
touch.  In  other  cases  the  callus 
tumour  forms  tvell,  bxU  does  not 
ossify  firmly  for  weeks  or  months: 
on  removal  of  splints  more  or  less 
mobility  or  excessive  yielding  is 
noticed,  and  deformity  ensues  if  the 
limb  be  used. 

Pseudarthrosis.  —  This  is  a 

general  term  used  to  indicate  the 
permanent  presence  after  a  fracture 
of  abnormal  mobility  in  the  length 
of  a  bone  due  to  (1)  fibrous  union, 
(2)  non-union,  or  (3)  false  joint. 
Pseudarthrosis  occurs  once  in  200 
to  250  cases ;  at  all  periods  of  life, 
even  intra-uterine ;  more  often  in 
men  than  in  women  (5 '5  to  1) ;  it 
is  most  common  from  20  to  30 
years,  but  common  from  20  to  50  ; 
it  is  uncommon  in  childhood  and 
old  age  in  proportion  to  the  frac- 
tures occurring.  Fractures  of  the 
humerus  and  femur  yield  an  ex- 
cessive number  of  delayed  unions 
and    pseudarthroses,    those   of  the    '''«-„^i-^„V~?!^'„ti'Sid'^^?^'?, 

leg-bones  about  a  normal,  and  those  the  Femur.    No  union  haM  occurred, 

ftf   tli«   fnr*>  Arm    hnnPR    Iasq    than     a.  ^®  "P^**"  f"*™®"*  having   pierced 

or   tne   lOre-arm    OOneS    less    tnan    a  tj,e  quadriceps  tendon  which  1b  seen 

normal  share.  between  tlie  two  firagmenta  above  the 

,      „,^  .  •      i_      i?  patella.    (St.  Bartholomew's  Hospital 

1.  Fibrous   union   is  by  far         kuseum.) 

the     commonest    variety.       Callus 

forms,  but  fibrous  tissue  with  little  bone  develops  from  it.  Ulti- 
mately a  long  and  loose,  or  short  and  dense  fibrous  bond  unites  the 
fragments,  the  ends  of  which  may  be  rounded  otf  or  rendered  irre- 
gular by  bony  stalactites  ;  displacement  and  mobility  may  be  very 
great  or  very  slight,  the  utility  and  wasting  of  the  part  varying 
inversely  as  the  mobility. 

2.  Non-union  is  much  less  frequent.  There  is  little  or  no 
bond  between  the  fragments ;  they  are  widely  separated  by  the  in- 
tervention of  some  mass  of  tissue  (Fig.  228),  or  loss  of  substance  in 
one  of  two  parallel  bones  has  left  a  considerable  gap,  or  the  end  of 
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one  fragment  touches  only  a  sound  surface  on  the  other.  Eick 
fragment  is  healed  and  rounded  off.  Mobility  may  be  extreme  ('*fl«il- 
joint ") ;  and  uselessness  and  atrophy  of  the  bones  are  proportioDAt& 
3^  False  Joint  is  the  rarest  form.  It  probably  develops  from 
a  close  fibrous  union  of  a  roughly  transverse  fracture.  The  new 
joint  is  of  the  ball-and-socket  type  (Fig.  229)^ 
one  fragment  being  hollowed  out,  the  other 
rounded  so  as  to  fit ;  the  surfaces  are  smootii 
and  covered  with  dense  fibrous  tissue,  fibio- 
cartilage,  or  even  hyaline  cartilage ;  a  dam 
fibrous  capsule,  fairly  distinct  from  the  sur- 
rounding soft  parts,  holds  the  ends  together, 
and  its  smooth  inner  surface  lined  wiUi  flat- 
tened endothelium  secretes  a  synovial  flmd. 
The  resemblance  to  a  normal  joint  is  close,  and 
is  increased  by  liability  to  diseases  of  joint»~ 
as  subacute  synovitis  and  particularly  rheoma- 
toid  arthritis,  all  the  signs  of  which  may  be 
found. 

Oauses  of  defective  unioiL — ^This  is  a 

difficult  subject.  Frequently  no  cause  is  d» 
coverable,  the  subjects  seeming  to  be  in  perfect 
health.  Again,  obstacles  which  in  some  caMi 
appecLr  to  be  causes  of  non-union,  in  othot 
have  no  obvious  effect — even  though  they  are 
well  marked.  The  causes  are  general  or  local 
The  greneral  canses  produce  general 
depression,  and  it  is  thought  impair  the  booe- 
forming  function ;  they  are  frequently  preaent 
without  observable  effect.  Starvaiiofiy  as  maiij 
observations  on  besieged  troops  show,  often 
delays  imion  :  so  also  does  hoemorrhage.  Preg- 
nancy and  liictcUion  have  a  very  doubtful  eiect 
Acute  febrile  illnesses  may  delay  union  for 
months,  or  cause  absorption  of  callus  formed 
before  their  onset,  as  has  been  specially  observed 
in  the  case  of  pytemia.  Callender  made  the 
interesting  statement  that  he  had  never  seen 
delayed  union  in  a  child  from  scarlatina,  nor 
in  any  patient  from  erysipelas.  Any  chromic 
wastiiuj  disease  might  be  suspected  as  a  caos& 
Syphilis  in  its  early  stages  has  little  or  no 
effect ;  possibly  when  producing  cachexia  it  may  act  more  strong, 
but  gummatous  infiltration  of  a  bone  is  the  most  likely  way  for  it  to 
exert  its  influence.  Sometimes  antisyphilitic  treatment  is  efficacwof 
in  bringing  about  union — again,  it  has  no  effect ;  but  this  is  hardh 
an  argument  against  the  influence  of  syphilis ;  for  treatment  directed 
against  clearly  syphilitic  lesions  may  be  quickly  successful  in  one 
patient  but  without  effect  in  another.     Both  syphilis  and  fractme 


Fig.  l>29.— A  (kise  Joint 
of  the  Ball*and-«ocket 
Type.  The  two  ftrag- 
menu  are  held  toge- 
ther by  a  (lenae  fibrous 
capsule,  the  iuterior  of 
which  is  in  parts  fksci- 
oulated,  and  gives  at- 
tachinent  to  clusters 
of  small  pedunculated 
bodies.  Otherwise  the 
inner  surface  is  smooth 
and  shining.  The  end 
of  the  upper  fragment 
is  slightly  concave, 
that  of  the  lower  con- 
vex.  (University  CJol- 
lege  Museum,  No.  62.) 
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are  so  common,  that  tbey  must  often  coincide  without  evil  result. 
Scurvy  in  former  days  was  looked  upon  as  a  cause  of  delayed 
union  or  of  absorption  of  young  callus.  Severe  rickets  often  delays 
union.  Chronic  Bright's  disease  and  diabetes  have  also  been  re- 
garded in  this  light.  Defective  innervation  is  an  alleged  cause. 
Ataxic  fractures  may  unite  feebly  or  not  at  all.  Bognaud  collected 
six  cases  of  paraplegia  from  fracture  at  or  below  the  twelfth  dorsal 
vertebra,  in  which  fractures  of  the  leg  bones  failed  to  unite ;  when 
the  spinal  lesion  was  higher,  he  found  that  union  occurred.  But 
objection  may  be  taken  to  most,  if  not  to  all,  of  his  cases  of  non- 
union. Many  cases  of  good  union  in  paralysed  limbs  may  be  adduced, 
and  callus  formation  is  found  to  proceed  better  in  limbs  of  animals 
paralysed  by  section  of  their  nerves  than  in  normal  limbs. 

In  a  larger  number  of  cases  of  pseudailhrosis,  excellent  health  has 
been  noted,  rendering  it  likely  that  local  causes  were  to  blame. 
This  becomes  almost  certain  when  in  multiple  fractures  all  but  one 
have  united ;  or  when  one  of  two  parallel  bones  fails  to  unite. 
From  a  collection  of  400  cases,  Bruns  finds  the  following  to  have 
been  conditions  unfavourable  to  union  : — Great  obliquity,  with  which 
intervention  of  some  tissue  is  likely,  occurred  frequently  ;  commi- 
nution and  double  fra^cture  comparatively  rarely.  Compound 
fractures  yielded  proportionately  twice  as  many  pseudarthroses  as 
simple :  prim^iry  resection  of  fragments  or  removal  of  splinters, 
especially  in  the  aged,  predisposed  to  non-union,  which  was  par- 
ticularly frequent  after  removal  of  part  of  one  of  two  parallel  bones. 
Extensive  necrosis  of  the  fragments  sometimes  prevented  union,  as 
also,  in  the  great  majority  of  cases,  did  abscess  of  bone,  hydatids,  and 
.malignant  new  yroxoths.  Marked  dislocation,  separating  the  broken 
surfaces,  was  a  frequent  cause.  Intervention  of  muscle,  tendon, 
capsule,  splinter,  even  nerve  between  the  fragments,  is  regarded  by 
Bruns  as  frequent  and  as  an  absolute  hindrance  to  union.  Gurlt 
thought  that  tissues  so  caught  would  atrophy  rapidly ;  but  Bruns 
says  that  in  many  cases  a  bundle  of  more  or  less  wasted  tissue  has 
been  found  after  one  to  ten  years.  The  large  number  of  cases 
occurring  among  sailors  on  the  high  seas,  suggests  strongly  that 
imperfect  treatment  allowing  excessive  mobility  is  a  great  cause,  a 
view  which  is  supported  by  the  fact  that  by  daily  movements  kept 
up  for  forty  days  or  longer,  permanent  false  joints  have  been  estab- 
lished in  animals.  Defective  blood  supply  due  to  immediate  and 
absolute  immobilisation  and  compression  by  plaster  may  be  respon- 
sible now  and  again  for  non-union ;  and  the  local  use  of  cold  may 
similarly  have  exercised  a  prejudicial  eflfect  upon  callus  formation. 
Ligature  of  the  main  artery  of  the  part  for  arterial  haematoma 
seems  to  have  delayed  union  a  few  weeks  in  some  cases — not  in  the 
majority.  Gueretin,  Curling,  and  others  have  endeavoured  to  show 
that  fractures  causing  rupture  of  the  ntitrient  artery  of  the  shaft 
were  specially  liable  to  pseudarthrosis  ;  but  Gurlt's  criticism  of  the 
view  after  examination  of  many  of  the  specimens  adduced  in  favour 
of  it,  strongly  supports  those  who  regard  such  a  result  as  a  priori 
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unlikely.     Callender  stated  that  slow  union  often  occurred  in  i 
of  obstinate  oedema  from  deep-seated  venous  thrombosis. 

DiagnOBifl  of  defectiye  onion.— Both  delayed  unioa  and 
pseudarthrosis  are  characterised  by  mobility  continuing  at  the  Mst 
of  fracture.  Short  lapse  of  time  since  the  injury,  only  aliglit 
mobility,  pain  induced  by  movements,  the  presence  of  a  well^narkcd 
cause  of  delayed  union,  and  a  history  ci  crepitus  having  ben 
obtained  just  before  or  during  reduction,  are  in  favour  of  delayed 
union  rather  than  pseudarthrosis ;  but  time  must  often  be  allowed 
to  decide  between  them.  The  loss  of  this  time  is  regreCtdble 
when  pseudarthrosis  ultimately  becomes  clear ;  for  progreanve 
aniemia  and  atrophy  of  the  limb  are  unfavourable  to  any  openir 
tive  treatment.  These  conditions  are  most  marked  in  the  youif, 
in  whom  impaired  growth  is  added  to  atrophy,  and  the  bones  may 
remain  of  almost  infantile  size  :  rarely  is  an  operation  ancicc—fiil 
in  such  cases,  and  statistics  show  that  in  all  cases  the  chanoe  of 
success  diminishes  with  the  duration  of  the  peeudarthrosia. 

As  a  rule,  an  ununited  fracture  of  a  long  bone  impairs  tlie  mm- 
fulness  of  the  part  greatly — especially  in  the  weight-bearing  lower 
limb.  The  impairment  is  least  widi  a  small  ununited  fragment 
with  a  transverse  fracture,  short  fibrous  union,  and  steadying  ma—fs 
of  bony  callus  thrown  out,  or  with  only  one  of  two  panllel  bones 
affected.  Cases  occur  now  and  again  in  which  function  is  mairel- 
lously  preserved :  those  of  great  hypertrophy  of  the  fibula  to  oom- 
pensate  for  loss  of  strength  in  the  tibia  are  well  known. 

Treatment  of  defectiTe  union.— Any  fault  in  the  general 
health  should  be  removed,  if  possible :  e^-en  though  no  fault  be 
found,  it  is  right  to  place  the  patient  before  and  during  treatment 
under  conditions  iiiost  conducive  to  health.  In  ^elnjreti  mmimm^ 
proper  treatment  of  the  fracture  must  be  continued.  The  broken 
ends  must  be  brought  into  contact  by  extension  if  they  overlap. 
Absolute  fixation  is  prol^ably  never  indicated :  but  splinte,  if  used, 
should  be  combined  with  regular  massage,  and  such  movements  of 
muscles  as  can  \ie  practised  by  the  patient  without  causing  displaee- 
ment ;  with  percussion  of  the  fragments^  co>-ered  with  felt*  with  a 
mallet — either  lightly  each  day  or  more  se>*erely  at  a  week's  interval 
(Thomas) ;  with  free  counter-irritation  with  linimentmn  iodi ;  with 
manipulation  of  the  seat  of  fracture  by  the  suiigeon  saffictently 
forcible  to  excite  decide<i  tenderness  or  even  to  rupture  any  ezixing 
union.  With  the  lower  limb  it  can  generally  be  arranged  that  the 
part  shall  be  used  whilst  displacement  is  prevented  by  splinu  and 
excessive  weight  is  taken  off  by  crutches,  frequent  friction,  slight 
irritation  and  affluxus  lieing  the  result.  Should  these  means  not 
induce  bony  union  after  patient  trial,  the  case  must  be  regarded  as 
one  f>f  pseudarthnMis. 

In  rl«ae  fl^m«a  «»!•■«  even  of  some  duraticxu  bkiodleMs 
means,  such  as  the  aU>ve,  should  first  be  tried,  for  they  ha\-e  not 
uncommi^nly  induot><l  ossification.  But  there  is  little  hope  of  their 
HucceHs  in  Innae  fl^m«a  «»!•■,  ■•■  ■■§•■,  and 
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ifl  possible;  gradually  the  circulation  improves,  and  the  general 
swelling  subsides ;  then,  perhaps,  a  circumscribed  fluctuating  swelling 
is  discovered  in  the  region  of  the  fracture,  and  in  this  thrill, 
expansile  pulsation,  and  systolic  bruit  may  become  evident.  This  is 
an  arterial  hofmatama. 

Between  these  two  examples  there  are  cases  in  which  the  most 
experienced  will  be  in  doubt  as  to  whether  circulation  in  a  limb  can 
be  restored.  The  diflEuse  extravasation  above  described  sometimes 
develops  slowly,  or  rapidly  after  some  days,  owing,  probably,  to 
shifting  of  a  clot  or  of  a  plugging  or  compressing  fragment.  Again, 
there  may  be  no  excessive  primary  swelling,  but  after  some  weeks, 
generally  on  the  removal  of  the  splints,  a  swelling  is  found  at  the 
seat  of  fracture,  which  may  have  all  the  signs  of  an  aneurysm  ;  but 
it  may  have  none,  the  skin  over  it  may  be  thin  and  red  and  fluctua- 
tion distinct ;  more  than  once  a  knife  has  been  put  into  such 
a  swelling  in  the  belief  that  it  was  an  abscess.  In  these  cases  of 
circumscribed  arterial  haematoma  of  late  formation  we  can  only 
eiurmise  as  to  why  there  was  little  early  extravasation  or  why  the 
extravasation  became  so  perfectly  circumscribed  :  thus,  a  late  wound 
or  the  shifting  of  a  clot  is  possible  at  a  time  when  the  tissues  are 
matted  about  the  fracture  and  clot  fills  their  interstices,  when  the 
limb  is  constantly  at  rest,  uniformly  supported,  perhaps  suspended, 
and  arterial  supply  is  at  a  minimum. 

If  the  fracture  be  compound,  but  the  wound  small  and  the 
track  to  the  wounded  vessel  long  and  oblique,  there  may  be  little 
eoctertuU  hcemorrhage;  or  it  may  be  free  at  first,  and  cease  under 
simple  treatment,  or  none,  as  the  wound  fills  with  clot ;  the  wound 
may  heal,  or  more  or  less  severe  bleeding  may  recur  at  intervals ; 
and,  in  either  case,  one  or  other  of  the  above  conditions  develops 
from  diffuse  or  localised  haemorrhage  into  the  tissues.  On  the  other 
hand,  if  the  fracture  be  freely  compound,  the  blood  escapes  externally 
instead  of  into  the  tissues. 

Where  arteries  become  closed  as  a  result  of  laceration  or  rupture 
of  the  inner  coats  or  of  compression,  and  little  bleeding  occurs,  the 
pulse  will  be  missed  below ;  collateral  circulation  may  be  estab- 
lished, just  as  after  ligature  at  the  point;  but  gangrene  may  occur 
after  ligature,  and  is  obviously  more  probable  with  laceration  of 
surrounding  tissues  and  compression  by  extravasation  of  collateral 
vessels.     (See  also  page  536.) 

The  dangers  of  sepsis  in  these  cases  are  many  and  obvious ; 
secondary  hasmorrhage  from  sloughing  of  the  artery  is  specially 
likely  in  cases  of  undiscovered  and  unrelieved  compression. 

Wounds  of  large  veins  have  caused  huge  hsematomata,  threatening 
or  inducing  gangrene;  in  one  case  (Erichsen)  compression  of  the 
subclavian  by  a  fragment  of  the  clavicle  caused  gangrene. 

Treatment* — In  a  freely  compound  fracture  toith  a  bleeding 
vessel — artery  or  vein — at  the  bottom  of  the  wound,  no  one  would 
hesitate  to  tie  both  ends  above  and  below  the  opening.  The  treat- 
ment should  be  exactly  the  same  when,  in  a  compound  fracture,  the 
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passed,  twisty  cat  short,  and  hammered  down.  Some  preier  pcfi 
of  ivory  or  hard  bone  driven  through  both  fragments,  silvered  or 
nickeled  iicrews,  or  an  ivory  rod  fixed  in  the  medullary  canal  of  eicii 
fragment.  The  limb  being  now  most  carefully  held,  the  periostea 
in  sutured  round  the  junction,  and  the  wound  closed  or  drained  for 
a  short  time.    The  further  treatment  is  that  of  a  compound  fractue. 

Occasionally  circumstances  will  suggest  a  special  treatment  of 
the  bones :  thus,  an  atrophied  distal  fragment  has  been  thrust  into 
the  medullary  canal  of  the  proximal  fragment ;  in  one  case,  wheve 
a  gap  of  8^  cm.  existed  in  the  tibia,  Hahn  divided  the  fibula  sad 
thrust  the  lower  fragment  into  the  medullary  canal  of  the  upper  tibial 
fragment,  obtaining  in  nine  months  solid  union  and  a  useful  limb. 

But  a  gap  in  one  of  two  parallel  bones  has  generally  been  ob- 
viated, either  by  cutting  out  a  section  of  the  other  and  shoriening 
the  limb,  or  by  grafting  bone  into  the  gap.  Thus,  Nussbanm  splii 
off  from  the  larger  fragment,  previously  irritated  by  nails  driven  into 
it,  a  piece  covered  with  periosteum  and  hinged  towards  the  gap,  long 
enough  when  twisted  down  to  more  than  fill  the  intervaL  He  tae- 
ceeded  in  two  ulnar  defects.  Macewen's  case  oi  building  up  11  an. 
of  the  shaft  of  a  humerus,  lost  by  total  necrosis,  with  fragments  ol 
bone  and  periosteum  cut  out  of  rickety  limbs  is  well-known.  Volk- 
mann  cured  a  pseudarthrosis  in  a  child's  thigh  by  thrusting  into  the 
medullary  canal  of  each  fragment  a  splinter  of  bone  which  lie  had 
just  chipped  from  the  sheath  of  new  bone  in  a  case  of  seqnestitytonj; 
a  bit  of  dead  bone  or  ivory  might  have  done  as  welL 

Even  after  thiH  treatment  the  number  of  cures  amounts  onlj 
to  50  or  60  per  cent.,  and  there  is  reason  to  fear  that  the 
cures  were  Hlightly  more  frequent  in  septic  than  in  aseptic  cases ; 
but  the  deaths  and  amputations  in  the  septic  cases  have  been 
by  far  the  more  numerous.  Most  of  the  deaths  have  occurred 
in  thigh  cases.  It  is  probable  that  much  better  results  would  be 
shown  by  some  surgeons  than  by  others,  for  the  skill  and  deter- 
mination necessar}'  to  treat  well  a  pseudarthrosis  of  the  femur  are 
of  no  mean  order ;  it  can  be  foretold  of  many  cases  as  they  leave 
the  table,  that  they  are  not  at  all  likely  to  unite. 

CHANGES   AFTER    UNION    AND    VICIOUS    UNION. 

Softening  and  absorption  of  callOB  may  occur  under  the 
influence  of  depressing  diseases  during  the  healing  of  fractures 
(page  792).  Rarely,  under  similar  influences,  softening  and  more 
or  less  complete  al>8orption  have  occurred  weeks,  months,  or  even 
a  year  after  firm  union  has  taken  place.  Scurvy  appears  to  have 
lieen  the  commonest  cause  of  this,  then  the  acute  exanthemata. 
Intlamniatory  processes  in  the  limb,  especially  8e\*epe  erysipelas, 
have  also  induced  softening  (probably  inflammatory)  of  recent 
callus.  These  have  almost  always  occurred  in  compound  fractures 
with  st^rjuestra,  bullets,  or  other  f<»rei^i  bodies  retained.  Very 
rarely  an   inflammator}'  process  has  arisen  about  a  united  simple 
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blcx)d  supply  to  parts  beyond,  it  may  increase  and  tend  to  burst,  or 
suppuration  may  occur  in  the  tissues  round  about  it.  It  should 
be  treated  in  these  circumstances  by  free  incision,  whilst  the 
circulation  is  controlled,  turning  out  of  blood  and  clots  and  double 
ligature  of  the  supplying  vessel  But  should  it  not  be  a  source  of 
danger,  the  fracture  should  be  treated,  and,  during  the  necessary 
rest,  the  hiematoma  may  consolidate.  Should  it  not  do  so,  central 
digital  compression  of  the  main  artery  may  be  tried,  with  fair  hope 
of  success.  This  failing,  the  operation  last  mentioned  should  be 
carried  out  after  union  of  the  fracture  is  complete.  Ligature  of  the 
main  trunk  at  a  point  of  election  has  succeeded,  but  the  danger  of 
gangrene  is  probably  greater  than  in  cases  of  true  aneurysm;  the 
cure  of  the  hsematoma  is  doubtful ;  there  is  in  these  cases  no  disease, 
but  only  an  injury  of  the  artery,  and  we  can  now  so  thoroughly 
control  the  circulation  in  most  parts  as  to  be  able  to  perform 
deliberately  operations  which  formerly  were  often  matters  of 
desperate  haste. 

Secondary  fujeniorrhage  from  a  compound  fracture  which  is  not 
septic  is  almost  as  rare  as  late  deep  bleeding  in  a  simple  fracture. 
The  sloughy  condition  of  the  wound  constitutes  the  special  difficulty 
in  finding  the  bleeding  point,  and  in  getting  a  ligature  to  hold ;  this 
is  best  met  by  passing  a  probe  along  the  vessel,  and  dissecting  along 
it  till  a  sound  spot  is  reached.  If  the  limb  be  already  seriously 
damaged,  this  complication  will  raise  the  question  whether  it  is 
worth  preserving. 

Vefious  hoenuxtoma  should  be  treated  on  the  same  lines  as  the 
arterial  form  when  it  threatens  mischief,  though  it  must  be  admitted 
that  the  difficulty  in  dealing  with  one  from  the  subclavian  vein 
would  be  great.  Compression  by  a  splinter  of  the  clavicle  could 
certainly  be  directly  dealt  with. 

Gangrene  after  fracture. — It  will  be  convenient  to  summarise 
what  has  been  said  of  gangrene  in  connection  with  fractures. 

Gangrene  may  result  (1)  from  the  original  injury  to  soft  parts ; 
(2)  from  constriction  and  compression  of  the  limb  by  bandages  and 
splints ;  (3)  from  inflammation ;  (4)  from  injuries  to  large  vessels. 

(1)  It  is  not  always  possible  to  tell  whether  a  part  will  recover, 
and  it  is  right  to  give  it  the  chance  of  doing  so ;  in  such  a  case  the 
patient  or  his  friends  should  be  told  the  state  of  matters. 

(2)  The  application  of  a  bandage  directly  to  the  limb,  or  of  some 
apparatus  constricting  the  limb  circularly,  especially  a  plaster  splint, 
either  too  tightly  at  first,  or  so  that  it  becomes  too  tight  owing  to 
early  swelling  of  the  part,  has  been  a  frequent  source  of  gangrene, 
especially  of  the  fore-arm.  So,  too,  has  flexion  at  the  elbow  ajter 
the  application  of  a  bandage  to  the  limb.  The  use  of  firm  circular 
pressure  round  the  upper  part  of  a  limb  without  giving  support  to 
the  distal  part  might  act  as  a  cause.  In  these  cases  the  surgeon 
would  be  to  blame,  first  for  the  errors  in  treatment,  and  secondly 
for  neglecting  to  watch  for  or  failing  to  perceive  the  signs  of  impaired 
circulation  in  the  digits. 
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(3)  Spreading  traumatic  gangrene  is  fortunately  rare,  yet  & 
compound  fracture,  not  as  a  rule  a  severe  one,  has  been  one  of  iti 
commonest  starting  points.  Diffuse  cellulitis,  erysipelatous  or 
"  simple,"  may  cause  extensive  sloughing.  The  surgeon  may  be 
to  blame  for  allowing  the  wound  to  become  septic. 

(4)  Closure  of  a  main  artery  by  complete  laceration,  rupture  of 
its  inner  coats  with  thrombosis,  or  compression  and  thromboas, 
complicated  always  by  more  or  less  laceration  of  soft  parts  and 
extravasation ;  division  or  wound  of  an  artery  with  extensive  extra- 
vasation ;  division  of  main  artery  and  vein  ;  very  rarely,  wound  or 
compression  of  a  main  vein — form  a  group,  including  the  most  interest- 
ing causes  of  gangrene  after  fractures.    (See  also  pages  132  and  147.) 

Treatment. — Common  sense  suggests  the  measures  to  be  takes 
to  prevent  gangrene  from  many  of  the  above  causes.  The  treatment 
is  amputation,  so  soon  as  it  is  clear  that  gangrene  must  occur  or  hii 
occurred.  It  must  be  performed  high  enough  to  render  it  probable 
that  the  flaps  will  live  and  be  free  from  any  infection  which  maj 
have  occurred.  In  gangrene  from  wound  of  main  vessels,  with 
which  yre  have  been  unable  to  deal,  amputation  cannot  be  done 
lower  than  the  wound.  When  the  vessel  has  been  secured,  circula- 
tion may  be  restored  to  a  greater  or  less  extent  in  the  threatened 
part,  and  this  may  be  the  case  also  in  gangrene  from  thromboni 
after  injury ;  amputation  must  then  be  done  above  the  gangrene  in 
well-supplied  and  non-infected  tissues. 

Venous  thrombosis  and  embolism  in  firactore. — Venom 

thrombosis  must  occur  in  every  case  in  which  veins  are  torn  or 
bruised ;  it  excites  attention  only  when  it  spreads  widely.  Tbe 
reason  why  some  thrombi  spread  is  unknown.  It  appears  to  be  i 
commoner  in  simple  than  in  compound  cases,  and  is  cettualj  : 
more  frequent  in  the  lower  than  in  the  upper  limb,  a  fact  wlneh 
probably  connected  with  the  slower  ciixubtiou,  tenii<?ncY  to  vmnXi  i 
degeneration  of  vein-walls  in  the  former.  An  deep  veins 
occasionally  be  felt  when  throml>osedf  no  diagnosis  can  be  nmdt 
the  thrombi  in  them  are  suflicieiitly  extensive  to  excite  marked  t 
This  generally  appears  between  the  first  and  fourth  we^ks 
injury,  and  more  or  less  suddenly;  the  swelling  may 
considerable,  involving  a  wholf  limb  or  more  of  the  bodj  ;  it  k  1 
pits  little,  and  often  last  weeks  or  months — until  the  clot 
or  becomes  canalised.     (See  also  pagt?  561.) 

Embolism  of  heart  and  lungs  m  the  great  daDgi*r  of  ittnwsKaOi. 
and  is  fortunately  rare.  It  is  usually  a  throoibtia  fram  tl>p  li*r»ef 
limb  which  shifts,  either  without  obvious  caum?  or  in  confleqettmr  rf 
some  movement  or  manipulation  ;  the  clot  h  carriixl  into  Qm  i^|M 
heart,  where  it  may  stop,  but  it  generally  passen  ^m  into  tb^*  |«iihBi«Mrr 
artery  or  its  branches.  The  enil^jlus  xnikj  be  quit^  imAlt  or 
of  a  cylinder  many  inches  long,  coiled  up>n  i(^f,  iwid 
impressions  of  the  valves  in  the  vein  in  which  it  wa»  fonnoi  ^ 
smaller  emboli  produce  the  weU-knowB  morb«d  a}if]«af«M«l 
infarction ;  the  larger  cause  sudden  death. 
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the  muscle  supplied  and  development  of  the  "reaction  of  de^neration." 
If  physical  continuity  persists,  the  length  of  nerve  fibres  destroyed  it 
not  great,  and  the  nerve  is  relieved  from  all  pressure  of  displaced  frag- 
ments, it  is  likely  that  in  six  to  eight  weeks  sensation  will  return, 
the  muscles  will  react  better  to  galvanism,  and  then  to  stimulation 
of  the  nerve  trunk  above  the  lesion.  If,  in  the  course  of  four  to  six 
months,  no  regeneration  occurs,  it  may  be  concluded  that  there  ii 
some  obstacle  to  it,  such  as  section  and  separate  healing  of  the  ends, 
or  a  considerable  length  of  scar  tissue. 

Diagnosis. — The  distribution  of  the  nerve  affected  ;  the  eirtent 
to  which  its  function  is  impaired ;  the  severity  of  the  pain — con- 
stant when  tbe  cause  acts  constantly,  intermittent  when  it  is  due 
to  certain  movements,  active  or  passive ;  whether  function  improTes 
and  pain  diminishes,  or  vice  versd ;  whether  wasting  of  certain 
muscles  and  reaction  of  degeneration  appear  early  and  prepress 
rapidly — these  are  the  points  upon  which  we  endeavour  to  base  « 
conclusion  as  to  the  physical  state  of  the  nerve. 

If  movements  are  not  performed  as  part  of  the  treatment  of 
every  fracture,  it  will  often  happen  that  loss  of  motion  will  not  be 
noticed  till  after  union  of  the  bones;  it  will  then  be  difficult  to 
decide  whether  the  nerve  lesion  occurred  early  or  late,  whether 
it  was  a  primary  contusion  or  a  compression  by  callus.  Electrical 
examination  is  of  no  assistance :  it  will  not  tell  whether  a  nenre  is 
divided  or  compressed — the  axis  cylinders  being  sound. 

Treatment* — Acute  pain  should  lead  to  careful  examination 
and  setting,  under  an  anaesthetic  if  necessary.  This  failing  to  relieve, 
the  nerve  should  l>e  exposed,  freed  from  pressure  or  resected  and 
sutured  if  much  damaged.  With  tetanus  in  view,  much  time  should 
not  be  wasted  over  anodynes.  If  no  recovery  of  function  occun 
in  three  to  four  months,  the  nerve  should  be  exposed,  resected 
and  sutured.  While  awaiting  recovery,  galvanism  two  or  three 
times  a  week  and  massage  should  be  used  to  prevent  as  far  as 
possible  wasting  of  the  muscles ;  but  if  there  is  any  sign  of  neuritis, 
neither  of  these  should  be  practised,  at  least  near  the  injured  nerve, 
which  then  requires  rest,  moist  warmth,  and  belladonna  locally; 
later,  counter-irritation  along  its  track. 

DEFECTIVE   UNION   IN   FRACTURE. 

Delayed  union. — In  about  one  in  eighty  cases  the  average  periodi 
(page  763)  required  for  the  union  of  various  bones  are  markedly  in- 
sufficient— union  is  "delayed"  for  weeks,  months,  or  even  years: 
on  removal  of  the  hindrance,  union  occurs. 

J.  Hutchinson,  junr.,  recently  quoted  a  case  of  ununited 
fracture  of  the  radius,  of  four  years*  standing,  in  a  syj^ilitic 
patient ;  without  much  hope  of  success,  iodide  of  potassium  vai 
exhibited,  and  bony  union  occurred.  Presumably,  a  gumma  had 
been  active  during  the  pericxl  of  non-union.  This  case  is  verr 
exceptional ;  unless  some  cause  of  delayed  union  has  evidently  heen 
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acting  all  the  time,  we  may  feel  sure  that  bony  union  will  not 
occur  after  a  year.  An  anatomical  examination  much  earlier  than 
this  would  often  show  that  there  was  no  chance  of  bony  union. 
In  some  cases  calhis  forms  slowly  and  in  small  qicarUity — either  on 
account  of  general  depression  or  because  the  stimulus  of  the  injury 
has  been  sUght,  as  in  fissure  of  the  skull :  mobility  remains,  the 
callus  tumour  is  small  or  absent, 
the  ends  of  the  fragments,  if  super- 
ficial, remain  sharp  and  clear  to 
touch.  In  other  cases  the  callus 
tumour  forms  taell,  biU  does  not 
ossify  Jirmly  for  weeks  or  months : 
on  removal  of  splints  more  or  less 
mobility  or  excessive  yielding  is 
noticed,  and  deformity  ensues  if  the 
limb  be  used. 

Pseudarthrosis.  —  This  is  a 

general  term  used  to  indicate  the 
permanent  presence  after  a  fracture 
of  abnormal  mobility  in  the  length 
of  a  bone  due  to  (1)  fibrous  union, 
(2)  non-union,  or  (3)  false  joint. 
Pseudarthrosis  occurs  once  in  200 
to  250  cases ;  at  all  periods  of  life, 
even  intra-uterine ;  more  often  in 
men  than  in  women  (5*5  to  1) ;  it 
is  most  common  from  20  to  30 
years,  but  common  from  20  to  50  ; 
it  is  unconmion  in  childhood  and 
old  age  in  proportion  to  the  frac- 
tures occurring.  Fractures  of  the 
humerus  and  femur  yield  an  ex- 
cessive number  of  delayed  unions 
and  pseudarthroses,  those  of  the 
leg-bones  about  a  normal,  and  those 
of  the  fore-arm  bones  less  than  a 
normal  share. 

1.  Fibrous  unioii  is  by  far 
the  commonest  variety.  Callus 
forms,  but  fibrous  tissue  with  little  bone  develops  from  it.  Ulti- 
mately a  long  and  loose,  or  short  and  dense  fibrous  bond  unites  the 
fragments,  the  ends  of  which  may  be  rounded  off  or  rendered  irre- 
gular by  bony  stalactites  ;  displacement  and  mobility  may  be  very 
great  or  very  slight,  the  utility  and  wasting  of  the  part  varying 
inversely  as  the  mobility. 

2.  IVon-uiiloii  is  much  less  frequent.  There  is  little  or  no 
bond  between  the  fragments ;  they  are  widely  separated  by  the  in- 
tervention of  some  mass  of  tissue  (Fig.  228),  or  loss  of  substance  in 
one  of  two  parallel  bones  has  left  a  considerable  gap,  or  the  end  of 


Fig.  228.— A  lougiludlnal  Section  of  an 
oblique  supra-condylold  Fracture  of 
the  Femur.  No  union  has  occurred, 
the  up|)er  fragment  having  pierced 
the  quadriceps  tendon  which  Is  seen 
between  the  two  fragments  above  the 
patella.  (St.  Bartholomew's  Hospital 
Museum.) 
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one  fragment  touches  only  a  sound  surface  on  the  other.  Eidi 
fragment  is  healed  and  rounded  off.  Mobility  may  be  extreme  ("fliil- 
joint ") ;  and  uselessness  and  atrophy  of  the  bones  are  proportioDAte. 
3i  False  Joint  is  the  rarest  form.  It  probably  develops  from 
a  close  fibrous  union  of  a  roughly  transverse  fracture.  The  new 
joint  is  of  the  ball-and-socket  type  (Fig.  229)^ 
one  fragment  being  hollowed  out,  the  other 
rounded  so  as  to  fit ;  the  surfaces  are  smooth 
and  covered  with  dense  fibrous  tissue,  fibro- 
cartilage,  or  even  hyaline  cartilage ;  a  denie 
fibrous  capsule,  fairly  distinct  from  the  sur- 
rounding soft  parts,  holds  the  ends  together, 
and  its  smooth  inner  surface  lined  with  Aai- 
tened  endothelium  secretes  a  synovial  fluid. 
The  resemblance  to  a  normal  joint  is  close,  sod 
is  increased  by  liability  to  diseases  of  jointa— 
as  subacute  synovitis  and  particularly  rheonuh 
toid  arthritis,  all  the  signs  of  which  niay  be 
found. 

Causes  of  defective  tmioiL — ^This  b  s 

difficult  subject.  Frequently  no  cause  is  dii- 
coverable,  the  subjects  seeming  to  be  in  perfect 
health.  Again,  obstacles  which  in  some  cases 
appear  to  be  causes  of  non-union,  in  othen 
have  no  obvious  effect — even  though  they  tit 
well  marked.  The  causes  are  general  or  local 
The  general  causes  produce  genenl 
depression,  and  it  is  thought  impair  the  boM- 
forming  function ;  they  are  frequently  present 
without  observable  effect.  StarvcUiotiy  as  mmr 
observations  on  besieged  troops  show,  often 
delays  union  :  so  also  does  fuEmorrfia^.  Prtg- 
nancy  and  lcu:tation  have  a  very  doubtful  eflect 
Acute  febrile  illnesses  may  delay  union  for 
months,  or  cause  absorption  of  caUus  formed 
before  their  onset,  as  has  been  specially  observed 
in  the  case  of  pysemia.  Callender  made  the 
interesting  statement  that  he  had  never  seen 
delayed  union  in  a  child  from  scarlatina,  nor 
in  any  patient  from  erysipelas.  Any  chromic 
wasting  disease  might  be  suspected  as  a  cshml 
Syphilis  in  its  early  stages  has  little  or  no 
effect ;  possibly  when  producing  cachexia  it  may  act  more  struogly, 
but  gummatous  infiltration  of  a  bone  is  the  most  likely  way  for  it  to 
exert  its  influence.  Sometimes  antisjphilitic  treatment  is  efficacioas 
in  bringing  about  union — again,  it  has  no  effect ;  but  this  is  hairflr 
an  argument  against  the  influence  of  syphilis ;  for  treatment  directed 
against  clearly  syphilitic  lesions  may  be  quickly  successful  in  ooc 
patient  but  without  effect  in  another.     Both  syphilis  and  fracture 


Fig.  229.— A  false  Joint 
of  the  Ball>and-80cket 
Type.  The  two  ftag- 
ments  are  held  toge- 
ther by  a  dense  flbmua 
capsule,  the  interior  of 
which  is  in  narU  Cuci- 
culated,  ana  gives  at- 
tachment to  clusters 
of  small  pedunculated 
bodies.  Otherwise  tlie 
inner  surface  is  smooth 
and  shining.  The  end 
of  the  upper  fragment 
is  slightly  concave, 
that  of  the  lower  con- 
vex. (University  Col- 
lege  Museum,  No.  62.) 
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are  so  common,  that  they  must  often  coincide  without  evil  result. 
Sctirvy  in  former  days  was  looked  upon  as  a  cause  of  delayed 
union  or  of  absorption  of  young  callus.  Severe  rtc^et^ -often  delays 
union.  Chronic  Bright^s  disease  and  diabetes  have  also  been  re- 
garded in  this  light.  Defective  innervation  is  an  alleged  cause. 
Ataxic  fractures  may  unite  feebly  or  not  at  all.  Bognaud  collected 
six  cases  of  paraplegia  from  fracture  at  or  below  the  twelfth  dorsal 
vertebra,  in  which  fractures  of  the  leg  bones  failed  to  unite ;  when 
the  spinal  lesion  was  higher,  he  found  that  union  occurred.  But 
objection  may  be  taken  to  most,  if  not  to  all,  of  his  cases  of  non- 
union. Many  cases  of  good  union  in  paralysed  limbs  may  be  adduced, 
and  callus  formation  is  found  to  proceed  better  in  limbs  of  animak 
paralysed  by  section  of  their  nerves  than  in  normal  limbs. 

In  a  larger  number  of  cases  of  pseudarthrosis,  excellent  health  has 
been  noted,  rendering  it  likely  that  local  causes  were  to  blame. 
This  becomes  almost  certain  when  in  multiple  fractures  all  but  one 
bfive  united  ;  or  when  one  of  two  parallel  bones  fails  to  unite. 
From  a  collection  of  400  cases,  Bruns  finds  the  following  to  have 
been  conditions  unfavourable  to  union  : — Great  obliquity,  with  which 
intervention  of  some  tissue  is  likely,  occurred  frequently  ;  cornmi- 
nution  and  double  frojcture  comparatively  rarely.  Coniponnd 
fractures  yielded  proportionately  twice  as  many  pseudarthroses  as 
simple :  primary  resection  of  fragments  or  removal  of  splinters, 
especially  in  the  aged,  predisposed  to  non-union,  which  was  par- 
ticularly frequent  after  removal  of  part  of  one  of  two  parallel  bones. 
Extensive  necrosis  of  the  fragments  sometimes  prevented  union,  as 
also,  in  the  great  majority  of  cases,  did  abscess  of  hone,  hydatids,  and 
.malignant  new  t/rotot/u.  Marked  dislocation,  separating  the  broken 
surfaces,  was  a  frequent  cause.  Interventiofi  of  muscle,  tendon, 
capsule,  splinter,  even  nerve  between  the  fragments,  is  regarded  by 
Bruns  as  frequent  and  as  an  absolute  hindrance  to  union.  Gurlt 
thought  that  tissues  so  caught  would  atrophy  rapidly  ;  but  Bruns 
says  that  in  many  cases  a  bundle  of  more  or  less  wasted  tissue  has 
b«Bn  found  after  one  to  ten  years.  The  large  number  of  cases 
occurring  among  sailors  on  the  high  seas,  suggests  strongly  that 
imperfect  treatment  allowing  excessive  mobility  is  a  great  cause,  a 
view  which  is  supported  by  the  fact  that  by  daily  movements  kept 
up  for  forty  days  or  longer,  permanent  false  joints  have  been  estab- 
lished in  animals.  Defective  blood  supply  due  to  immediate  and 
absolute  immobilisation  and  compression  by  plaster  may  be  respon- 
sible now  and  again  for  non-union ;  and  the  local  use  of  cold  may 
similarly  have  exercised  a  prejudicial  effect  upon  callus  formation. 
Ligature  of  the  main  artery  of  the  part  for  arterial  htematoma 
seems  to  have  delayed  union  a  few  weeks  in  some  cases — not  in  the 
majority.  Gueretin,  Curling,  and  others  have  endeavoured  to  show 
that  fractures  causing  rupture  of  the  nutrient  artery  of  the  shaft 
-were  specially  liable  to  pseudarthrosis  ;  but  Gurlt's  criticism  of  the 
view  after  examination  of  many  of  the  specimens  adduce<i  in  favour 
of  it,  strongly  supports  those  who  regard  such  a  result  as  a  j?riori 
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unlikely.  Callender  stilted  that  slow  union  often  occurred  in  catm 
of  obstinate  oedema  from  deep-seated  venous  thrombosis. 

Diagnosis  of  defective  onion.— Both  delayed  union  and 
pseudarthrosis  are  characterised  by  mobility  continuing  at  the  w«t 
of  fracture.  Short  lapse  of  time  since  the  injury,  only  slight 
mobility,  pain  induced  by  movements,  the  presence  of  a  well-marked 
cause  of  delayed  union,  and  a  history  of  crepitus  having  bea 
obtained  just  before  or  during  reduction,  are  in  favour  of  delayed 
union  rather  than  pseudarthrosis ;  but  time  must  often  be  allowed 
to  decide  between  them.  The  loss  of  this  time  is  regrettable 
when  pseudarthrosis  ultimately  becomes  clear ;  for  progreaive 
anaemia  and  atrophy  of  the  limb  are  unfavourable  to  any  opera- 
tive treatment.  These  conditions  are  most  marked  in  the  yoiuig, 
in  whom  impaired  growth  is  added  to  atrophy,  and  the  bones  idat 
remain  of  almost  infantile  size  :  rarely  is  an  operation  saooeaifal 
in  such  cases,  and  statistics  show  that  in  all  cases  the  chance  of 
success  diminishes  with  the  duration  of  the  pseudarthroos. 

As  a  rule,  an  ununited  fracture  of  a  long  lx>ne  impairs  the  aw> 
fulness  of  the  part  greatly — especially  in  the  weight-bearing  lower 
limb.  The  impainnent  is  least  with  a  small  ununited  fragment 
with  a  transverse  fracture,  short  fibrous  union,  and  steadying  msses 
of  bony  callus  thrown  out,  or  with  only  one  of  two  parallel  bcoes 
affected.  Cases  occur  now  and  again  in  which  function  is  marx-el- 
lously  preserved  :  those  of  great  hypertrophy  of  the  fibula  to  com- 
pensate for  loss  of  strength  in  the  tibia  are  well  known. 

Treatment  of  defective  union.— Any  fault  in  the  genenl 

health  should  be  removed,  if  possible :  even  though  no  fault  be 
found,  it  is  right  to  place  the  patient  before  and  during  treatment 
under  conditions  most  conducive  to  health.  In  delayed  ■■!— » 
proper  treatment  of  the  fracture  must  be  continued.  The  broken 
ends  must  be  brought  into  contact  by  extension  if  they  overlap. 
Absolute  fixation  is  prol)ably  never  indicated ;  but  splints,  if  used 
should  l)e  combined  with  regular  massage,  and  such  movements  d 
muscles  as  can  l>e  practised  by  the  patient  without  causing  displace^ 
ment ;  with  percussion  of  the  fragments,  covered  with  felt,  with  a 
mallet — either  lightly  each  day  or  more  severely  at  a  week's  interal 
(Thomas)  ;  with  free  counter-irritation  with  linimentum  iodi ;  with 
manipulation  of  the  seat  of  fracture  by  the  sui^geon  sufficieiitlT 
forcible  to  excite  decided  tenderness  or  even  to  rupture  any  existing 
union.  With  the  lower  limb  it  can  generally  be  arranged  that  the 
part  shall  \ye  used  whilst  displacement  is  prevented  by  splints  and 
excessive  weight  is  taken  off  by  crutches,  frequent  friction,  ali^ 
irritation  and  afiluxus  l)eing  the  result.  Should  these  raeam  nut 
induce  bony  union  after  patient  trial,  the  case  must  be  regarded  a» 
one  of  pseudarthrosis. 

In  close  fibrous  union,  even  of  some  duration,  bloivileHf 
means,  such  as  the  above,  should  first  be  tried,  for  they  have  »< 
uncommonly  induced  ossification.  But  there  is  little  hope  of  thmr 
success  in  loose  fibrous  union,  non-union,  and  fnise  joiui* 


TREATMENT   OF  DEFECTIVE    UNION.  795 

Here  the  choice  lies  between  resection  of  the  pseudarthrosis  and  the 
application  of  some  apparatus  to  stiffen  and  support  the  damaged 
part.  Remarkably  good  results  may  be  obtained  with  the  aid  of  an 
instrument  maker.  Thus  assisted  I  have  seen  a  man  with  tibrous 
union  of  a  fracture  about  the  middle  of  the  femur  doing  duty  as  a 
carter  on  a  farm ;  and  in  the  Transactions  of  the  Literary  Society 
of  Bombay  for  1820  (vol.  il  p.  167)  is  recorded  the  case  of  an  Arab 
with  an  ununited  fracture  of  the  right  humerus  who,  provided  with  a 
silver  tube  which  was  clasped  round  the  upper  arm,  pursued  the 
calling  of  a  pirate,  boarded  ships,  and  used  a  sword  with  much 
success. 

As,  however,  antiseptics  have  robbed  the  operation  of  resection 
of  most  of  its  dangers,  it  is  certainly  desirable  to  endeavour  to 
obtain  for  the  patient  a  sound  limb.  The  operation  is  never  easy, 
and  may  be  most  difficult.  An  incision  is  made  of  such  length  as 
freely  to  expose  the  fracture,  the  position  and  direction  of  which 
have  been  carefully  determined  by  examination  under  the  antes- 
thetic.  The  wound  is  so  placed  as  to  reach  the  fragments  with  least 
injury  to  soft  parts,  and  it  is  a  great  advantage  when  a  skin-flap 
can  be  raised — with  its  base  at  right  angles  to  or  parallel  to  the 
long  axis  of  the  limb  in  different  positions — and  laid  down  at  the 
end  of  the  operation  as  a  complete  cover  to  the  deep  wound.  By 
carrying  the  distal  portion  of  the  limb  in  a  suitable  direction,  one 
of  the  fragments  is  caused  to  project  in  or  from  the  wound,  any 
uniting  fibrous  tissue  being  divided  or  cut  away,  and  any  mass  of 
intervening  muscle,  etc.,  "oeing  suitably  dealt  with. 

It  must  now  be  decided  how  the  ends  shall  be  freshened — what 
form  will  enable  them  to  be  most  accurately  fitted  together.  It  is 
desirable  to  bring  into  contact  considerable  surfaces  of  raw,  bleeding 
bone — from  which  all  trace  of  tibrous  tissue  has  been  removed — and 
to  raise  and  preserve  all  periosteum  from  such  portions  of  the  ends  as 
may  be  cut  away.  The  ends  may  be  cut  at  right  angles  to  the  shaft ; 
one  may  be  given  a  wedge-form  and  the  other  be  grooved  to  match  ; 
both  may  be  freshened  and  left  oblique ;  but  if  there  be  any  tendency 
to  shortening,  it  is  wise  to  cut  them  in  "  step-form,"  i.e,  to  cut 
into  esuch  fragment  at  right  angles  to  the  axis  for  a  sufficient  depth, 
where  the  broken  surface  joins  the  normal  shaft,  and  to  remove 
the  broken  surface  by  another  cut  starting  on  the  end  of  the  frag- 
ment and  joining  this.  The  end  of  each  fragment  must  be  cut 
square  so  as  to  fit  into  the  "  step  "  thus  formed  upon  the  other,  and 
the  fit  must  be  accurate  when  all  deformity  is  corrected. 

Fresh,  wide,  well-fitting  surfaces  of  bone  having  been  pre- 
pared, the  ends  are  drilled  at  suitable  spots  with  a  long  bradawl 
of  suitable  size,  or  with  a  dental  engine,  which  enables  the 
work  to  be  done  more  easily  and  with  less  disturbance.  Stout 
silver  wire  is  then  (lassed  through  the  holes,  and  Thomas'  hollow 
needle,  or  a  cannula  large  enough  to  take  the  end  of  the  wire,  is 
often  useful  in  drawing  it  through  from  the  deep  surface.  Two 
stitches  are  generally  enough ;  they  are  drawn  tight  when  both  are 
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passed,  twisted,  cut  short,  and  hammered  down.  Some  prefer  peg* 
of  ivory  or  hard  bone  driven  through  both  fragments,  ailvered  or 
nickeled  screws,  or  an  ivory  rod  fixed  in  the  medullary  canal  of  each 
fragment.  The  limb  being  now  most  carefully  held,  the  perioetemn 
is  sutured  round  the  junction,  and  the  wound  closed  or  drained  for 
a  short  time.    The  further  treatment  is  that  of  a  compound  fracture. 

Occasionally  circumstances  will  suggest  a  special  treatment  of 
the  bones :  thus,  an  atrophied  distal  fragment  has  been  thrust  into 
the  medullary  canal  of  the  proximal  fragment ;  in  one  ca^e,  where 
a  gap  of  8^  cm.  existed  in  the  tibia,  Hahn  divided  the  fibula  and 
thrust  the  lower  fragment  into  the  medullary  canal  of  the  upper  tibial 
fragment,  obtaining  in  nine  months  solid  union  and  a  useful  limb. 

But  a  gap  in  one  of  two  parallel  bones  has  generally  been  ob- 
"x-iated,  either  by  cutting  out  a  section  of  the  other  and  shortening 
the  limb,  or  by  grafting  bone  into  the  gap.  Thus,  Nussbaum  ^lit 
off  from  the  larger  fragment,  previously  irritated  by  nails  driven  into 
it,  a  piece  covered  with  periosteum  and  hinged  towards  the  gap,  l««ig 
enough  when  twisted  down  to  more  than  fill  the  interval.  He  suc- 
ceeded in  two  ulnar  defects.  Macewen's  case  of  bidlding  up  11  cm. 
of  the  shaft  of  a  humerus,  lost  by  total  necrosis,  with  fragments  of 
bone  and  periosteum  cut  out  of  rickety  limbs  is  well-known.  Volk- 
mann  cured  a  pseud  arthrosis  in  a  child's  thigh  by  thrusting  into  the 
medullary  canal  of  each  fragment  a  splinter  of  bone  which  lie  had 
just  chipped  from  the  sheath  of  new  bone  in  a  case  of  seqae8tn>CoiDy; 
a  bit  of  dead  bone  or  ivory  might  have  done  as  well. 

Even  after  this  treatment  the  number  of  cures  amounts  onlj 
to  50  or  60  per  cent.,  and  there  is  reason  to  fear  that  the 
cures  were  slightly  more  frequent  in  septic  than  in  aseptic  cases ; 
but  the  deaths  and  amputations  in  the  septic  cases  ha^-e  been 
by  far  the  more  numerous.  Most  of  the  deaths  have  occurred 
in  thigh  cases.  It  is  probable  that  much  better  results  would  be 
shown  by  some  surgeons  than  by  others,  for  the  skill  and  deter- 
mination necessary  to  treat  well  a  pseudarthrosis  of  the  femur  are 
of  no  mean  order ;  it  can  be  foretold  of  many  cases  as  they  leave 
the  table,  that  they  are  not  at  all  likely  to  unite. 

CHANGES   AFTER    UNION   AND    VICIOUS    UNION. 

Softening  and  absorption  of  callus  may  occur  under  the 

influence  of  depressing  diseases  during  the  healing  of  fractures 
(page  792).  Rarely,  under  similar  influences,  softening  and  more 
or  less  complete  absorption  have  occurred  weeks,  months,  or  even 
a  year  after  finn  union  has  taken  place.  Scurvy  appears  to  have 
l>een  the  commonest  cause  of  this,  then  the  acute  exanUiemata. 
liirtanimatory  processes  in  the  limb,  especially  severe  ervnpelaA, 
have  also  induced  softening  (probably  inflammatory)  of  recent 
callus.  These  have  almost  always  occurred  in  compound  fractures 
with  sequestra,  bullets,  or  other  foreign  bodies  retained.  Terr 
nirely  an   inflammatory  process  has  arisen  about  a  united  simple 
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fracture  causing  softening  of  the  uniting  material :  in  Thiersch's 
case,  four  small  sequestra  were  found  between  the  granulating  ends 
of  the  tibia  and  were  regarded  as  splinters  which  had  died  and 
caused  irritation. 

Repeated  fracture. — Violence  will,  of  course,  refracture  a 
bone;  but  when  soundly  united,  the  second  fracture  generally  occurs  at 
a  spot  other  than  that  at  which  the  first  took 
place.  But  cases  are  not  very  rare  in  which, 
from  slight  strain,  bending  or  refracture  has 
resulted  at  the  seat  of  a  previous  fracture. 
Often  the  patient  has  got  about  too  soon,  has 
been  too  rash,  or  has  had  another  fall — espe- 
cially likely  when  learning  to  use  crutches  ;  or 
he  has  occasionally  made  a  strong  effort  to 
save  himself  from  falling,  and  muscular  action 
has  been  responsible.  The  accident  is  the 
more  likely,  the  more  recent  the  callus  and  the 
less  perfect  the  contact  between  the  fragments 
—  displacement  necessarily  leading  to  weak 
union.  The  great  majority  of  the  cases  have 
occurred  in  the  lower  limb,  and  generally  soon 
after  removal  of  the  splints;  but  a  few  have 
been  recorded  as  late  as  one  to  three  years.  In 
a  few  cases  also  a  bone  has  yielded  at  the  same 
spot  several  (6  or  7)  times  in  the  course  of  a 
couple  of  years. 

Callus  is  not  always  '  equally  strong  after 
the  period  given  as  the  average  for  union.  An 
over-average  time  should  be  given  in  patients 
in  feeble  health,  also  in  severe  injuries— com- 
minuted fractures,  compound  fractures,  even 
though  the  course  has  been  aseptic,  fractures 
complicated  by  difficulties  in  vascular  supply 
and  those  in  which  vicious  union  occurs.  Care- 
ful examination  and  testing  of  the  bone  should 
be  made  before  permitting  use  of  the  limb ; 
caution  should  be  enjoined  in  beginning  its  use, 
crutches  should  always  have  rubber  shoes,  and 
assistance  should  be  given  till  their  use  is  learnt. 
Refractures  seem  to  unite  well — those  occurring 
early  in  less  than  the  usual  time;  the  frequently  recurring  unite 
firmly  after  a  prolonged  rest. 

Exuberant  callus. — The  free  formation  of  callus  about  a  com- 
minuted fracture,  or  one  uniting  with  much  displacement,  is  not  ex- 
cessive ;  it  is  necessary  to  bind  the  fragments  together  (Fig.  218). 
But  sometimes  callus  forms  out  of  proportion  to  the  needs  of  the 
case  or  to  the  obvious  irritation,  forming  irregular,  sharp  or  rounded 
masses,  extending  more  or  less  widely  into  the  surrounding  tissues, 
and  perhaps  causing  symptoms  by  pressing  on  nerves,  etc.     It  does 


ig.  2a0.— Radius  re. 
paired  after  Fracture 
about  its  Middle  ;  cal- 
lus haM  formed  iu  large 
amount,  has  bridged 
across  the  interosseous 
space,  and  has  formed 
a  false  Joint  witli  the 
shaft  of  the  ulna.  (Uni- 
versity  Coll.  Museum, 
No.  210  a.) 
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not,  like  the  ultimately  unneceswirv  }H)rtionK  of  lu^ilthy  chIIuv  Uviuir 
al)s<>rl)ed.  This  niUas  liueuruuni^  like  Bpurious  clieloid  in  BuiwrDcid! 
sciit*s,  may  occur  in  any  bone,  hut  in  most  common  ulxmt  tlie  jnint- 
ends  of  lon^  l)oneH,  and  eHpecially  the  u|>y>er  enci  of  tlie  fenmr.  Tr.*^ 
lx»ny  masseH  thrown  out  interfere  with  the  movements  vf  tlie  joiiifN 
and  may  absolutely  fix  them  by  extending  f n>ni  )x>ne  to  Um*'  -•  <; 
the  nijiHses  on  the  femur  irritating  the  hip-lxtiie  till  new  \n\\\f  » 
forme<l  upon  its  sui-face  with  which  they  blend.  No  true  ankyl'-*!* 
occui'H.  Again,  exuljerant  callus  occohionally  joins  together  t«i 
parallel  bones  (Fig.  315),  even  when  oidy  one  is  fracturetl.  Tlii^i* 
of  importance  only  in  the  fore-arm,  where  it  may  destn.»y  pn>iiati'>n 
and  RUpination  :  but  some  mobility  may  l)e  preservetl  by  th«-  fur 
mation  of  a  false  joint  Ijetween  the  cidlus  and  the  sect^nd  Um*- 
(Fig.  230). 

Treatment. — Removal  of  the  mass  causing  trouble,  or  exciM'C 
of  the  joint  in  suitable  cases. 

TlUnonrS  of  callus. — New  growths  occurring  at  seats  of  froctum 
either  recent  or  old,  are  very  rare.  To  get  a  very  imKierate  numinr 
together,  statisticians  have  l)een  forced  to  include  cAses  of  tuiu<iur 
a])})earing  years  after  the  injury.  Two  iK)iiits  of  interest  l»A\r 
]>rompted  the  int^uiiy — (1)  a  fracture  induces  tlie  formation  •>£  » 
mass  of  embryonic  tissue  (callus)  in  ]>Iace  <»f  the  relatively  quit'^t'ni 
cells  of  the  bone  and  periosteum  :  is  it  not  likely  that  this  mas.*,  wili 
sometimes  grow  uncontrollably  and  develop  into  a  tumour  .-  Sui'h  i 
question  can  arise  only  in  connec^tion  with  recent  callus.  (2 )  Irritati-c 
is  often  given  as  a  cause  of  tumour  :  may  not  the  irritation  of  a  frakturv 
lead  to  the  formation  of  a  new  growth  1  From  this  point  of  ww.  i-la 
callus  might  ]M>ssibly  Ije  regarded  as  scar  ti8.«4ue ;  but  the  cfai^ 
interest  lies  again  in  cases  of  tumour  developing  in  chise  tiim^ 
relation  with  a  fracture.  But  in  no  case  does  the  cIo(<e  rf*]ation>h:p 
i»f  time  and  place  Ijetween  the  tumour  and  the  fracturv  yr<m 
anything ;  the  cases  are  so  rare  that  the  occurrence  <»f  an  iirdiiury 
fracture  at  or  ch>se  to  a  point  of  bone  in  which  a  tumour  in  ib 
earliest  stage  was  present  may  equally  well  >>e  ajssumti«l.  lu  thr 
later  cases  there  must  always  \ie  r(K>m  for  doubt  hk  to  the  exMi 
point  of  origin  of  a  growth  —from  callus  or  adjacent  bone — ami  » 
to  the  existence  of  any  causal  connection  lietween  the  i>ld  injury  ai^i 
the  tumour. 

Varieties. — B.  PoIUird  reported  the  case  of  a  girl  of  five  vfai«« 
leg  wa8  amputated  bv  Marcus  Beck  for  supposes  1   sarcoma  uf  ii>f 
Ibia.     Ai  one  y^ar  uie  had  fallen,  and  was  unable  to  use  xhf  ky 
r  two  weekii  (fracture?);  at  two-and-a-half  years  the  leg  Ik^i  K' 
«weH  and  eurve.     On  section  a  large  mass,  haWng  the  structure  'i 
tsaUuit,   occiifi}t*d  tlie  central   portion  of  the  tibia,    and   a   iuiiAlIrr 
iliir  iyjiinur,  ^uite  distinct,  lay  on  the  fibula.     Pollard  n^janifd 

oaM^  nii  prtilmbly  one  of  hypertrophy  of  callus,  but  several  }¥>iiib 

dctubtful.      A    few  enchandronuiUi  developing    six    month*  :o 

y^su>  i\fu*\'  a  fracture,  apparently  at  its  seat,  are  on  rf\siT\\ . 

f^mhtil  an  eaormouB  size.      Some  which  became  generali^*^: 
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should  be  included  under  sarcomata.  A  good  many  cases  of  sarcohia, 
occurring  in  more  or  less  close  relation  to  a  fracture,  have  been  re- 
coi-ded  by  Paget,  Bar  well,  Cripps,  Folker,  and  others.  Not  strictly 
connected  with  callus  is  the  oleoma  /rdcttufe  of  Virchow.  A  piet^ 
of  lx)ne,  generally  a  growing  epiphysis  (head  of  femur  or  of  humerus, 
tuber  ischii),  has  l)een  broken  off,  and  has  grown  into  a  consider- 
able mass,  sometimes  requiring  removal.  After  fracture  of  the 
patella,  similar  growth  of  a  fragment  has  several  times  been  noticed. 

Vicious  UnioiL — Vicious  union,  or  union  with  marked  displace- 
ment, may  \ye  due  either  to  non-reduction  of  the  i)rimary  or  to  the 
occurrence  of  secondary  riisplacement.  It  may  ]ie  the  result  of  ignor- 
ance or  neglect  on  the  part  of  the  surgeon,  and  heavy  damages  for 
malpractice  have  often  Ijeen  awarded  in  these  cases.  But  freciuently 
the  surgeon  is  in  no  way  to  blame.  Excessive,  early  and  long- 
lasting  swelling  or  thick  fleshy  covering  may  prevent  the  discover}' 
of  the  real  nature  of  an  injury.  The  fragment  s(>[»arated,  say  from 
the  head  of  a  radius,  may  }ye  small  and  inaccessible,  or  it  may  be 
impoRRil)]e  for  the  fingers  to  seize,  or  for  any  a])paratus  to  control 
a  fragment,  though  large,  of  the  pelvis,  malar,  or  sternum.  To  leave 
unreduced  deformity  due  to  impaction  may  be  the  W^t  treatment  in 
certain  cases.  A  Ijone  may  be  so  crushed  that  it  is  impossible  to 
restore  its  form.  A  long  bone  may  be  so  comminuted  that,  extended 
to  its  proper  length  its  fragment>s  would  not  touch.  Trn»gularity 
of  line  of  fracture  may  prevent  accurate  fitting  tog(»therof  fragments. 
Wounds  and  sores  may  render  the  control  of  a  part  extremely 
difficult ;  as  also  ui&y  disobedience,  delirium  tn^nens,  or  mania. 

In  many  cases  vicious  union  is  of  little  constMiueiice,  in  others  it 
greatly  impairs  the  vnlne  of  a  limb — 0.^.  union  of  a  femur  with 
great  shortening  or  marked  rotation  out  of  its  lower  end  into  the 
poeition  shown  in  Fig.  282,  persistent  displacement  of  the  foot  (Fig. 
231),  angular  union  or  synofltosis  of  the  fore-arm  bones. 

Treatment. — ^The  only  radical  treatment  of  vicious  union  is  that 
by  refracture  and  resetting.  When  seen  early,  and  especially  in  the 
young,  the  hands  often  suffice  to  straighten  a  lH;nt  bone.  Later,  it 
becomes  a  question  whether  an  attempt  to  produce  a  subcut<aneous 
fracture  with  an  OBteoclast  shall  Ix*  made,  or  wht^ther  the  bone  shall 
be  divided  through  an  open  wound  with  mallet  and  chisel  or  saw. 
The  osteoclast  (of  which  there  are  many  forms)  seems  to  have  been 
used  of  late  more  frequently  than  formerly,  the  fear  that  it  would 
caiue  sloughing  of  soft  parts  and  breiik  the  Ijone  at  some  impro()er 
point  having  only  slight  foundation.  At  least,  in  tolerably  recent 
cases  (six  to  twelve  months)  of  angular  and  rotutory  deformity  it 
may  be  used.  But  for  complicatefl  deformities  -displacements  of 
the  foot  at  the  ankle  (Figs.  231,  232),  synostosis  or  anj^^ular  union  of 
the  for&«rm  bones,  ill-united  fragments  of  joint  ends,  and  so  forth 
— the  knife,  chisel,  and  mallet  must  l)e  uscfl.  It  is  impossible  to 
describe  such  operations,  they  must  lie  planne<I  for  each  case.  They 
are  always  difficult,  and  depend  upon  asepsis  for  their  success,  if  not 
for  their  Justifiability.     The  bones  should    l>e   fixeii   in  their  new 
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Fig.  231.— The  Feet  of  a  Man  who  had,  sometime  prevl- 
ouHly,  sustained  a  Pott's  Fracture  with  Displacement 
outwards  of  the  Foot  on  the  left  side   (Watson  Chejme.) 


upon  the  out- 
stretched hand  or 
on  the  shoulder ; 
direct  violence,  es- 
pecially being  driven 
over,  in  a  small 
number  of  cases, 
including  mast  com- 
pound or  compli- 
cated cases  ;  muscu- 
lar action  in  a  few 
instances.  Intra- 
uterine fractures 
from  external  vio- 
lence, and  others 
from  manipulations 
flu  ring  birth  have 
occurred. 

The  clavicle  is  a 
spanner  between  the 
sternum  and  scapula; 
its  I  outer  freely 
movable   end,   from 


position  by  sutures, 
pegs,  or  screwR,  and 
suitable  apparatus. 

FRACTURES  OF  IN 
DIVIDUAL  BONES 

Fractures  of  the 

clavicle.  —  Fracture* 
of  the  clavicle  consti- 
tute fifteen  to  sixteen 
per  cent,  of  all  frac- 
tures, those  of  the 
radiuH  only  being  more 
frequent.  More  than 
one-third  of  the  cases 
occur  in  children  under 
five  years — many  of  the 
fractures  being  incom- 
plete ;  among  adults, 
the  injury  is  much 
commoner  among  men 
than  women. 

Cavses. — Usuallj 
indirect  violence — ^U« 


Fig.  232.— Shows  the  Result  of  an  Opentkm  for  1 
of  the  left  Foot.    (Watson  Cbeyne. 
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which  the  arm  is  hung,  is  supported  by  muscles,  whilst  the  inner 
is  firmly  bound  to  the  sternum  ;  these  points  explain  the  deformity 
in  fractures.  Usually  the  bone  breaks  at  its  weakest  point  outside 
the  middle  at  the  meeting  of  the  two  curves,  but  it  may  give  way 
in  the  outer  or  inner  third. 

Symptoms.  Middle  third, — ^When  the  l)one  is  completely 
broken  in  this  region,  the  line  of  fracture  is  generally  oblique,  from 
without,  backwards,  and  inwards  (Fig.  233).  The  patient  generally 
inclines  the  head  towards  the  injury,  and  supports  the  elbow  with  the 
hand  of  the  opposite  side.     The  injured  shoulder  is  lower  than  the 


Fig.  233.  Fig.  234.  Fig.  23:). 

Fig.  233.~A  right  Clavicle  repairtKl  after  Fracture  with  tomR  (>>mininution  in  the  Middle 

Third ;  all  the  fragnienta  are  tuft  iu  a  large  oval  iiiajis  of  calhui.    Tlie  deformity  due  to 

fklliiig  back  of  the  outer  fhigment  Is  unuaual. 
Fig.  884.— A  right  Glaride  repaired  after  Fracture  outside  tlie  rhomboid    Ligament :  the 

outer  Ihigment  remaina  diaplaced  forwards,  inwards,  and  Homewhat  downwards. 
Fig.  285.— A  left  Clavicle  repaired  after  Fracture  just  internal  to  the  Ligaments  :   the  outer 

firagment  it  diaplaced  downwards,  forwards,  and  inwards ;  rotation  was  probably  corrected 

by  treatment. 
Fig.  S86.— A  right  Clavicle  repaired  after  Fracture  between  the  Ligaments  ;  the  outer  fttigment 

ia  atiU  bent  abarply  forwards.    (University  College  Muaenm,  Nos.  180, 181, 182, 183.) 

sound,  is  nearer  the  mid-line,  and  is  rotated  so  that  its  outer  surface 
looks  more  or  less  forwards.  Often,  especially  when  the  fracture  is  at 
or  internal  to  the  middle,  the  skin  is  stretched  over  a  bony  prominence 
— ^the  outer  end  of  the  inner  fragment.  Unless  the  amount  of  im- 
mediate swelling  is  unusual,  some  deformity  is  readily  felt,  and  the 
usual  signs  of  fracture  are  present.  Measurement  shows  the  injured 
clavicle  to  be  shorter  than  its  fellow — even  by  1  to  1^  inch ;  and, 
though  it  may  not  be  felt,  it  will  be  clear  in  most  cases  that  the 
outer  fragment  is  lying  with  its  inner  end  pointing  inwards,  back- 
wards, and  upwards  below  the  prominent  outer  end  of  the  inner 
fragment,  perhaps  pushing  it  upwards  and  forwards ;  otherwise 
its  prominence  must  be  due  to  tension  of  the  skin  over  it  from 
dropping  of  the  arm,  for  though  contractions  of  the  stemo-mastoid 
will  raise  it  temporarily,  it  is  doubtful  if  the  muscle  will  keep  it 
raised. 

If  the  fracture  be  transverse  and  the  fragments  locked,  or  incom- 
plete, the  bone  presents  an  angle  backwards,  and  perhaps  upwards, 
Q  Q 
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with  a  corresponding  hollow  on  the  anterior  surface,  which  can  W 
readily  increased,  but  removal  of  the  angular  deformity  requires  soiw 
force.  In  greenstick  fractures  crepitus  may  be  slight  or  absent,  and 
so  may  be  the  deformity.  Such  fractures  are  limited  to  post<*rior 
fissures  (Fig.  237),  aft«r  the  infliction  of  which  the  bone  springs  liack 
to  or  towards  its  normal  form ;  but  localised  '*  fracture-pain "  and 
tenderness  are  present  with  more  or  less  impairment  of  movement, 
and  in  a  few  days  a  callus  tumour  appears.  To  detect  such  ca-ses 
digital  examination  of  the  whole  length  of  the  lx)ne  must  be  very 
careful. 

In  the  rare  double,  multiple,  and  comminuted  fractures  of  tlie 
clavicle,  deformity  is  great,  and  the  intennediate  fragments  arv 
much  displaced. 

Outer  third. — Fractures  here  are  often  transverse  ;  they  aiv 
divided  according  as  they  lie  between  (Fig.  236)  the  coraco-clavicular 

ligaments  (inter- 
ligamentous)  or 
external  to  them 
(extra  -  ligamen- 
tous). In  all,  thf 
coraco  -  cla\'icular 
Hganientfi  eon- 
Fig.  237.— Greengtick  Fracture  of  the  Clavicle  from  a  CliiW  aKt-d  tinue  tO  slin*'  the 
5  years.    The  fiucture  is  xituate  at  the  junction  ofthe«iuter  ..  ^ 

aud  middle  thirds ;  the  posterior  lamellw  are  broken  trann-  COracOla  proce^-* 
versely,  the  anterior  merely  bent.  A  long  fissure  runs  in-  a.nA  Af-m  fiY\m  tVi* 
wards  from  the  fracture,  a  abort  one  outwai^a.    (St.  George's        **""    """  "^™  ^** 

Hospital,  Series  1. 7«.)  (Pick.)  inner  fragment,  ^ 

that  the  outer 
fragment  is  not  so  much  depressed  by  the  weight  of  the  arm  as  it 
may  be  in  the  previous  group.  The  deformity  depends  largely  npoo 
the  intensity  of  the  original  violence.  In  the  fairly  inter-ligamentons 
cases,  from  slight  or  moderate  violence,  the  fragments  remain  closely 
connected  by  the  ligaments,  trapezius,  and  deltoid,  and  often  become 
interlocked,  so  that  little  deformity  may  result.  Usually  the  slioulder 
rolls  forwards  and  drops  a  little,  so  that  the  outer  fragment  slopes  out- 
wards, downwards,  and  abnormally  forwards  from  the  line  of  fracture. 
In  extra-ligamentous  cases  the  fragments  are  more  loosely  connected  ; 
the  scapula  swings  forwards,  turning  on  the  coraco-clavicular  Lig»- 
ments,  until  the  short  outer  fragment  may  lie  at  right  angles  to  the 
inner  ;  the  scapula  also  falls  inwards,  lowering  the  thin  outer  fragment 
till  it  may  l)ecome  disengaged  from  the  inner.  Then  a  strikinjS 
resemblance  to  a  dislocation  of  the  clavicle  on  to  the  acromion  is  pn>- 
duced,  the  inner  fragment  standing  out  prominently  half  an  inch  or 
more  above  the  outer  fragment  and  acromion.  Error  is  preventai 
by  noting  the  form  and  roughness  of  the  prominence,  by  the  dis- 
covery of  the  outer  fragment,  and  by  the  cref>itus  accompanying 
reduction. 

Inner  third. — Fractures  in  this  region  are  (|uite  unusaal.  l»nt 
several  of  those  from  muscular  violence  have  l>een  situate  here. 
The  line  of  fracture  is  verj-  variable  ;  perhaps  the  commonest  i'*  that 
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shown  in  Fig.  234,  with  the  outer  fragment  displaced  in  front  of  and 
below  the  inner,  which  may  be  pushed  up  by  it  and  pulled  up  by  the 
stemo-mastoid  ;  the  pectoral  muscle  tending  to  draw  the  outer  frag- 
ment towards  the  humerus. 

Separation  of  Uie  sternal  epiphysis, — Few  clear  cases  are  recorded 
of  separation  of  this  thin  plate  of  cartilage,  which  ossifies  at  17 
to  18  and  joins  at  25.  When  the  injury  occurs  the  inner  end 
of  the  clavicle  appears  too  prominent,  as  if  dislocated  forwards. 
The  main  points  in  the  diagnosis  are :  the  age  of  the  patient,  the 
position  of  the  lesion,  the  sharpness  and  irregularity  of  the  imier 
end  of  the  shaft,  and  the  presence  of  the  thin  epiphysial  plate  still 
bounding  the  pre-stemal  fossa.  In  two  out  of  four  cases  muscular 
action  was  the  cause  assigned. 

Complications  of  fractures  of  the  clavicle. — Fractures 
of  the  clavicle  are  very  rarely  compound  or  complicated,  even  from 
direct  violence  other  than  gunshot;  in  which  case,  it  is  the  bullet 
rather  than  the  fracture  that  does  the  mischief. 

C.  Heath  recorded  a  case  of  "  aneurysm  *'  of  the  svhclacian  artery 
appearing  witliin  a  month  after  fracture  of  the  clavicle ;  the  post- 
mortem seemed  to  point  to  a  spiculum  of  callus  on  the  clavicle  as 
the  cause  of  the  injury  to  the  artery.  Dupuytren,  in  a  lecture,  said 
he  had  seen  two  or  three  cases  of  "  aneurysm "  following  these 
fractures;  but  it  is  impossible  clinically  to  eliminate  simultaneous 
fracture  of  the  first  rib. 

The  great  veins  have  in  a  few  causes  been  injured,  and  a  hiematoma 
of  "great  size  has  rapidly  developed.  In  one  instance  the  extravasa- 
tion extended  from  the  cheek  to  the  fingers,  with  slight  pulsation 
and  systolic  bruit  in  the  supraclavicular  region  ;  the  limb  became 
paralysed,  and  the  radial  pulse  was  lost,  but  reappeared  on  the 
second  day,  when  increasing  tension  of  the  skin  caused  Manoury 
to  incise  above  the  clavicle,  compress  the  vein,  and  turn  out  the 
clots  ;  the  patient  died  of  entry  of  air  into  the  subclavian  vein, 
which  was  torn  almost  across,  the  plexus  being  merely  infiltrated. 
In  Sir  Rol)ert  PeePs  case  the  swelling  was  similar,  but  less  extensive. 
Peel  died  of  concomitant  injuries,  but  recovery  has  resulted  in  cases 
treated  with  evaporating  lotion  or  gentle  elastic  pressure  calculated 
to  limit  the  extravasation. 

If  forced  to  operate,  the  first  incisions  should  give  the  freest 
access — the  gap  between  the  bones  being  utilised ;  and  circulation 
in  the  limb  below  the  axilla  should  be  arrested. 

Erichsen  amuptated  at  the  shoulder  for  gangrene,  apparently  due 
to  compression  of  the  subclavian  vein  by  a  fragment  of  clavicle  ;  and 
Annandale  cut  down  and  removed  a  depressed  fragment  which  he 
thought  was  acting  similarly.  In  the  St.  George's  Hospital  Museum 
is  a  specimen  showing  the  internal  jugular  vein  wounded  by  a 
splinter ;  the  patient  had  both  clavicles  and  sternum  broken  by  a 
falling  bough,  and  died  immediately. 

There  are  several  cases  of  injury  to  the  brachial  plexus  reconled  : 
in  some  J.  Hutchinson,  senr.,  has  noted  hypen^inia  and  sometimes 
Q  Q  2 
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sweating  of  the  same  side  of  the  head  and  neck,  witli  a  rise  of  2  to 
3°  F. ;  injection  of  the  conjunctiva  and  lachrj'mation,  ilatt«ningof  the 
cornea  from  diminished  intraocular  tension,  Contracted  pupil  and 
ptosis — phenomena  obviously  associated  with  injury  of  the  gym- 
pcUJietic  nerve  in  the  neck.  Slight  exertion  sometimes  brought  out 
the  above  83rmptoras,  or  the  contracted  pupil  and  narrowed  pal^ie- 
bral  fissure  might  alone  be  present. 

Emphysema  from  wound  of  the  lung  has   sometimes  occurred 
with  fractured  clav-icle,  and  l)ecome  very  extensive. 

Treatment  of  fractures  of  the  clavicle- — The  bandagn 

and  splints  for  fractured  clavicle 
are  very  numerous.     The    most 
generally  useful  is  Sayre's  strap- 
piny.     Two  strips  of  plaster,  as 
wide  as  the  patient's  hand  and 
long  enough  to  go  once  and  a  half 
round  the  body,  are   applied  as 
shown  in  Figs.  238  and  239.   The 
first  strap  is  pinned  round  the 
upper  arm  as  high  as   possihkv 
non-adhesive  surface  towards  the 
skin,  which  is  guarded  by  a  strip 
of  boric  lint.    The  surgeon  drawn 
both  shoulders  fully  back,  and  an 
assistant  carries    the    heated  or 
turpentined     strap     round    the 
chest.    This  strap  fixes  the  shoul- 
der and  elbow  well  l>ack  in  the 
position  given  by  the  hand  of  the 
surgeon.    The  second  strap  starts 
below    the   sound    collar    bone, 
crosses  the  junction  of  neck  and 
shoulder  (the  skin  Wing  guarded 
by   boric   lint    or    l>v   a   bit  of 
moulded  guttapercha)  and  the  back  obliquely  to  the  point  of  the  elbow, 
is  then  carried  upwards  along  the  extensor  surface  of  the  fore^mn. 
rather  towards  its  ulnar  side,  to  the  neck,  which  it  crosses,  and  ends 
over  the  scapula.    This  strap  draws  the  elbow  forwards  (thus  throwing 
the  shoulder  and  outer  fragment  still  farther  back— the  loop  acting  as 
fulcrum)  and  pushes  the  shoulder  up  till  the  outer  fragment  is  on  a 
level  with  the  inner.     With  an  adult  the  hand  mav  often  lie  left 
free,  supportefl  by  a  loop  of  strapping  round  the  wrist,  the  long  end 
of  the  loop  being  carried  over  the  inner  fragment  (which  it  tends  to 
depress)  Uy  the  scapula.    No  hole  should  l^e  cut  for  the  olecranon  ; 
no  stnip  should  pass  outside  the  arm  on  the  injured  side  :  the  second 
strap  should  cross  the  nock  exactly  where  it  tends  to  remain  natur- 
ally.     The  axilla  and  fold  of  the  ellx)w  should  l>e  well  dusted  with 
boric  powder,  or  greaserl  with  boric  ointment ;  a  piece  of  boric  Unt 
should  be  placed  between  the  palm  and  the  chest. 


Fig.  238.— SajTe'8  Strapping.  Application  of 
lirsit  Htrap  while  the  ahoulders  are  well 
drawn  back. 
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The  above  directions  should  not  be  carried  out  in  a  routine 
manner,  but  so  as  to  correct  whatever  deformity  is  present.  With 
good  strapping  there  is  Httle  tendency  to  slip  or  stretch ;  the 
bandage  is  fairly  enduring,  and  even  a  child  has  difficulty  in  wrig- 
gling out  of  it.  The  deformity  of  a  greenstick  fracture  often  dis- 
appears under  its  use.  It  fails,  however,  in  complete  fractures  to 
draw  the  outer  fragment  sufficiently  from  the  mid-line,  and  shorten- 
ing of  the  bone  remains.  Nothing  but  an  axillary  pad  will  obviate 
this.  It  is  wedge-shaped,  6  in. 
long,  5  in.  wide,  and  3  in.  thick 
at  the  base,  which  is  rounded 
and  turned  towaitis  the  axilla, 
where  it  is  fixed  by  a  padded  strap 
over  the  opposite  shoulder;  the 
cushion  is  best  stuffed  with  horse- 
hair ;  or,  less  firmly,  with  bran. 
The  ellx)w  is  brought  to  the  side 
by  a  turn  of  strapping  or  ban- 
dage, and  raised  by  a  sling  taking 
the  whole  length  of  the  fore-arm. 
Even  a  liair  cushion  may  cause 
unbearable  pressure  on  nerves ;  or 
oedema  or  even  gangrene  from  pres- 
sure on  vessels.  If  a  pad  be  used, 
therefore,  it  must  be  well  watched. 

J  n  slight  cases  without  defor- 
mity, a  sling  supporting  the  elbow 
is  sufficient.  Where  it  is  impor- 
tant to  reduce  deformity  to  a 
minimum,  in  fracture  of  l)oth 
clavicles,  in  badly  comminuted 
fractures,  and  in  some  compli- 
cated cases,  the  patients  should 
be  kept  in  bed,  lying  flat  on  the 
back  with  only  a  neck  pillow.  The  arm  can  be  well  fixed  by  a  loop 
of  strapping  below  the  axilla,  passing  round  the  back  to  the  front, 
and  by  another  above  the  elbow  going  in  the  opposite  direction ;  in 
double  fractures  these  straps  should  pass  from  ann  to  arm.  Cham- 
pionni^re  employs  massage  :  he  thinks,  with  advantage. 

Non-union  is  very  rare,  and,  as  a  rule,  impairs  function  but 
little.  The  coraco-clavicular  ligaments  have  ossified  after  injury, 
and  masses  of  callus  have  connected  the  clavicle  with  the  first  rib- 
impairing  movement  more  or  less. 

Fractures  of  the  scapula.— These  contnbut«  aVjout  0-8  per 
cent,  to  the  total  list  of  fractures.  They  are  commonly  due  to 
direct  violence,  and  are  far  more  frequent  in  men  than  in  women, 
in  adults  than  in  children.  Fractures  may  aftect — (1)  the  blade 
and  spine  ;  (2)  the  acromion  ;  (3)  the  coracoid ;  (4)  the  surgica]  neck ; 
and  (5)  the  glenoid  fossa. 


■  Fig.  230.— Sayre's  Strai»piug.  ^Application  of 
second  strap  so  as  to  raise  and  carry  for- 
wards the  elbow,  and  fix  the  hand. 
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(1)  The  blade  may  be  smashed  by  fissures  running  thniu^h  it 
in  all  directions  (Fig.  240) ;  but  limited  injuries  are  more  usual, 
especially  a  fissure  running  horizontally  below  the  spine  (Fig.  244). 
A  similar  fissure  may  cross  the  supra-spinous  fasna,  and  sometimes  a 
vertical  one  (Fig.  241)  near  the  vertebral  edge  has  been  met  with: 
farther  out  the  dense  spine  is  an  obstacle  to  such  fissures.  A  few 
cases,  but  no  specimens,  in  which  the  spine  was  thought  to  ha%T 
been  broken  from  the  blade  have  been  recorded. 

These  fractures  are  detected  and  localised — by  evidence  of  injurr 
to  the  part ;  by  crepitus  on  moving  the  arm  and  scapula,  actively  or 
passively,  whilst  a  hand  is  kept  flat  over  the  scapula  ;  and  by  dis- 
covering mobility  between  points  which    can    >>e    seized,  like   the 


Fi;*.  240.— A'  Suumh  (if  the  Scapula 
detaching  and  dittplaciug  a  Portion 
of  the  Spine.  (St.  George  a  Mu^eani, 
Series  I.  83.)    (Pick.) 


Fig.  241.— A  vertiaU  FiMurv.  vnU 
comminution  in  the  sapra-apiDoo* 
Fosaa.     (Ibid.  84.)    (Pick.) 


inferior  or  superior  angle  or  the  spine.  As  a  rule  the  fragments  are 
little  displaced,  but  in  fractures  below  the  spine  the  lower  fragment 
is  usually  drawTi  forwards  and  upwards  by  the  teres  and  latissimiis 
dorsi  muscles  (Fig.  242).  Union  with  little  callus  occurs.  A  sliog 
for  the  arm  is  often  sufficient  treatment ;  a  piece  of  strapping  with 
three  tails,  carried  one  over  the  shoulder  to  the  front,  the  other  two 
round  the  chest,  is  sometimes  used  to  press  and  ^x  the  scapula  mgtin»t 
the  thorax.  Massage  should  be  practised,  and  the  arm  set  free  at 
soon  as  doing  so  causes  neither  displacement  nor  {min. 

(2)  The  acromion  for  surgical  purposes  extends  to  the  external 
boi-der  of  the  spine  ;  the  acromial  epiphysis  is  very  variable,  but  i» 
always  smaller  than  the  segment  of  bone  just  indicated.  It  oMufies 
from  two  or  throe  centres  at  sixteen,  and  joins  at  twenty-five.  Gene- 
rally broken  by  direct  violence  (blows  and  falls  upon  the  shoulder), 
it  may  yield  befoi-e  the  humerus  driven  against  it ;  muscular  action 
has  proved  a  very  rare  cause.  Small  fragments  may  be  broken  from 
the  tip  and  outer  edge  with  little  deformity ;  less  often  th«  cleft  lies 
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more  or  less  mesial  to  the  acromio-clavicular  joint  (Fig.  243),  and 
it  would  lie  here  should  the  epiphysis  separate. 

The  signs  of  the  injury  are — flattening  of  the  shoulder ;  difficulty 
in  abduction ;  irregularity  on  the  subcutaneous  surface  ;  removal 
of  the  deformity  on  pushing  up  the  humerus,  mobility  of  the 
fragment,  and  perhaps  crepitus. 

The  usual  treatment  is  a  figure-of-8  bandage  under  the  elbow, 
crossing  on  the  shoulder,  and  under  the  axilla  on  the  opposite  side, 
applied  so  as  to  raise  the  humerus.  Better  than  this  is  Sayre's 
strapping  (Figs.  238,  239),  no  backward  traction  being  made,  and  the 
"first"  strap  being  applied  after  the  "second,"  and  over  all.  Union 
is  usually  fibrous,  but  the  result  is  good.     It  would  be  easy  to  wire 


Fig.  242. 


FlK.  243. 


Fig.  244. 


Tig.  242.— A  Scapula  reiutiruU  afttr  such  a  Fracture  as  is  shown  in  Fig.  244.  The  lower  fiag- 
iiient  has  b«*n  drawn  forwani.t  by  the  teres  muscles,  anil  lies  raUier  behind  the  U|>i»er. 
Little  callus  has  formed,  and  there  is  a  small  gap  in  the  line  of  unitm  at  one  or  two  M)N)ts. 

Fig.  243.— A  S<:iipula  showing :  H)  A  fracture  of  the  acromion  near  the  spine ;  (2)  a  tissun* 
separating  the  whole  coracoid  process  with  the  upper  end  of  the  glenoid  fossa  and  a  bit 
of  the  upi>er  edge  of  the  blade  ;  (3)  a  fissure  running  from  the  above  into  the  bhide. 

Fig.  244.— A  ."scapula  recently  fractured  transversely  below  the  Spine. 

the  fragments,  but,  unless  the  arm  were  kept  abducted  for  a  month, 
the  result  would  probably  be  no  better.  Several  specimens  without 
histories  have  been  shown  of  separation  on  both  sides  of  a  part  of 
this  process,  with  no  irregularity  or  sign  of  callus,  and  a  plate  ot 
"  what  looked  like  cartilage  "  intervening.  These  specimens  may  havci 
been  due  to  injury,  but  were  probably  examples  of  non-union  of  the 
epiphysis.  No  certain  cases  of  separation  of  the  epiphysis  are  known. 
(3)  The  coracoid  process  is  so  well  protected  that  it  is  very 
rarely  broken.  The  tip  has  been  torn  off  by  muscular  action — e.g.  in 
wringing — but  otherwise  direct  violence  has  been  the  cause,  both  of 
this  fracture  (Fig.  245)  and  of  that  through  the  base  of  the  process 
into  the  glenoid  fossa  (Fig.  243).  Sepai'ation  of  the  process  by 
direct  violence  has  occurred  before  its  junction  with  the  blade  at 
puberty.     The  diagnosis  is  difficult.     The  most  important  points  are 
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the  detection  of  mobility  or  crepitua  on  pre»8ing  on  this  tip  of 
coracoid,  and  tlie  tliscoverj  in  this  neighlxjurhood  of  it  fiiJipboed 
fragment.  Uuujilly  the  denso  fibroiifi  tissue  round  iilioui  presents 
muscles  attacbetl  to  the  tip  from  dragg:ing  the  fragment  Iat.  Acti< 
of  these  muscles  should  be  8peciallj  fiainful.  ^riouji^  conipUcatioo^ 
in  the  way  of  uijuries  lo  neigiibo^ning  l«jnes  and  itoft  fiarU,  tiiu»t  \m 
exjx'eted.  A  sliug  till  pain  auUsiidt^s  in  the  lx»st  trtaiitmt*nt  Union 
IB  tibmus  in  fractures  of  the  tip  (Fig,  245)* 

(4)  The  siiritlcfil  iieek  is  the  seat  of  a  very  nire  Imrttim  from 
direct  violence.     The    fragint?nt  consists  of   the  glenoid   fo>(Sii  And 

ctiraeoid    proce^i  with 
pectoral  15*     minor,     coi 
brachial  in,    Viotlt     h«^« 
the  bicep8»  and  more  or  l( 
of    the    long    ht^d    of  tbr 
tricefwi  attAchetl  to  it.     It 
will  drop  down  and  in — 
untler  the  intlnencio  of 
weight  of  Uic  limb,  and 
the  musdeH  of  the  axill 
folds — as  far  jis  the  conn 
clavicuUr    15  ii 

Moft  fwirt8  ar  f 

ture  will  allow,     j  h« 
are  said  to    be-~t!ati 
of  the  shoulder,  teoaksn 
the  deltoid,  prommenoe 
the  acromion*  some  Iwi, 
ouing  of  the  arrn^  ehjuigr 
[Kwition  of   the  tip  of 
coracoid    prooea%   tnoliilil 
of  the  proce^^'s,  and  crepitus  when  it  and  the  head  of  the  humivnia 
gra«pcHl  rtnd  moved,  whilst  the  ncapula  is  fixe<J   by  the  oth«r 
pre^nce    of   a    mass    high    In    the    axilla,    in    which   Hie 
may  HometimrH   be  distinguinhed   from   the  head  of  tJie   huic 
the  eU>ow   li^^**  againxt  the  side.      Upward  pr«*H«^Mre   on   thi*  rl 
remedie>*  the  deformity  eanily,  but  it  recurs  v  1y  the  stjptioK 

ia  removed^   j>ointH   which,    with    crepitus,  *h  *   the  aceidtfist 

frotu    a   dislocation.       Perfect    movement    o^    the  btnui    with    thr 
Hhaft   eliminates  fracture  of    the  neck   of  the  humerus.      If,   as  * 
one  of  2^ir  A.  Coo|icr^H  cn»es^  a  fracture  of  the  clavicle  outJndo 
lignmcnta  is*  also   pi-^e^ent,  the    lengthening  of   the  ann  (m< 
frotn   the  acromial  angle),  due  to  falling  of  tho  inner  fraii^iietit 
tli€  collar  V»one  under  the  weight  of  the  limb  ^u^ftinded  fmin  it^ 
ootutid^ivble ;    the   aci\>mia1    fragtnent   in   Ooo|>er'B   case   o%er 
the  int<»rnaL     It   in  not  quite  clear  why  lengthening  HhotthI  occ 
from  fractun*  of  the  nt*ck  of  the  ta^apula  :  poantbly   the  !^tat«*m<»J 
ia  made  on  the  authority  of  Coop«r'»  admimbly  drv^riltMif  ^*U^ 
plicated  caao. 
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There  does  not  appear  to  be  any  specimen  of  fracture  of  the 
anatomical  neck — immediately  mesial  to  the  glenoid  fossa. 

Treatment — Sayre's  strapping  applied  as  for  fractured  clavicle 
would  probably  meet  all  requirements — raising  the  fragment  and 
drawing  it  out  and  back.  Cooper  recommended  a  figure-of-8  bandage 
round  the  shoulders,  crossing  behind,  together  with  an  axillary  ]  ad, 
a  bandage  fixing  the  elbow  to  the  side,  and  a  sling  supporting  the 
whole  fore-arm.  He  says  that  a  good  result  should  be  obtained  in 
seven  weeks.  Fibrous  union  has  occurred,  once  with  a  useful,  once 
with  a  useless  limb. 

(5)  Fractures  of  tbe  grlenold  fessa  are  also  rare.  They  include 
such  injuiies  other  than  fracture  at  the  base  of  the  coracoid,  as  the 
chipping  off  of  smaller  or  larger  portions  of  the  glenoid  surface  and 
head  of  the  scapula.  The  majoiity  occur  in  connection  with  disloca- 
tions, and  are  unrecognised  unless  unprovoked  i^ecurrent  displacement 
suggests  such  a  complication;  for  the  fragment  is  small,  deeply 
situate,  and  unlikely  to  yield  crepitus.  But  the  glenoid  fossa  may  be 
"  starred,"  or  considerable  pieces  of  the  head  of  the  scapula — e.ff,  the 
lower  half,  as  in  Spence's  case — may  be  broken  off  by  direct  violence 
without  dislocation  of  the  head.  Here  the  fragment  might  be  felt, 
and  deep  crepitus  obtained  by  manipulations  in  the  axilla,  and  by 
pushing  up  the  dropped  head.  The  coracoid  process  is  firm.  Sayre's 
strapping  will  form  the  treatment ;  or  a  sling  may  suffice. 

Fractures  of  the  humerus. — These  constitute  7-5  per  cent, 
of  all  fractures.  They  diminish  in  frequency  with  each  decennium. 
In  the  first,  fractures  of  the  lower  extremity  predominate  over 
fractures  of  the  shaft,  and  fractures  of  the  upper  end  ai*e  few  ; 
from  10  to  20  years  of  age  the  same  order  holds,  but  the  differ- 
ences are  less  marked,  injuries  of  the  upper  end  being  much  more 
common.  Injuries  of  the  lower  end  now  rapidly  fall  off,  and  dis- 
appear in  the  highest  periods ;  but  those  of  the  upper  end  increase 
relatively  to  those  of  the  shaft,  until,  in  advanced  age,  they  become 
the  commonest  fracture  of  the  bone. 

Fractures  of  the  upper  end  of  the  humerus.— The  typical 

fractures  of  the  upper  end  may  be  classified  according  as  they  affect : 
(1)  the  head  ;  (2)  the  tuberosities  ;  (3)  the  anatomical  neck  ;  (4)  the 
epiphysial  line  ;  (5)  the  surgical  neck. 

(1)  Tbe  bead. — Fissures  of,  and  the  chipping  off  of  bits  from 
the  head  are  very  rare,  and  probably  unrecognisable  during  life. 
Massage  and  a  sling  form  the  treatment. 

(2)  The  tuberosities  are  mrely  fractured — the  lesser  very 
rarely,  and  always  in  conhection  with  dislocation.  Greater  tvheroaity, 
— Fracture  is  generally  associated  with  inward  dislocation ;  it  accom- 
panies impacted  fractures  of  the  anatomical  neck.  Direct  violence, 
and,  very  rarely,  muscular  violence  have  detached  the  process  without 
other  injury.  The  tuberosity  is  driven  or  dragged  up  and  back 
beneath  the  acromion  (Fig.  246),  and  there  is  nothing  to  depress  it. 

Signs, — The  shoulder  is  swollen  and  tender,  especially  on  the  outer 
side  ;  it  is  said  that  in  complete  detachment  of  the  process  the  head 
Q  Q* 
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of  the  bone  falls  and  is  drawn  inwards.  Through  a  thin  covering  a 
groove  may  be  felt  between  the  process  and  its  former  site,  ami 
crepitus  will  be  detected  on  pressing  upon  the  fragment,  while  ab- 
ducting and  rotating  the  shaft ;  voluntary  abduction  (deltoid)  is  pos- 
sible, but  rotation  out  (infra-spinatus  and  teres  minor)  is  impossible. 
Treatment. — The  best  result  will  be  given  by  keeping  the  arm 
aMucted  on  a  Middledorpf's  triangle  or  a  large  cushion :  or  by 
l)inning  the  process  in  position.     Union,  if  it  occurs,  is  }x>ny. 

(3)  The  anatomical  neck. — A  fracture  separating  the  head 
from  the  tuberosities  is  rare,  and  appears  to  be  always  due  to  direct 
violence,  e.g.  heavy  falls  upon  the  shoulder,  generally  in  people 
beyond  mid-life.     The  separated  head  may  remain  loose  within  the 

caj)sule,  displaced  in 
~  any    direction    with 

regaixi  to  the  shaft: 
it  may  even  be  rotated 
so  that  its  cartila^ 
covered  surface  resu 
against  the  broken 
surface  of  the  shaft. 
The  head  may  be  im- 
pacted into  the  ufiptir 
end  of  the  shaft,  spht- 
ting  it  and  separating 
from  it  one  or  both 
tuberosities  — though 
all  are  generally  held 
together  by  capsule 
and  tendons.  Lastly, 
the  head  may  be  dis- 
located downwards, 
or  downwards  and  in- 
wards, through  a  rent 
in  the  capsule  into  the 
axilla ;  here  it  may  be 
found  in  front  of  the  axillary  edge  of  the  scapula,  as  low  as  the 
third  rib,  or  near  the  coracoid  process,  free  or,  in  old  cases,  fixed  by 
bone  to  neighbouring  bone  ;  perhaps  it  may  be  eroded  even  to  dis- 
appearance (Fig.  247). 

Siytis. — If  swelling  does  not  obscure  it,  there  will  probably  be 
some  flattening,  posteriorly  and  externally,  with  proportionate 
prominence  of  the  acromion  and  tension  of  the  deltoid  (these  signs 
are  beet  marked  when  the  head  is  dislocated) ;  the  humerus  hangs 
vertical,  and  the  elbow  is  close  to  the  side.  It  is  said  that  there  msy 
be  slight  lengthening  from  failure  of  injured  muscles  to  hold  up  the 
bone ;  otherwise,  displacement  upwards  (J  in.  or  less)  and  inwards 
may  he  expected  from  the  action  of  the  longitudinal  muscles  and  <rf 
the  rotators  and  adductors,  aided  b}'  the  original  Wolence.  Movement 
in  all  directions  is  free,  but  very  painful,  and  is  often  accompanied 


Fig.  246.— Fracture  of  the  great  Tul)en)sity  of  the  Uunierus 
from  din'ct  violence ;  the  sujira-  and  infra-Mpinatus  and  terw 
iiiiiu>r  are  attaclied  to  the  fra>?nient.  The  eaiwule  of  the 
shoulder  is  sound  below.  (University  College  Museum, 
No.  1«.»2.) 
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by  crepitus  if  the  surfaces  are  in  contact  and  free,  or  if  the  tuber- 
osities are  split  off.  The  fingers  cannot  be  pressed  in  beneath  the 
acromion  to  any  considerable  extent,  nor  is  there  any  prominence 
in  the  axilla  or  beneath  the  pectorals  unless  the  head  has  escaped 
from  the  capsule  ;  then  it  is  felt  in  its  abnormal  situation,  is  movable 
under  the  fingers,  but  not  with  the  shaft,  emptiness  of  the  glenoid 
fossa  becomes  evident,  and  shortening  may  increase  to  one  inch. 
The  brachial  plexus  may  be  severely  contused  in  this  accident 
With  firm  impaction  the  deformity  at  the  upper  end  of  the  bone 
and  its  superficial  consequences 
are  to  be  relied  upon  ;  there  may 
be  slight  crepitus  from  small 
splinters. 

J.  Hutchinson,  noted  that  in 
cases  of  slight  or  no  impaction, 
shortening  sometimes  increased 
during  the  first  weeks,  owing  to 
muscular  action,  the  head  being 
forced  down  and  in  as  the  shaft 
rose  ;  such  cases,  two  or  three 
months  after  the  accident,  have 
been  taken,  he  says,  for  unre- 
duced dislocations,  and  treated 
accordingly. 

Treat nient, — The  application 
of  a  shoulder  cap,  with  such  ex- 
tension as  may  be  necessary  to 
overcome  shortening,  meets  the 
requirements  of  most  cases  when 
swelling  is  subsiding  :  till  then 
the  limb  may  lie  on  a  pillow  with 
weight-extension  applied.  A  dis- 
located head  may  be  reduced  by 
digital  pressure,  with  the  possi- 
bility that  it  will  assume  a  faulty 
position,  and  the  probability  that 
it  will  not  unite ;  or  it  may  be 
left,  very  likely  to  interfere  with  movement ;  or  it  may  be  removed 
after  a  few  days,  which  seems  the  best  course. 

4.  Separation  of  the  upper  epiphysis. — Ossifying  from 
two  or  three  centres  which  are  separated  by  violence  only  with 
extreme  rarity,  this  epiphysis  becomes  one  bone  after  the  sixth 
year,  forms  a  sort  of  cap  to  the  pyramidal  top  of  the  shaft,  and 
usually  unites  at  twenty  to  twenty-one.  To  it  the  capsule  is  almost 
entirely  attached,  and  it  receives  the  insertions  of  the  subscfipularis, 
supra-  and  infraspinatus,  and  teres  minor.  These  connections  with 
the  glenoid  fossa  are  almast  always  stronger  than  the  ei)ipliysial  disc, 
and  consequently  before  20  separation  of  this  epiphysis  replaces  dis- 
location— not  1  per  cent,  of  dislocations  of  the  shoulder  occurring 
Q  Q*  2 


Fig.  2- 


Zt  which  the  Mead  ii 
atH<*!Titp  ptTjliiibljc 
frtjin  fnii^itiU'e  nt  the 
anuloiiiLi'itl  u^rk. 
The  iiiiser  gurfiw't^  of 
the  ttibettn'&itleR  b 
c*.!'!  fffi  ve  ai  ul  (yi  V  pn^i  I 
with  dirnm  trfiniv  h^i 
u«  Ui  fit  nt!  fhii^  nrd- 

setited  by  the  liead 

of  the  scapula.    This  is  long  and  concave 

from    above   down,    narrow    and    convex 

from  before  back.    The  Iwnes  are  strong. 

(University  College  Museum,  No.  198a  and 

103b.) 
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under  twenty.     Separation   of   the   epiphysis  does  not    necessarily 
open  the  shoulder  joint. 

Causes  :  Traction  on  the  arm  during  labour,  sudden  pulls  in 
and  out  to  save  children  from  falling,  falls  on  the  elbow  or  hand, 
and  direct  violence  to  the  shoulder. 

Signs, — There  may  be  no  displacement— 
especially  in  the  young — the  periosteum  being 
untorn ;  unless  slight  mobility  or  crepitus  can 
be  detected,  there  will  be  no  positive  sign  of 
the  injury.  In  a  large  proportion  of  the  cases 
the  shaft  is  displaced  more  or  less  inwards,  and 
upwards  if  the  inward  displacement  be  complete. 
Then  the  roundness  of  the  shoulder  is  preserved, 
but  the  deltoid  is  tense,  and  the  elbow  points 
out  or  back  ;  the  upper  end  of  the  shaft  may 
form  a  visible  swelling  below  the  coracoid  pr\>- 
cess — where  the  fingers  will  feel  it,  not  round 
and  smooth  like  the  head,  nor  so  sharp  and 
irregular  as  in  a  fracture.  The  fingers  canD«»t 
be  pressed  beneath  the  acromion,  the  bead 
being  felt  in  the  socket,  but  they  do  sink  in 
through  the  deltoid  1^  in.  or  so  below  the 
acromion  opposite  the  line  of  fracture.  The 
head  does  not  move  with  the  shaft,  and  crepitus 
is  obtained  only  when  the  broken  surfaces  are 
brought  into  contact.  Sometimes  the  broken 
surface  of  the  epiphysis  looks  forwards  and 
outwards,  being  probably  driven  into  this 
position,  or  at  least  fixed  in  it  by  the  shaft 
locked  against  its  inner  margin.  Sometime^ 
the  shaft  is  displaced  upwards  in  front  (if 
or  outside  the  epiphysis — no  doubt  by  the  initial 
violence. 

Grave  compilations  seem  to  have  been  fre- 
quent. Several  cases  have  been  compound ; 
the  great  vessels  have  been  torn  or  compresBed, 
and  gangrene  has  resulted  in  at  least  two  cmaes : 
the  brachial  plexus  has  l)een  injured,  and  even 
permanent  paralysis  has  resulted  ;  in  a  few 
cases  marked  arrest  of  development  has  been 
noted,  but  the  arm  has  l)een  strong.  Suppura- 
tion has  been  rare,  but  lx)ny  ankylosis  has  occurred  in  three 
simple  cases  (J.  Hutchinson,  junr.).  In  two  early  cases  a  false 
joint  formed. 

Treatment, — As  swelling  is  usually  rapid,  early  examination  ami 
setting  under  anaesthesia  are  necessary  if  there  be  any  doubt  <«• 
difficulty  ;  for  it  is  most  desirable  to  effect  an  accurate  diagnosis  and 
replacement  with  all  possible  gentleness.  Traction  on  the  Umb  down- 
wards and  outwards  aided  by  pressure  on  the  epiphysis  is  generally 


Fig.  248.— A  HnmernM 
repaireil  after  a  Frac- 
tare  of  iU  gurgical 
Neck,  downwards  and 
backwards  from  Just 
below  the  lesser  tube- 
rosity to  3  ins.  b»il«)w 
pwteriorly.  The  angle 
between  the  head  and 
shaft  is  much  dimin- 
ished, a.<«  also  is  the 
measurement  from  the 
centre  of  the  head  to 
the  Kreat  tuberosity. 
The  shaft  is  drawii 
slightly  in.  The  whole 
bone  is  atrophied. 
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successful ;  and  the  cup  and  ball  form  of  the  fragments  opposes 
re-displacement.  The  shaft  will  thus  be  brought  to  an  abducted 
epiphysis,  and  if  they  can  be  interlocked  the  arm  may  be  carefully 
brought  to  the  side ;  if  not,  the  patient  must  remain  in  bed  and 
abduction  be  maintained  by  weight  extension.  Ordinarily,  a 
shoulder  cap,  with  or  without  an  axillary  pad  and  a  sling,  should  be 
applied.  Diflficulty  in  reduction  is  due  to  interposition  of  soft  parts, 
usually  the  edge  of  the  periosteal  collar  round  the  shaft.  In  com- 
pound cases  the  obstacle  must  be  removed  by  operation,  and  in 
simple  cases  the  question  of  operation  must  be  carefully  considered. 
Great  displacement  of  an  important  epiphysis  with  years  of  growth 
before  it  or  signs  of  any  complication, 
would  render  operation  desirable;  even 
after  several  weeks,  resection  of  a  dis- 
placed shaft  and  reduction  have  been  per- 
formed  with  good  results.  If  necessary, 
the  epiphysis  may  be  fixed  to  the  shaft 
for  a  time  by  a  steel  pin  (Helferich). 

(5)  The  snrgri^^al  neck,  between 
the  tuberosities  and  their  muscles — the 
resultant  of  whose  action  is  believed  to 
be  abduction — and  the  bicipital  groove, 
to  which  the  great  adductors  and  internal 
rotators,  are  attached,  is  the  most  frequent 
seat  of  fractures  of  the  upper  end  of  the 
humerus  (Fig.  248).  It  occurs  at  all  ages, 
both  from  direct  and  indirect  violence. 
Swelling  is  often  great.  The  displace- 
ments and  signs  are  the  same  as  in  sepa- 
ration of  the  epiphysis,  except  that  cre- 
pitus is  bony,  and  the  fragments  sharp, 
irregular,  and  likely  to  excite  more  pain 
when  they  are  moved. 

Occasionally  the  lower  fragment  is  impacted  into  the  upper  : 
this  is  the  more  likely  the  higher  the  fracture  and  the  more  can- 
cellous the  upper  fragment.  Generally  the  outer  side  of  the  shaft 
penetrates  the  upper  fragment,  the  usual  deformity  is  present  in 
slight  degree,  and  some  crepitus  may  be  obtained  on  iirmly  grasping 
the  head  and  rotating  the  shaft. 

Compound  and  complicated  fractures  at  the  surgical  neck  are 
very  unusual.  The  commonest  complication  is  dislocation  of  the 
head.  These  cases  look  like  simple  dislocations  :  the  shoulder  is 
flattened,  the  arm  shortened,  the  elbow  stands  out  from  the  side, 
and  there  may  be  fulness  beneath  the  pectoral ;  the  fingers  sink  in 
beneath  the  acromion,  and  encounter  the  rounded  head  in  the  axilla  ; 
but  they  show  also  that  it  does  not  move  with  the  shaft,  and  that 
crepitus  occurs  between  them. 

TrecUment. — During  the  period  of  early  swelling  in  this  and 
other  injuries  to  the  shoulder  the  patient  should  be  kept  in  bed 


Fig.  249.— Treatmeut  of  Fracture 
of  the  Surgical  Neck  of  the 
Humerus  by  the  shoulder 
cap  axillary  pad,  and  sling 
fo^'  the  hand. 
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with  the  limb  comfortably  placed  on  a  firm  pillow,  ice  packed  round 
the  joint,  and  weight-extension  maintained  from  the  arm.  Wben 
oozing  has  ceased  massage  should  be  begun,  and  fomentation  may 
quicken  absorption.  Splints  may  be  applied  when  the  swelling  is 
subsiding.  When  there  is  firm  impaction  a  sling  may  be  sufficient ; 
but  it  would  probably  always  be  safer  to  apply  a  shoulder  cap  lightly. 
When  there  is  deformity  the  shoulder  cap  (Fig.  249)  or  Erichsen'a 
splint  (Fig.  250)  must  be  used  if  the  patient  is  to  get  up  ;  and  if,  with 
either,  much  extension  has  to  be  made  to  prevent  shortening,  the 

fingers  and  the  limb  below  the  splint 
must  be  bandaged  as  tirmly  as  it  it 
necessary  to  bandage  the  splint  to  the 
arm.  The  hand  only  is  then  supported 
in  a  sling,  so  that  the  weight  of  the 
limb  to  which  further  weight  may  be 
attached,  may  aid  the  extension.  But, 
unless  hypostasis  is  feared,  the  (latient 
is  better  in  bed  under  weight-extension 
so  long  as  there  is  any  strong  tendency 
to  shortening;  for  both  the  above 
splints  are  poor  ones. 

When  the  head  is  dislocated,  an 
attempt  should  at  once  be  made  to 
reduce  it  under  an  aniesthetic  FaiHng 
this,  the  choice  lies  between  (a)  wait- 
ing eight  to  twelve  weeks  till  anion 
/  has  occurred,  and  then  attempting  re- 
duction with  the  chance  of  a  second 
failure  and  a  bad  result  or  of  refrac- 
ture ;  (6)  leaving  the  head  alone  and 
pushing  the  shaft  towards  the  glenoid 
fossa  ;  and  (c)  cutting  down  on  the  he^sd 
and  replacing  it,  or,  if  this  seem  un- 
likely to  give  a  good  result,  renkoWng 
it  and  placing  the  shaft  in  the  glenoid 
fossa.  In  favourable  circumstancef 
the  latter  plan  would  now  be  chosen.  Since  the  above  was  written, 
Glutton  has  shown  an  excellent  result  in  a  boy  in  whom,  through 
an  anterior  incision,  he  fixed  the  head  and  surgical  neck  on  to 
the  shaft  by  means  of  an  ivory  peg  driven  vertically  through  the 
former  into  the  latter;  he  then  reduced  the  head,  and  the  1«ot 
recovered  with  a  practically  perftjct  joint. 

Diai^nosis  of  injuries  of  the  shoulder. — For  purpoMit  of 
diagnosis  it  is  well  to  bring  together  several  of  the  foregoing  injuries 
to  the  shoulder  which  resemble  one  another  in  some  respects,  and 
to  draw  attention  to  the  main  points  of  difference  which  we  should 
endeavour  to  establish.  Accurate  diagnosis  may  be  impossible  when 
the  broken-off  fragment  is  small,  the  coverings  thick,  or  extravi&a- 
tion  extensive. 


Fig.  2A0. -Treatnieut  of  Fnicture  of 
the  Surgical  Neck  of  the  Hiimenis 
by  Ericli»en's  Splint,  a  piece  of 
leather  or  noropuuticof  the  fonn 
8howii.  The  rounded  bend  at  the 
upi>er  end  avis  att  hu  axillary  i>ad, 
and  some  extenxion  may  be  lunde. 
A  bondage  should  Jlx  the  elbow 
to  the  si<lc. 
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The  chief  injuries  to  be  considered  are— ^^the  inward  dislocations 
of  the  humerus ;  fractures  of  the  glenoid  fossa  and  surgical  neck  of 
the  scapula  ;  and  fractures  of  the  anatomical  and  surgical  necks  of 
the  humerus  (including  separation  of  the  upper  epiphysis)  without 
and  with  dislocation. 

The  first  point  is  to  ascertain  the  position  of  the  head  ;  if  it  be 
in  the  socket,  the  shoulder  is  rounded,  the  fingers  cannot  be  pressed 
beneath  the  acromion,  and  they  feel  the  smooth  rounded  head  when 
they  grasp  the  shoulder  from  before  back.  But  the  head  is  dislocated 
if  the  shoulder  be  flat,  the  deltoid  tense,  and  the  fingers  meet  no  re- 
sistance other  than  that  of  muscles  in  pressing  towards  the  glenoid 
fossa  ;  if  the  deformity  cannot  be  removed  without  some  difficulty, 
but,  when  removed,  does  not  easily  recur.  If,  while  the  head  has 
escaped,  the  end  of  the  shaft  has  risen  up  beneath  the  acromion,  the 
signs  last  given  will  be  less  marked,  aild  the  shape  and  irregularity 
of  the  shaft  will  be  helpful. 

If  the  head  be  out  of  the  socket,  and  there  is  no  fracture,  the 
shaft  may  be  regarded  as  a  pointer  to  it ;  it  swings  upon  the 
deltoid  insertion  and  the  elbow  points  the  more  back  and  out  the 
farther  the  head  goes  up  and  in.  So  the  eye  often  enables  us  to  lay 
a  hand  on  the  head.  If  it  cannot  be  felt  at  once,  gentle  rotation 
of  the  shaft  is  practised,  and  the  movement  thus  communicate<i 
to  the  head  makes  its  situation  evident.  But  if,  in  a  case  which 
looks  like  a  dislocation,  with  some  shortening  and  some  projection 
of  the  elbow,  we  get  crepitus  in  performing  rotation ;  if  we  feel 
that  the  rotating  end  is  sharp,  irregular,  and  causes  pain  ;  and 
if,  elsewhere  in  the  axilla,  we  feel  the  mass  of  the  head  and 
tuberosities,  not  moving  with  the  shaft,  but  grating  against  it 
occasionally,  we  have  a  fracture  of  the  surgical  neck  and  a  dislocation 
of  the  head.  If  the  arm  hang  by  the  side,  yet  the  signs  of  emptiness 
of  the  glenoid  fossa  are  evident,  though  in  a  less  striking  degree,  if 
a  small  hemispherical  mass  be  felt  free  in  the  axilla,  while  rotation 
of  the  shaft  is  excessive  in  degree,  and  the  finger  detects  absence  of 
the  head  from  its  place,  we  have  to  do  with  a  fracture  of  the 
anatomical  neck  with  dislocation  of  the  head. 

If  the  head  be  in  its  socket,  we  grasp  it  and  rotate  the  shaft ; 
if  they  move  together  and  witliout  crepitus,  either  there  is  no 
fracture  between  them,  or  it  is  firmly  impacted,  in  which  latter  case 
the  deformity  present,  and  any  irregularity  of  the  bone  discovered, 
must  be  considered.  If  there  be  no  abnormal  mobility  between  the 
head  and  shaft,  and  yet  crepitus  occurs,  this  must  indicate  either 
fracture  of  a  process  of  the  humerus  or  of  a  bit  of  the  head,  or  a 
fracture  of  the  scapula.  Touch  will  give  some  idea  as  to  the  seat 
of  crepitus.  If  superficial,  the  region  of  the  great  tuberosity  must 
be  examined.  With  deep  crepitus  the  scapula  is  probably  its  seat. 
In  both  the  fractures  in  our  list,  simply  raising  the  elbow  removes 
the  displacement  with  crepitus,  and  it  recurs  at  once  on  removal  of 
the  support.  In  fracture  of  the  surgical  neck,  the  coracoid  moves 
with  the  fragment ;  in  fractures  of  the  glenoid  fossa  it  does  not. 
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Lastly,  if  there  be  abnormal  mobility  between  the  head  and  tlie 
shaft,  there  is  a  fracture  of  either  the  anatomical  or  surgical  neck, 
or  a  separation  of  the  epiphysis.  Under  twenty  the  injury  is 
probably  of  the  latter  kind.  Tlie  signs  of  it  and  of  fracture  of  the 
surgical  neck  bear  some  resemblance  to  those  of  inward  dislocation, 

but  the  head  is  in  tbe 
socket,  the  end  of  the 
shaft  in  the  axilla  it  not 
like  the  head,  there  Is 
not  much  difficulty  in 
pressing  the  elbow  to 
the  side  and  removing 
the  deformity,  but  it 
returns  at  once  on  re- 
moving the  restraining 
force,  and  crepitus  is 
marked  when  the  con- 
ditions are  suitable. 

Fractures  of  the 
shaft  of  the  hnmenu 

occur  at  all  ages,  and 
from  all  forms  of  vio- 
lence ;  but  of  85  cases 
of  fracture  of  long  bones 
from  muscular  actiou, 
57  were  of  the  humenis. 
More  or  less  transvene 
fractures  are  common 
in  children ;  later,  the 
line  is  usually  oblique, 
with  tendency  to  short- 
ening. All  the  signs  of 
fracture  are,  as  a  rule, 
easily  obtained  When 
the  fracture  is  between 
the  pectoralis  major  and 
the  deltoid,  the  upper 
fragment  is  drawn  in 
and  the  lower  out  (Fig. 
251);  when  it  is  belov 
the  deltoid,  the  upper 
fragment  is  drawn  oat 
(Fig.  252)  and  the  lower 
is  undisturbed,  except 
that,  in  all  fractures  of 
the  shaft  and  upper  end, 
the  longitudinaUy  run- 
ning muscles  endeavour  to  draw  the  lower  fragment  up.  The  arching 
forwards  shown  in  Fig.  253  is  quite  unusual  so  high  up. 


Fig.  251.  Fig.  252.  Fig.  253. 

Fig.  251.— A  Hninenis  repaired  aft«r  a  coinininated 
Fracture  at  the  lower  fciid  of  the  bicipital  GrtJOve. 
The  upper  fragment  has  been  drawn  inwardtt.  A 
splinter  2^  ins.  long  projects  into  the  innertion  of 
the  deltoid,  having  apiwrently  been  displaced  by 
that  mu8rle.    (Univemity  College  Muneuni,  No.  197.) 

Fig.  252. — A  HumeruH  repaired  after  Fracture  altnut  the 
Middle.  The  uv\teT  fragment  has  been  abducted  by 
the  deltoid.  Tiic  lower  fragment  lien  behind  and 
iuHiile  the  upper.  A  column  of  dense  Ume,  .3  ins. 
long,  and  nearly  as  thick  as  the  shaft  tills  up  the  angle 
inwards  between  the  fragments.  (University  College 
Museum,  No.  200.) 

Fig.  258.— A  Humenis  refMiircd  after  transverse  Fracture 
about  the  Middle.  The  fragments  form  an  angle 
HMlient  forwanis,  and  the  lower  fhigment  is  rotate<l 
slightly  in  upon  the  upiier.  A  deep  groove  is  shown 
which  was  apparently  (»ccii}>ied  by  tlie  ulnar  nerve. 
(University  College  lluseuin,  No.  1D9.) 
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The  special  complication  of  fractures  of  the  shaft  is  primary 
injury  to  nerves  or  their  later  involvement  in  callus,  the  musculo- 
gpiral  being  that  which  suffers  in  most  cases. 

Treatment, — Rest  in  bed  on  Stromeyer's  or  an  ordinary  cushion, 
and  ice,  if  the  injury  have  been  severe.  When  swelling  is  subsiding,  or 
at  once  in  the  slighter  cases,  apply  three  or  four  short  padded  splints 
of  Gooch's  material 
round  the  arm,  and 
secure  them  by  a  web- 
bing band  buckled 
around  them  above 
and  below  the  frac- 
ture. If  they  must  be 
firmly  applied,  the 
parts  below  must  be 
bandaged.  The  hand 
is  slung.  If  extension 
be  required,  an  out- 
side or  inside  angular 
splint  (with  a  ring  pad 
over  the  epicondyle) 
should  be  substituted 
for  one  of  the  above, 
fixed  to  the  fore-arm 
by  bandage,  and  exten- 
sion should  then  be 
made,  as  shown  in  Fig. 
254,  until  shortening 
is  removed  ;  the 
buckles  should  then 
be  tightened.  Frac- 
tures so  high  that  no 
satisfactory  hold  above 
the  fracture  can  be 
obtained  by  the  upper 
strap  are  best  treated 
like  fractures  of  the 
surgical  neck. 

Pseudarthrosis     is 
commoner  in  the  humerus  than  in  any  other  long  bone,  especially 
in  the  middle  third  (Fig.  229). 

Fractures  of  the  lower  end  of  the  humerus. — These  injuries 

are  very  frequent  in  the  first  and  second  decennia;  if  Bruns's 
statement,  based  on  4,000  hospital  cases,  may  be  trusted,  they 
are  comparatively  rare  after  forty.  There  are  several  types  de- 
scribed. (1)  The  supra-condyloid  ;  (2)  sejiaration  of  the  whole  lower 
epiphysis ;  (3)  the  T-fracture  and  comminuted  fractures ;  (4)  frac- 
ture of  the  capitellum  or  of  the  trochlea  ;  (5)  fracture  of  the  internal 
or  external  epicondyle  or  separation  of  the  corresponding  epi])hysis. 


Fig.  254.— Treatment  of  Fracture  of  the  Shaft  of  the  Hume- 
rus by  internal  angular  and  short  side  Splints.  The  hand 
and  fore-arm  are  bandaged ;  the  splints  are  buckled 
loosely  round  the  arm  ;  extension  is  being  made  ftoui  the 
elbow,  whilst  a  towel  held  by  an  assistant  forms  a  point 
of  (x>unter-exten8ion  ;  the  surgeon  tests  the  result  with  a 
tape. 
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1.  S^nprn-condyloid  fracture^  in  which  a  transverse  or  oblique 
fracture  crosses  the  bone  above  the  epicondyles :  the  lower  fragro<*iit. 
with  the  fore-arm  bones  in  their  normal  relation  to  it,  \a  usually 
drawn  backwards  by  the  triceps,  moving  on  the  lower  end  of  tlw 
upper  fragment  as  upon  a  hinge,  or  displaced  wholly  Kackwanis 
behind  the  upper. 

Signs. — Seen  from  the  side,  with  the  fore-arm  flexed  or  hanging, 
the  elbow  projects  markedly  backwards,  but  its  jioint  is  not  very 
acute ;  there  is  bony  swelling  in  front,  immediately  above  the  flexor 
fold,  and  an  obtuse  angle  opening  backwards  and  upwards  at  tb« 
same  level  behind.  The  arm,  from  acromion  to  epieondyle,  is  a 
little  shortened,  but  the  fore-arm,  from  epieondyle  to  styloid  process, 
is  normal.  The  relations  between  the  oleci-anon  and  the  two  epi- 
condyles are  normal,  and  neither  the  greater  siguioid  notch  of  the 
ulna,  nor  the  pit  on  the  head  of  the  radius,  can  be  felt.  The  upper 
fragment  has  not  the  shape  of  the  lower  end  of  the  humerus.  Defor- 
mity is  easily  reduced  with  crepitus,  and  easily  recurs. 

In  exceptional  cases,  and  especially  when  the  transverse  fracture 
is  low — perhaps  even  crossing  the  cartilage-covered  surface — the 
lower  fragment  is  displaced  forwards.  Side  to  side  obliquity  of  the 
line  of  fracture  will  tend  to  cause  the  lower  fragments  to  glide  in 
or  out.  The  joint  may.be  opened  in  any  ordinary  case  ;  various  nervet 
and  vessels  are  liable  to  injury  from  it.  When  compound  the  upper 
fragment  generally  protrudes  in  front. 

2.  Separation  of  the  lower  epiphysis. — This  epiphysis  is 
so  shallow  that  it  forms  little  of  the  olecranon  fossa,  but  it  mounts 
on  each  side  to  the  epieondyle  ;  the  lower  end  of  the  shaft  hecoiuet 
with  growth  increasingly  convex,  especially  from  side  to  ride. 
Centres  appear  in  the  capitellum  at  2  to  3  years,  in  the  trochlea  at  1 1 
to  12,  in  the  external  epieondyle  at  13,  and  in  the  internal  epicondjle 
at  5.  The  first  three  soon  blend  and  unite  with  the  shaft  at  16  to  17, 
whilst  the  internal  epieondyle  unites  at  18.  After  10  the  epiphysis 
adds  only  about  1  cm.  to  the  length  of  the  bone.  Up  to  5  or  6  a 
pure  separation  of  the  whole  cartilaginous  end  is  probable;  later,  a 
mixed  separation  and  fracture  are  more  likely.  The  fracture  may 
be  incomplete,  the  epiphysis  l>eing  "  bent "  inwards  or  out^^ards.  In 
one  case  (age  12)  examined  anatomically,  the  epicondyles  did  not 
accompany  the  capitellum  and  trochlea.  In  over  fifty  cases  (hetwe«i 
li  to  14  years)  J.  Hutchinson,  junr.,  found  no  instance  of  suppura- 
tion in  a  simple  case.  Callus  in  front  of  the  joint  tends  to  be 
exuberant  and  to  limit  flexion,  especially  if  reduction  be  imperfect. 

Signs. — As  in  supra-condyloid  fractures  in  complete  cases. 
There  may  be  no  displacement,  only  an  antero-posterior  "  give  "  just 
above  the  elbow  (J.  Hutchinson,  junr.). 

3.  Tiie  T-fracture  (Fig.  255)  consists  of  a  more  or  less  trans- 
verse fissure,  crossing  the  bone  at  a  varying  height  above  the 
articular  surface,  and  of  another,  vertical,  which  descend*^  from  the 
former  and  generally  through  the  trochlea.  It  is  not  very  common, 
and  usually  occurs  in  adults,  being  almost  always  the  result  of  direct 
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violence — falls  or  blows  upon  the  elbow ;  still  greater  force  may 
cause  much  comminution.  A  fracture  of  the  olecranon  is  a  not 
infrequent  concomitant  of  these  serious  injuries,  which  are  always 
accompanied  by  great  swelling  and  are  often  compound  or  complicated 
by  injuries  to  nerves  or  vessels.  As  to  displace- 
ment— almost  anything  may  happen ;  but  usually 
the  lower  fragments  are  drawn  backwards  and 
upwards,  whilst  the  upper  fragment  sinks  towards 
the  joint  between  them,  forcing  them  apart. 

Signn. — If  there  be  not  too  much  swelling, 
the  lower  end  of  the  humerus  seems  much 
widened  ;  everything  is  loose,  crepitus  perceived 
at  eiich  movement  ;  the  relations  l:)etween  the 
olecranon  and  epicondyles  are  more  or  less  ab- 
normal, yet  the  sigmoid  notch  and  radial  bead 
cannot  be  felt  ;  when  extension  is  made,  the 
condyles  can  be  pressed  together,  and  moved 
upon  each  other. 

4.  Fractures  of  the  trochlea  or  capl- 
fellum,  usually  with  the  corresponding  epicon- 
dyle,  are  common  accidents  in  this  region, 
especially  in  children.  They  arise  from  falls 
upon  the  hand,  and  violent  lateral  wrenches  of 
the  joint. 

Signs. — In  these  cases,  when  seen  early, 
swelling,  pain,  and  tenderness  may  be  limited  to 
the  side  injured.  Dislocation  of  the  fragment 
will  disturb  the  relation  between  the  epicondyles 
and  the  olecranon  ;  the  ulna  accompanies  the 
trochlea,  and  when  the  two  slip  backwards, 
the  radius  also  may  be  found  below  and  behind  the  capitellum. 
The  tendency  to  displacement  of  the  radius  in  fracture  of  the 
capitellum  is  less  marked.  Pressure  on  the  epiccmdyles  shows 
mobility  and  crepitus,  and  these  may  be  detected,  together  with 
angular  movement,  in  the  joint  when  the  elbow  is  extended  and  the 
fore-arm  abducted  or  adducted.  Carried  to  excess,  these  move- 
ments would  easily  induce  dislocation  of  the  fore-arm  l>ones, 
especially  in  the  outward  and  backward  direction  when  the  trochlea 
and  epicondyle  are  loose.  Dislocation  of  the  fore-arm  lK)nes  and 
injury  to  the  ulnar  nerve  are  the  chief  complications. 

.5.  Fracture  of  the  internal  or  external  epicondyle. — 
The  latter  is  very  rare,  and  is  due  to  direct  violence  or  muscular 
action.  The  small  fragment  is  felt  at  the  seat  of  pain,  held  in 
position  by  untom  tendon,  or  displaced  downwards  by  extensor 
muscles.  It  unites  by  bone  if  not  displaced,  otherwise  by  ligament. 
In  either  case  little  or  no  inconvenience  results. 

The  internal  epicondyle  may  be  broken  off  by  direct  violence,  or 
by  muscular  and  ligamentous  traction  in  falls  bending  the  fore-arm 
outwards ;  it  is  not  uncommonly  pulled  off  in  dislocations  of  the 


Fi}?.  255.— A  coinininuted 
T- Fracture  of  the  lower 
End  of  the  Uumerua ; 
from  a  man  who  ffll 
from  a  latlder.'  The 
fracture  was  comfioiiiid 
and  su]>i)urat^l.  Ampu- 
tation aft«r  one.  month. 
There  in  scartvly  a 
trace  of  new  bone  alMMit 
the  fragmt>nt8.  (Uni- 
versity College  Mu- 
seum,  Xo,  202.) 
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elboi^,  and  its  condition  should  be  ascertained  after  reducing  all 
such  injuries.  Detachment  of  the  internal  epicondyle  always  opeitf 
the  elbow  joint,  and,  the  internal  lateral  ligament  being  attached  to 
it,  permits  abnormal  abduction  of  the  fore-arm  when  the  elbovii 
extended  so  that  dislocation  occurs  under  slight  violence.  The  bit  d 
bone  is  displaced  downwards  by  the  superficial  flexors,  and  can  be 
felt ;  no  crepitus,  unless  it  can  be  replaced  ;  a  sharp  termination  ii 
the  internal  supra-condyloid  line  can  be  felt.  Union  is  alnwst 
always  fibrous,  of  greater  or  less  length.  The  ultimate  result  is 
generally  satisfactory,  but  to  obtain  this  passive  movement  has,  u 
a  rule,  to  be  kept  up  for  weeks.  J.  Hutchinson,  junr.,  Wir^tt 
that  this  is  due  to  pressure  on  the  ulnar  nerve  ^rith  each  attempt 
at  flexion  after  its  guardian  process  has  been  removed.  In  dkot 
severe  cases, of  neuralgia,  paresis  or  paralysis  in  the  ulnar  area,  with 
great  rigidity  of  the  joint,  the  process  has  several  times  been  found 
pressing  on  the  nerve,  and  has  been  removed  with  a  perfect  resmlt 

Diairnosis  of  iidnries  to  the  elboi«r, — Elarly  examinatiiiD 
to  anticipate  swelling  is  most  desirable,  and  an  anaesthetic  is  ohea 
necessary.  With  the  patient's  hands  clasped  in  the  mid-line,  the  in- 
jured joint  should  be  carefully  surveyed  from  all  sides.  If  the  elbow 
be  projecting  unduly  backwards,  the  resemblance  to  a  dislocation 
backwards  of  the  ulna,  or  of  both  bones,  is  close.  In  the  rlisfocaiicn, 
the  olecranon  by  itself  forms  the  point  of  the  elbow,  and  the  proj«> 
tion  is  therefore  sharper,  both  from  above  down,  and  from  side  to 
side,  than  when  the  joint  end  of  the  humerus  moves  back  with  thf 
fore-arm  bones ;  the  triceps  is  tense  and  curved,  the  curve  beinir  rttm^ 
what  lower  and  sharper  than  in  the  fracture  ;  the  length  fn»iii  the 
acromion  to  epicondyle  is  normal,  from  epicondyle  to  styloid  pnjosa 
short.  Taking  an  elbow  in  each  hand,  holding  them  symmetricalhr. 
and  placing  the  forefinger  on  the  olecranon,  and  the  thumb  and  niiddie 
finger  on  the  epicondyles  (the  elbow  should  always  be  examiued  in 
this  way),  it  is  found  that  the  distances  between  the  olecranon  and 
both  epicondyles  are  much  increased  in  the  dislocation,  but  art 
normal  in  the  fracture;  the  projection  in  front  is  smooth,  and 
presents  the  irregularities  of  the  lower  end  of  the  humerus :  the 
fingers  can  be  pressed  into  the  sigmoid  notch  of  the  ulna,  and 
the  pit  in  the  head  of  the  radius ;  movement  is  limited  in  the  dis- 
location— extension  is  incomplete,  and  fiexion  cannot  be  carried 
to  90° — it  is  abnormally  free  in  the  fracture ;  reduction  is  man 
or  less  difficult,  but  when  accomplished,  the  deformity  does  not 
easily  recur ;  there  is  no  crepitus.  Systematic  attention  to  ihete 
points  when  they  can  be  recognised  will  enable  us  to  distinguish 
between  dislocation  backwards  of  both  bones  and  the  supra-c(«- 
dyloid  fracture,  T-fracturo,  and  separation  of  the  epiphysis,  with  xht 
ordinary  displacement.  If  the  displacement  is  extraordinaiy,  the 
resemblance  to  a  dislocation  is  lost;  and  none  exists  in  the  other 
cases  above  described. 

Treatment  of  ft*actiires  of  the  lourer  end  of  Ike 
humerus. — In  the  more  severe  simple  injuries  there  is  often  so 
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much  swelling  when  the  patient  is  seen  that  effective  examination  is 
impossible ;  the  limb  should  then  be  laid  on  a  pillow  and  ice  or  pres- 
sure used  to  check  swelling.  As  soon  as  possible  a  careful  examina- 
tion is  made,  and  any  displacement  reduced.  Where  no  diagnosis 
can  be  made,  the  successful  treatment  of  the  fracture  depends  upon 
the  adoption  of  that  position  which  is  most  likely  to  bring  the 
fragments  into  their  normal  relation.  In  all  these  injuries  there 
is  a   difference   of  opinion   as  to  .whether  the  limb  should  be  put 


FigH.  256  and  257.— Cubituin  Valgum  and  Varum  after  InjurieH  to  the  Elbow  Joiut.  In  the 
former  the  carrying  angle  is*  increased  ;  in  the  latter  it  i«  reversed.  (Prom  ft  pajjer  by  Mr. 
Nunn  in  the  Clinical  Society's  Transactions,  1S92.) 

up  straight  or  more  or  less  flexed.  In  favour  of  the  straight 
position  it  is  said  that  it  is  impossible  otherwise  so  to  set  the 
fracture  as  to  maintain  the  natural  angle  ("carrying  angle")  of  about 
170^  outwards  between  the  humerus  and  ulna — cubitum  valgum 
and  varum  (Figs.  256,  257),  corresponding  to  genu  valgam  and 
yarum,  being  the  result.  This  being  regarded  as  a  testrpoint  of  perfect 
reduction,  it  is  held  that  stiffness  is  more  likely  to  result  from  the 
flexed  position.  Those  who  use  the  flexed  position — and  they  in- 
clude the  great  majority — deny  this,  and  quote  good  results.  They 
speak  of  stiffness  resulting  frequently  from  the  straight  position — a 
much  more  disastrous  result  than  a  stiff  elbow  at  90® — and  of  the 
discomfort  of  the  constantly  hanging  limb  to  the  patient.     It  may 
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be  added  that  cubitiim  valgum  and  varum  seem  to  interfere  little 
witli  the  use  of  the  limb,  though  they  might  be  a  bar  to  enterin<r  tlie 
public  service.  There  is  probably  truth  on  both  sides.  The  dispUc^ 
ment  in  each  case  must  be  studied,  and  the  position  found  in  which 
it  will  be  most  perfectly  reduced.  In  doubtful  cases  dexion  to  90** 
is  probably  the  best  position.  When  a  fracture  has  been  compli 
cated  by  a  backward  dislocation  of  the  fore-arm  bones,  a  position  tif 
sufficient  flexion  to  prevent  risk  of  recurrent  dislocation  wiM/rf  Ij<» 
employed.  With  a  low  ti-ansverse  fracture,  full  flexion,  advocate 
by  some,  may  produce  forward  displacement. 

Flexion  is  best  maintained  by  a  posterior  gutter  splint  of  pla^^r 
of  Paris  or  tin  brAcketed  at  the  elbow  (Fig.  258),  a  short  anterior  lieiu;: 
applied  to  the  arm  if  there  is  much  projection  forwards  ;  the  two  art* 
bandaged  together  and  weight-extension  in  the  line  of  the  humerus 
may  be  added  during  the  early  days  if  tendency  to  shortening  is 
marked.  The  fore-arm  should  be  in  the  mid-position,  so  as  to  render 
tense  neither  the  superficial  flexors  nor  the  extensors.  The  mainten- 
ance of  flexion  by  an  internal  or  external  angular  wooden  sjilint  l-s 
likely  to  cause  a  lateral  displacement.  Massage  and  movements 
should  be  practised  as  soon  as  possible  without  causing  pain  or 
displacement. 

In  fractures  of  the  epi condyles,  and  prol>ably  of  the  trochlea  or 
capitellum,  it  would  be  possible  if  the  fragment  could  be  got  into 
good  position  to  fix  it  liy  means  of  an  aseptic  acupressure  pin  driven 
through  it  into  the  sound  bone  beyond ;  the  pin  to  l>e  removed  in 
two  to  three  weeks. 

In  compound  cases  the  treatment  is  usual.  A  stiff  though 
strong  elbow  is  less  useful  than  a  movable  but  weaker  joint :  a>n- 
sequently,  when  the  injury  seems  to  threaten  ankylosis,  the  question 
of  primary  excision  must  l>e  considered,  and  shoidd  certainly  be 
undertaken  in  much  comminuted  cases :  it  consists  in  picking  out 
fragments  and  smoothing  comers.  In  separations  of  the  epiphysi«i 
the  end  of  an  irreducible  shaft  has  been  removed  with  good  result. 

Fractures  of  the  bones  of  the  fore-arm.— Either  ulna  or 

radius  may  be  broken  alone,  or  both  bones  may  be  broken  togetli»*r. 

Fracture  of  the  olecranon  (1  to  2  per  cent.)  is  the  nnv^i 
important  injury  of  the  ulna,  making  up  alx)ut  one-third  of  the 
fractures  of  the  ulna  alone.  Fracture  of  the  olecranon  is  generally 
due  to  a  fall  or  blow  upon  the  elbow  ;  as,  however,  it  is  unusual  tu 
find  marks  of  violence  on  the  skin  of  the  part,  it  is  probable  that 
nmscular  action  plays  an  important  part  and  breaks  the  olecra^m 
across  the  trochlea  when  the  hand  comes  u{x>n  tlie  ground.  Fnc- 
tnres  from  pure  muscular  action  are  rare,  and  the  fragment  t4.»rn  off 
is  small.  The  tip  of  the  process  may  be  detached  without  opening 
tlie  joint ;  ))ut  almost  always  the  fragment  encroaches  on  the  carti- 
lage-covei-ed  surface,  sometimes  detaching  the  whole  process  ahtwe 
the  coronoid. 

The  fragment  is  drawn  up  more  or  less  according  as  its  fibn»a'i 
coverings  are  more  or  less  torn  through,  and  this  is  effected  chiefly 
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by  muscular  action.  The  joint  is  swollen  early,  and  a  ha^niatoma 
forms  over  the  cleft,  which  can  usually  be  felt  thn)ugh  it  on  the 
subcutaneous  aspect;  active  extension  of  the  arm,  even  in  the 
horizontal  plane,  is  usually  impossible ;  the  fragment  can  be  moved, 
and  crepitus  is  easy.  With  complete  detachment  of  the  olecranon, 
dislocation  forwards  of  the  ulna  occurs  easily. 

Union  is  almost  always  fibrous,  of  greater  or 
less  length  ;  bony  union,  without  operation,  pro- 
bably occurs  only  in  cases  from  direct  violence 
with  little  or  no  separation.  When  fibrous  union 
is  long,  extension  is  pi-oportionately  feeble,  and 
may  be  impossible  against  gravity.  Rarely  the 
ui)j>er  fragment  has  become  attached  to  the 
Immerus  without  absolutely  preventing  exten- 
sion, or  the  joint  has  become  fixed.  Rheuma- 
toid changes  of  the  elbow  seem  to  be  excited 
with   special    frequency   by   injury. 

Comminuted 
and  compound  in- 
juries are  uncom- 
mon. 

Treatment.  — 
The  joint  should 
be  aspirated  if  it 

Fig.   2.'i8.—PuHt<*rior  angular  Gutter  Splints  of  mptfll  bra«ket<?<l      contain       much 
at  Elbow.     M(>;st  useful  hi  compiiund  catteH.  flnifl  ^    n         *»n 

deavour  to  bring 
down  the  upper  fragment  by  means  of  long  strips  of  strapping 
passing  over  it  from  arm  to  fore-arm,  or  by  a  U-shaped  piece 
placed  above  the  fragment,  while  the  limbs  are  carried  over 
the  fixmt  of  the  fore-arm.  If  no  separation  be  caused  by  flexion, 
the  limb  may  be  fixed  by  plaster  in  this  position.  As  a  rule, 
the  best  position  is  slight  flexion ;  full  extension  may  lead  to 
dislocation  forwards  of  the  ulna  or  to  pushing  of  the  olecranon 
out  of  the  fossa  into  which  it  should  sink.  This  position  is 
best  maintained  by  plaster-of-Paris  bandages  with  or  without  an 
anterior  splint  from  axilla  to  wrist,  thickly  padded  opposite  the 
elbow.  If  the  fragments  do  not  lie  well  together,  the  upper  may 
be  fixed  against  the  lower  by  cutting  a  large  window  over  the 
back  of  the  joint,  fixing  a  pair  of  Malgaigne's  hooks,  with  antiseptic 
precautions,  through  the  triceps  on  to  the  upper  surface  of  the 
olecranon,  and  the  other  pair  into  the  lower  edge  of  the  window. 

Another  plan  is  Mayo  Robson's,  of  passing  one  stout  needle 
through  the  triceps  as  close  as  possible  to  the  bone,  and  another 
through  the  fibrous  tissue  over  the  lower  fragment  (Robson  now 
uses  this  plan),  or  through  a  hole  drillwl  in  the  latUir ;  the  pro- 
jecting ends  are  then  firmly  wired  together.  Both  fragments  may 
be  driiled,  and  a  wire  suture  passed  through  them  from  above  down- 
wards ;  or  the  lower  may  be  drilled  from  side  to  side,  the  wire  ))eing 
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passed  deeply  through  the  fibres  of  the  triceps  ;  or  a  screw  may  he 
put  in  downwards  from  the  insertion  of  the  triceps.      For  ail  thf* 

operations  a  considerable  fl«p 
should  be  raised,  inwards  or  uai- 
wards.  I  have  tried  Robsno't 
operation  once,  drilling  the  lover 
fragment,  short  fibrous  qdmib 
resulting. 

When  the  fragments  are  wined 
or  screwed  together  no  splint  b 
necessary,  only  a  compressive  drr 
dressing.  Massage  should  be  be- 
gun as  soon  as  the  wound  hw 
healed  or  sooner,  and  the  patient 
encouraged  to  perform  gentk 
movements. 

A  long  fibrous  union  may  be 
excised,  the  fragments  refn^bfd 
and  wired  or  screwed  with  excel- 
lent result.  Ankylosis  in  bad 
position,  not  yielding  to  forced 
movements,  will  probably  re(|iiiR 
excision. 

Separation  or  f ke  apper 
epiphysis  of  tiie  Miaa.— It 
ossifies  at  ten  and  joinii  at 
seventeen  ;  it  scarcely  forms  a  third  of  the  olecranon.  Separation 
of  it  is  very  rare. 

The  coronoid  process  is  very  rarely  fractured,  unless  na- 
rcc(^)gnisable  bits  are  chipped  off  in  backward  dislocations,  whidi 
Malgaigne  thought  frequent.  The  process,  as  Liston  said,  may*be 
either  pushed  or  pulled  off — by  falls  on  the  hand  or  by  muwular 
action.  He  believed  the  latter  cause  to  have  produced  the  accidnit 
in  a  hoy  who  hung  for  long  on  a  wall,  afraid  to  jump  down. 

Sifjns. — Detachment  of  a  considerable  piece  is  said  to  caa« 
swelling  in  front  of  the  elbow,  where  the  fragment  may  be  felt; 
etisy  dislocation  backwards  of  the  ulna  or  of  both  bones,  and  easj 
reduction.  Crepitus  if  the  fragments  can  be  approximated.  Union 
would  probably  Ih^  fibrous ;  and  Sir  A.  Cooper  recorded  a  case  belie\-«d 
to  have  been  a  fracture  of  this  process  in  which  the  olecraouo 
slipp<Kl  backwards  and  forwards  somewhat  in  extension  and  flexion. 
Tliat  ))ony  union  is  possible  of  a  small  fragment  without  di^ 
placcMnent  is  shown  by  Fi<r.  259,  in  which  the  tip  of  the  ooronoiJ 
pnx't^ss  and  front  of  tht?  radial  head  have  been  pushed  off;  partisl 
dislocation  backwards  of  the  bones  occurred,  and  the  humenu 
nuKlelleil  a  new  surftioe  for  itself. 

Treatment. — Flt»xion  to  50*^  or  60®  would  meet  the  requirement*. 

Tiie  siiall  of  tiie  aina  is  not  commonly  (2-5  per  cent)  l>roken 

alone :  it  occurs  from  direct  violence,  at  the  point  struck  ;  or,  in 


Fig.  259,  —Union  by  Bone  afUr  Fracture  and 
downward  Displacement  of  the  anterior 
half  of  the  Head  of  the  Radius  and  of  the 
Coronoid  FmceHs.  The  hiinienu,  but  little 
altered,  lay  in  a  soi-ket  formed  by  the  sur- 
faces tnnn  which  the  above  portions  had 
been  torn  and  the  fra}(ment8  themselves. 
Xo  history.    (Unlvemlty  College  Museum.) 
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children,  from  falls  on  the  ulnar  side  of  the  Iiand  with  the  elbow 
flexed — a  greenstick  fracture  often  resulting.  The  superficial  posi- 
tion of  tlie  bone  renders  the  detection  of  fractures  comparatively  easy, 
even  though  displacement  l^e  slight.  It  is  worth  noting  that  a 
marked  angle  may  develop  in  the  ulna,  towards  the  subcutaneous 
edge,  the  radius  being  sound. 

Separation  of  the  lower  ulnar  epiphysis,  ossifying  at 
four^to  five  years  and  joining  at  twenty,  is  very  rare  (Fig.  205). 

Fractures  of  the  radius* — The  radius  is  liable  to  fractures 
of  all  parts,  but  fracture  of  the  lower  end  and  separation  of  the 
lower  epiphysis  are  the  most  frequent  injuries  ; 
then  come  fractures  of  the  shaft,  those  of  the 
head  and  neck  being  rare. 

Fractures  of  the  radius  alone  are  slightly 
more  frequent  than  fractures  of  both  bones  ; 
they  are  common  throughout  life,  separation  of 
the  lower  epiphysis  being  specially  common  up 
to  twenty,  and  Colles's  fracture  after  mid-life. 

The  head  may  have  small  or  large  frag- 
ments chipped  from  it  (Fig.  259) ;  remaining 
loose  or  uniting,  they  may  greatly  impair  the 
movements  of  the  joint.  In  sucli  a  case  Cheyne 
removed  about  half  the  head,  which  lay  loose, 
greatly  crippUng  the  joint ;  he  obtained,  after 
six  months  of  treatment,  a  perfect  joint. 

Separation  of  the  upper  radial  epi- 
physis, a  thin  plate  ossifying  at  five  to  six 
and  joining  at  eighteen,  is  very  rare. 

When  the  neck  is  broken  (rare)  there  is 
no  muscle  to  displace  it,  and  the  balance  of 
power  on  the  shaft  is  undisturbed ;  so  there 
is  no  typical  displacement. 

In  the  shaft  greenstick  fractures  are  com- 
mon in  children  (Fig.  204).  Fractures  of  the 
shaft  of  the  radius  are  more  frequent  than  those 
of  the  ulna,  because  in  falls  force  ti-avels  chiefly 
along  the  radius.  When  a  fracture  occurs  be- 
tween the  tubercle  and  the  insertion  of  the 
pronator  teres,  it  is  practically  certain  (Figs.  215, 
230,  260),  unless  the  fragments  are  inseparably 
locked,  that  some  contraction  of  the  biceps,  and 
perhaps  of  the  supinator  brevis,  will  completely 
supinate  the  upper  fragment ;  neither  voluntary 
nor  passive  pronation  of  this  fragment  is  then 
possible,  for  there  is  no  pronator  attached  to  it 
and  the  fragment  cannot  be  grasped  by  tlie  sur- 
geon. Whetlier  the  pronator  could  pronate  the  hand  after  fracture  of 
the  radius  may  be  doubtful ;  but  if  the  hand  V)c  pronated,  there  it 
remains,  for  the  supinator  longus  is  incapable  of  supinating  it.     The 


Fij?.  260.— Fractui-e  of 
the  KadiuK  juat  above 
the  Insertion  of  the 
Pronator  Teres.  The 
upper  frngnient  in  su- 
pinate<l,  the  lower 
mor«?  than  semi-prone. 
The  8pedinen  shown 
the  result  of  treating 
this  injury  by  anterior 
and  ])ost4»rior  spHnt-M. 
(University  College 
Museunj,  No.  210.) 
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only  way  to  bring  the  fragments  into  a  corresponding  position  is  for 
the  surgeon  to  supinate  the  hand — which  he  easily  does.  The  usdjI 
siffns  of  fracture  may  be  clear ;  but  the  upper  half  of  the  radius  u  » 
thickly  covered  with  soft  parts,  and  it  is  so  difficult,  when  sweUing  is 
present,  to  be  certain  whether  the  head  of  the  radius  moyes  or  not 
with  the  lower  fragment,  that  fractures  without  displacement  most 
sometimes  be  inferred  to  exist  rather  than  diagnosed. 

In  fractures  below  the  insertion  of  the  pronator  teres,  active 
supination  of  the  hand  is  again  lost,  but  the  upper  fragment  reiuaiiks 
in  the  mid-position.  It  is  said  that  the  oblique  and  trans venje  pro- 
nators tend  to  approximate  the  fore-arm  bones  when  broken  in  their 
neighbourhood. 

Fracture  of  the  shafts  of  both  ulna  and  mdUns  is  len 
frequent  than  fracture  of  the  radius  alone.  Generally  both  bones  ire 
broken  about  the  same  level,  whether  the  injury  result  from  direct 

or  indirect  violence,  TTie 

,  commonest  seat  is  at  the 

^K       middle  or  at  the  junction 

\^^^  ^^^BI       ^^  ^^^  upper  and  middle 

^^3/1^^^  ^^^K^B       thirds ;  the    commonert 

^-^'^^^^!I|^^^^^^^^^^J|P^^'^B|       deformity  is  an  angular 

J***^'^  ^^WPI|HB|^^ff^  '^B       bend  towards   the  sab- 

%J*"^  ^  '^^SHKai^^a^^^        cutaneous   edge   of  the 

^'^mmmtm^^  j^^y  -^  more  easily  recog- 

Fig.   2r51.— A  Fracture  of   both  Bones  of  the   Fore-arm.        nisAhlft  than  frnrtniv  of 
(Cast,  No.  I'll',  University  College  Mu«eum.)  nisaoie  linan  imciure  OT 

one  shaft  only,  bygrealf  r 
deformity,  mobility,  and  crepitus.  No  complication  occurs  with  special 
frequency,  and  all  are  rare  ;  but  gangrene  from  improper  treatnifni 
has  occurred  here  oftener  than  elsewhere.  Pseudarthrosis  is  intre- 
(juent.  Luxuriant  callus  occasionally  forms,  its  worst  result  bein;; 
obliteration  of  the  interval  between  the  bones  and  prevention  of 
pronation  and  supination.  When  the  ulnar  and  radial  fragments  an* 
displaced  towards  each  other,  their  union  together  is  facilitated ;  and 
when  this  displacement  can  be  shown  to  be  due  to  faulty  treatmtfnt, 
an  action  for  nialpraxis  would  probably  succeed. 

Treatment  of  fracturc^s  of  the  shafts  of  tlie  ulna  an4 
radius. — Formerly  all  the  above  injuries  were  treated  in  the  niid- 
position  between  pronation  and  supination,  between  anterior  and 
posterior  wooden  splints  (Figs.  262,  263).  These  may  be  used  for 
fractures  of  the  ulna  alone,  or  for  fitictures  of  the  radius  or  of  l«>ch 
bones  below  the  middle.  The  splints  are  cut  from  a  plank  J  to  I  in. 
thick,  wider  than  the  widest  jmrt  of  the  fore-arm,  and  long  enough  to 
reach  from  below  the  external  epicondyle  to  the  knuckles,  and  from 
the  internal  epicondyle  to  the  wrist.  The  splints  having  been  paddal, 
deformity  is  reduced,  the  elbow  is  bent  to  90®,  the  hand  turned  until 
the  thumb  points  upwards,  the  splints  are  placed  in  position  and  tixed 
by  webbing  straps,  above  and  below  the  fracture,  drawn  fairly  tiirl»t. 
Owing  to  the  width  of  the  splints  these  do  not  touch  the  boniew  oi 
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the  limb,  and  do  not  press 
the  bones  together.  The 
hand  is  fixed  to  the  longer 
posterior  splint  by  a  figure- 
of-8  bandage  or  strapping 
leaving  the  thumb  and 
fingers  free.  The  whole 
length  of  the  fore-arm 
should  be  supported  hori- 
zontally in  a  sling. 

If  the  fracture  be  at  or 
above  the  middle  (of  the 
ulna)  the  hand  may  be  set 
free,  and  the  extra  length 
of  tiie  posterior  splint  cut 
off  so  soon  as  pain  has 
ceased.  The  patient  should 
frequently  perform  all 
movements  of  the  joints 
which  are  free.  Massage 
should  be  practised  regu- 
larly, splints  being  undone 
when  the  surgeon  thinks  it 
safe  ;  and  at  each  seance 
all  joints   should   be    exercised. 


Fig.  263.— Anterior  ami  posterior  Splints  for 
Fore-arm.  The  liaiid,  but  not  the  fiuKere,  la 
aecured  to  the  posterior  splint  by  a  bandage 
which  has  been  carried  up  to  the  flexed  elbow. 


Fig.  5W2.— Anterior  and  Posterior  Splints  for  the  Fore- 
arm, padded  and  applied  with  Strips  of  8trai>ping. 


Attention  should  be  specially 
directed  to  the  prevention  of 
angular  deformity  —  particu- 
larly the  dropping  of  both 
bones  towards  the  ulnar  side 
alx>ve  alluded  to.  This  may 
be  very  difficult  to  overcouie. 
In  the  mid-position  the  hand 
should  be  allowed  to  hang, 
the  splints  should  not  gi-ip  the 
wrist  between  them,  and  special 
support  should  be  given  to  the 
ulna  down  to  the  fracture. 
But  in  most  of  these  cases  a 
posterior  moulded  gutter  splint 
should  be  used,  the  hand  being 
placed  comfortably  supine — 
the  thumb  pointing  up  and  out. 
In  all  fractures  in  which 
the  radius  is  broken  alx)ve  the 
middle,  the  supine  position, 
and  a  posterior  angular,  flat 
or  gutt^ir  splint  should  be  used  ; 
it  may  be  of  phister,  wood,  or 
metal,    and    should    pass    far 
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enough  up  the  arm  to  prevent  its  displacement.  When  swelling 
has  ceased  an  ordinary  plaster  bandage  may  be  safely  used  to  main- 
tain this  position,  care  l>eing  taken  not  to  draw  the  Ijonts  to- 
gether :  but  it  prevents  massage. 

Frarture  of  the  lower  end  of  the  radius  (Colles  s  fracture). 
— In  this  injury  a  fracture  starts  on  the  anterior  surface  of  the  radiw 
J  to  1  in.  above  the  joint  surface,  and  runs  transversely  backwardi, 


Fig.  204. 


Fig.  2(V). 


Viii.  *J«W. 


Figs.  2M  and  265.— Back  and  »Ule  Views  ftx>in  a  Cast  of  a  Cas«>  of  Con<^'  Frmctur«>.  •boviBj;*> 
IMiints  n<rt<?<l  in  the  text.      Univrinity  College  Mus«>iiui   No.  2Vj.) 

Fig.  2r»A.  -'Die  ik>nes  fnnn  a  CA.se  of  Colles'  Fracture,  explaining  ttie  deformity  ;  th^  dispise»- 
nx'nt  backwards  and  outwards  of  the  lower  fragment  with  the  hand,  thf  ri>tati>->a  4«f  Tk 
lowi-r  fragment  on  its  transverse  axis  so  that  its  carpal  surface  hxika  down  and  lack,  mt 
the  prr>niincnce  of  the  ulnar  styloid  are  the  points  most  clearly  shown.  <L'iiivrrttty  O^i^i 
Museum.  No.  211.) 


L^. 


or  obliquely  up  and  back.  The  lower  fragment  is  either  dl<(pUoed 
directly  backwards,  or  it  turns  up  and  back  as  upctn  a  hinge: 
usually  it  is  displaced  outwards  (to  the  radial  side)  also,  uA 
rotating  in  this  direction,  the  styloid  process  is  raised.  The 
posterior  wall  of  the  upper  frat^ment  not  uncomiuonly  penetrmtcf 
the  lower  fragment,  often  splitting  it  into  several  pieces;  or, 
a^ain,  becoming  impacted  with  extraordinary  firmnesH.  Tbe  carpoi 
moves  outwards  with  the  lower  fragment,  and  sometimes  carriei 
the  ulnar  styloid  process  with  it.  The  lower  end  of  the  ulm 
may  be  broken.      Further  violence  may   rupture    the  radit>-olMr 
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ligaments,  and  drive  the  ulna   through    the  skin  (Figs.   264,   265, 
266,  and  267). 

This  fracture  is  very  common,  especially  in  elderly  women ;  but 
it  occurs  at  all  ages  and  in  both  sexes.  Almost  always  the  cause  is 
a  fall  on  the  hand — in  the  old  merely  to  the  ground,  in  younger 
patients  from  a  height.  The  shock  is  received  upon  the  palm  near 
the  base  of  the  thumb,  which  point  becomes  fixed  ;  the  radius, 
directed  downwards,  forwards,  and  more  or  less  inwards,  is  driven 
by  the  momentum  of  the  body  on  to  this  point,  as  a  rule ; 
firm  resistance  is  olfered ;  the  lower  end  be- 
comes fixed ;  the  force  acting  along  the  oblique 
shaft  may  be  resolved  into  vertical  and  hori- 
zontal components;  the  effect  of  the  vertical 
component  is  to  crack  through  the  lower  end  of 
the  bone  and  to  drive  the  end  of  the  shaft  down- 
wards (towards  the  ground) ;  the  effect  of  tlie 
horizontal  component  is  to  drive  the  shaft  for- 
wards into  the  lower  fragment,  and,  if  this  lias 
not  been  carried  completely  l)ack wards,  the  radial 
and  posterior  walls  of  the  shaft  will  crush  and 
penetrate  the  cancellous  tissue  of  the  lower 
fragment.  All  this  can  be  readily  seen  if,  sitting 
squarely,  we  place  the  palm  on  the  table  in 
front  of  us,  on  one  side  of  the  mid-line,  and 
imagine  first  the  effect  of  a  vertical  blow  on  the 
lower  end  of  the  radius,  and  then  that  of  a 
violent  push  of  the  shaft  directly  forwards.  Slight 
diflTerences  in  the  direction  of  the  radius — whether 
it  is  more  or  less  nearly  vertical,  whether  it 
inclines  more  or  less  inwards — will  account  for 
all  the  differences  we  have  noted  in  the  anatomy 
of  the  fracture.  As  a  rule,  extension  of  the 
wrist  in  these  falls  is  insufficient  to  stretch  the 
anterior  radio-carpal  ligament  greatly ;  but  experi- 
ments on  the  cadaver  and  a  few  cases  show  that 
the  fracture  may  l>e  produced  by  over-extensiim 
of  the  wrist,  though  sometimes  the  ligament  yields.  The  dislocation 
of  the  lower  fragment  upon  the  upper  may  be  maintained  either  by 
impaction  or  by  spasm  of  the  radial  carpal  and  thumb  extensors. 
In  a  very  few  recorded  instances  falls  on  the  back  of  the  hand 
and  flexion  of  the  wrist  have  caused  a  similar  fracture  with  dis- 
placement forwards  of  the  lower  fragment. 

Signa^ — There  may  be  no  deformity ;  but  when  the  displacement 
is  maintained  the  appearance  is  very  chanicteristic.  Seen  from  th(^ 
radial  side,  the  hand  and  fingers  are  more  or  less  flexed,  but  the 
outlines  about  the  wrist  are  irregular ;  at  the  flexor  fold  there  is  a 
deepish  depression,  and  above  it  is  a  prominence — the  lower  end  of 
the  upper  fragment;  on  the  dorsal  aspect,  opposite  the  latt(^r,  or 
rather  higher,  is  a  .depression  due  to  displacement  back  of  the  lower 


FiR.  267.— Antero- Poste- 
rior Section  through  a 
RadiuH  from  a  Ca«u  of 
Colles'  Fracture.  The 
(liMplacenicnt  back  and 
rotation  (moderate)  of 
the  l«iwcr  fragment  are 
Hhown  ;  the  angle  for- 
wanU  alK)ve  the  wrist 
can  lie  eatiinated  and 
(Tcmtrasted  with  that 
in  Fig.  2«J8.  (Univer- 
sity College  MuMeum, 
No.  213.) 
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Fig.  268.— A  pn-pai-aticm  showing  He]i8ra- 
tion  of  the  lower  EpiphyHiM  of  the  RAdiim, 
and  explaining  the  Deformity.  (Royal 
College  of  SureeonH.)  Figs.  2(>8,  2tJ0  are 
from  Mr.  Hutcliin8on  s  drawing. 

q,  Hronatur    quatlratui* ;   v,  widely  ct^iiarHted 
piTioBteunt  ;  cdiipiuced  einpliysi*. 

posterior 
edge  of  the  radial  surface,  may  be  obtained. 

Separation  of  the  lo^'er  epiphysis 
of  the  radius  is  perhaps  the  commonest 
accident  of  this  kind.  The  epiphysis  begins 
to  ossify  at  two  years  and  joins  at  twenty  to 
twenty-two.  The  accident  may  occur  at  any 
age  up  to  twenty,  and  the  majority  of  the 
patients  are  over  ten.  The  causes,  pa- 
thology, and  signs  are  those  of  Colles*  frac- 
ture, except  that  the  lower  end  of  the  shaft 
projects  with  great  sharpness  (Fig.  268), 
forming  an  angle  forwards  of  90^  to  100^, 
whereas  the  corresponding  angle  in  Colles' 
fracture  is  140^  or  more  (Hutchinson).  The 
accident  has  not  infrequently  been  compound. 
Hutchinson  found  ten  such  among  fifty-four; 
and  though  they  were  nearly  all  recent  cases, 
the  results  obtained  were  very  bad.  In  four 
the  shaft  was  resected  to  reduce,  with  a  good 
result  in  all ;  in  six  reduction  was  effected, 
more  or  less  imperfectly  ;  two  died  of  pyae- 
mia and  tetanus,  one  recovered  with  a  crippled 
wiist  after  long  suppuration,  three  were  ampu- 
tated   for    gangrene.      Other    complications 


fragment,  whilst  lower  down,  «jp' 
posite  to  and  Ijelow  the  wrist  joinu 
is  a  marked  prominence  formed 
by  the  lower  end  of  this  fragment 
and  the  carpal  bones  flexed  apun 
it.  The  side  view  was  aptly 
likened  by  Velpeau  to  that  of  a 
silver  fork.  Seen  from  the  back 
or  front  a  greater  or  less  txio- 
cavity  is  noted  on  the  radial  siJe 
above  the  wrist,  and  a  correspuod- 
ing  prominence  of  the  he^i  <rf 
the  ulna;  besides  being  carried 
outwards  the  hand  is  generally  a 
little  abducted,  and  Uie  thumb 
and  other  tendons  are  tense  and 
prominent.  Reduction  of  the 
deformity  may  be  easy  with  civj»i- 
tus,  or  very  difficult  from  impac- 
tion. Evidence  of  comminattoa 
of  the  lower  fragment,  and  espe- 
cially of 
splitting 
off  of  the 


recent  Cave  of  Sp|ttfBtM«  af 
the  lower  Epiphjto*  «^^ 
lUditu.  The  anjde  is  f^"* 
Hhould  be  specially  i 
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Fig.  270.— Carr'8   Splints    for   Colles' 
Fracture. 


noted  are :  tearing  off  of  the  lower  ulnar  epiphysis,  or,  more 
often,  fracture  of  the  shaft  1  inch  up;  and  obstruction  of  main 
arteries  by  pressure.  Suppuration  of  simple  cases  is  not  to  be  feai-ed, 
though  the  periosteum  is  widely  separated  (Fig.  269).  Arrest  of 
growth  is  quite  exceptional,  and  should 
be  treated  by  resection  of  enough  of 
the  lower  end  of  the  ulna. 

Diagnosis,  —  Distinction  between 
the  fracture  and  separation  of  the 
epiphysis  rests  upon  (1)  age — though 
CoUes'  fracture  may  occur  in  young 
people ;  (2)  the  situation  of  the  cleft ; 

(3)  the  acuteness  of  the  angle  forward  ;  and  (4)  the  character  of  the 
crepitus.  Both  the  above  accidents  are  distinguished  from  disloca- 
tion back  of  the  wrist  by  the  normal  relation  which  the  radial  styloid 
process  bears  to  the  carpus  and  by  the  absence  of  any  resemblance 
in  form  between  the  prominences  on  the  front  and  back  of  the  wrist 
to  the  concave  smooth  lower  edge  of  the  radius  and  the  rounded 
convexity  of  the  carpus. 

Treatment  of  fractures  of  tJie  lower  end  of  the  radius. — The 
deformity  should  be  reduced  by  traction  on  the  hand,  and  esjie- 
cially  by  direct  pressure  on  the  fragments  :  aniesthesia  may  be 
necessary.  Permanent  deformity  markedly  limits  flexion  move- 
ments. There  may  be  no  deformity ;  when  deformity  has  been 
reduced  it  may  not  recur,  or  it  may  return  as  soon  as  the  part  is 

free.  Only  in  the  latter 
case  is  a  splint  absolutely 
necessary,  and  even  here 
it  can  probably  be  aban- 
doned in  seven  to  ten 
days.  The  best  splint  is 
Carr's  (Fig.  270).  After 
reduction  has  been 
effected  the  limb  is  laid 
on  the  palmar  splint 
covered  with  a  layer  of 
boric  lint,  and  the  pa- 
tient is  made  to  grasp 
the  oblique  bar — when 
this  is  done  any  de- 
formity disappears ;  if 
necessary,  the  fingers 
are  closed  round  it,  and 
for  twenty-four  hours, 
or  till  spasm  has  sub- 
sided, fixed  by  bandage 
over   wool ;     the    little 

Pig.    271.— Carr'g   Splinta    applied.     The    line    of    the       dorsal  Splint   is   applied, 
knuckles  showi  adduction  of  the  hand  when  the  bar  i    xu  11 

isgraaped.  ^^^  the    roller  run    up 
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the  arm  (Fig.  271).  As  soon  as  spasm  has  subsided  the  dnewi 
and  thumb  are  left  free  and  movements  of  extension,  abductiot 
and  adduction  and  of  flexion  (grasping  the  bar)  should  be  fre- 
quently practised. 

If  Carr*8  splint  be  not  at  hand,  anterior  and  posterior  splmti 
(Fig.  262)  may  be  used.  The  hand  is  left  hanging  to  the  ukur 
side,  lightly  restrained  by  a  bandage  across  the  palm,  or,  if  there 
be  much  spasm,  a  strip  of  strapping  may  be  used  to  addact  it 
and  fix  it  firmly  against  the  splint.  The  posterior  splint  is  thicklj 
padded  up  to  the  level  of  the  wrist,  the  anterior  down  to  the  lerel 
of  the  fracture  ;  the  splints  are  buckled  firmly  together.  AnaiB, 
freedom  to  the  hand  and  fingers  should  be  allowed  as  soon  at 
possible.  Massage  should  be  practised  before  putting  the  fnctsn 
up,  and  should  be  repeated  as  soon  as  spasm  has  Hubeided.  Witk 
less  tendency  to  deformity,  cases  may  be  treated  with  a  sling,  o^er 
the  edge  of  which  the  hand  hangs  adducted  by  its  weight,  or,  ta 
prevent  accidents,  a  light  wooden  back-splint  may  be  worn.  MssMge 
is  practised  daily  and  all  movements,  voluntary  and  passive,  tie 
begun  as  early  as  i)08sible,  the  surgeon  giving  proper  support  Bjr 
this  treatment  the  long-lasting  stiffness  and  painfulness  of  fingm 
and  wrist,  which  used  to  form  the  chief  seriousness  of  this  accident, 
may  generally  be  avoided.  In  separation  of  the  epiphysis  extravs- 
sation  may  be  very  great ;  splints  must  not  be  too  tightly  applied 
at  first,  circular  compression  must  not  be  practised,  and  the  fingen 
should  be  carefully  watched. 

The  carpal  bones. — These  are  generally  fractured  by  sev«f 
crushes,  often  doing  much  damage  to  soft  parts,  which  oonstitutee 
the  most  serious  part  of  the  injury.  There  is  little  or  no  displace- 
ment, as  a  rule,  but  a  fragment  may  be  forced  quite  out  of  poaitioo. 
So  far  as  the  fracture  is  concerned,  short  immobilisation  and  elastic 
com])ression  to  limit  extravasation  are  necessar}'  at  first. 

The  metacarpal  bones  and  phalanfifes.— These  bones  are 

genei*ally  broken  by  direct  violence  ;  the  phalanges  are  liable  to 
have  pieces  torn  off  their  bases  by  twists  to  the  side,  and  tliey  tlien, 
when  not  supported,  drop  over  from  the  injured  side.  The  flexor 
muscles  often  cause  projection  backwards  of  the  metacarpal  aztd 
larger  phalanges  when  broken  near  the  centre.  The  usual  signs  of 
fi-acture  are  ofisily  obtained.  The  treatinetit  of  simple  cases  is  hwt 
carried  out  by  a  gauntlet  moulded  in  the  case  of  a  metacarpal,  aztd 
by  a  palmar  trough  of  guttapercha,  carried  into  the  palm,  if  necej- 
sary,  for  the  phalanges.  In  comiK>und  injuries  and  crushes,  treat- 
ment should  be  most  conservative :  nothing  shou]<I  be  amputatai 
because  we  think  it  will  not  live — render  the  parts  aseptic  and  wait 
Crushes  of  the  last  phalanx  rarely  require  amputation  at  the  iaa 
joint  :  if  a  flap  can  be  obtained  for  this,  the  jMirt  can  probably  1« 
saved.     The  dressing  is  usually  a  splint  also. 

Fractures  of  the  pelvis. — Tla^se  fractures  constituU'  onlj 
0-3  i»er  cent,  of  the  whole  list  of  fmctures.  They  are  best  classed 
according  as  tliey  do  or  do  not  break  the  pelvic  ring.     The  fonntf 
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are  by  far  the  more  seiious,  and  are  almost  always  due  to  forcible 
compression,  as  when  a  heavy  weight  falls  upon  a  man  or  his  pelvis 
is  driven  over  or  crushed  between  buffers.  The  results  are  very 
various.  A  fracture  of  the  horizontal  pubic  ramus  and  of  the  pubic 
arch  below  it  is  common  on  one  or  both  sides  (Fig.  272),  and  this  is 
often  accompanied  by  a  fracture  through  the  lateral  mass  of  the  sacrum, 
or  through  the  ilium  on  the  same  side  (double  vertical  fracture)  more 
or  less  parallel  and  close  to  the  sacro-iliac  synchondrosis.  This 
articulation  may  be  torn  open;  so,  too,  may  the  symphysis — by 
direct  violence,  forcible  abduction  of  the  thighs,  and  even  by  the 

wedge  action  of  the  foetal   head.  

The  pubic  symphysis  may  be  driven 
back;  the  sacrum  is  very  rarely 
displaced  forwards ;  one  hip-bone 
may  fall  back  and  out,  or  be  drawn 
upwards  ;  the  head  of  the  femur 
is  very  rarely  driven  against  the 
acetabulum  with  such  violence  as 
to  split  the  hip-bone  into  pieces ; 
it  may  project  into  the  pelvic 
cavity. 

The  less  serious  class  is  made 
np  of  fractures  of  the  ilium  above 
the  ilio-pubic  line,  of  the  crest,  the 
anterior  spine,  the  margin  of  the 
acetabulum,  of  the  tuber  ischii ;  of 
transverse  fractures  of  the  sacrum 
and  coccyx,  and  of  luxation  of  the 
coccyx — all  due  almost  invariably 
to  direct  violence.  The  epiphysis 
of  the  crest  is  said  to  have  been 
torn  off  by  the  abdominal  muscles. 
These  fractures  are  rarely  com- 
pound through  the  skin,  the  force 
that  causes  them  acting  over  a 
wide  area. 

Injuries  to  internal  organs  and  parts  by  the  fragments  consti- 
tute the  chief  dangers  of  these  injuries.  Rupture  of  the  bladder 
from  the  violence  causing  the  fracture,  rather  than  wound  by  a 
fragment,  occurs  occasionally.  But  ^e  special  danger  is  partial 
or  complete  laceration  of  the  subpubic  (membranous,  sometimes 
bulbous)  urethra  by  displacement  of  the  fragments  of  the  pubic 
arch  in  the  relatively  common  anterior  vertical  fracture.  Fixed 
as  this  portion  of  the  urethra  is,  it  may  be  simply  kinked ;  but 
this  is  rare.  Laceration  of  the  rectum  has  not  infrequently  accom- 
panied fractures  and  luxations  of  the  sacrum  and  coccyx.  Injuries 
of  the  great  vessels  and  nerves  are  very  rare ;  the  gluteal  artery 
has  generally  been  the  vessel  to  suffer.  An  injury  of  such  severity 
is  frequently  accompanied  by  other  internal  lesions. 

R   R 


Fig.  272.— A  left  Hip  Bone.  The  fliuiii  above 
the  acetabulum  has  been  split  off  and 
broken  into  two  pieces  bv  a  T-fhu!ture  ; 
the  fntgments  have  united  with  displace- 
ment There  has  been  a  vertical  fracture 
also  of  the  horizontal  ramus  of  the  pubis 
and  of  the  pubic  arch.  (St.  George's 
Museum,  Series  I.,  No.  122.)    (Pick.) 
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SIgiiS. — The  diagnoAus  of  tVacture>i  iu»t  breiUcmi^  tht  pelvie  fiii§ 
in  marie  by  attention  to  the  nature  of  the  luxnciifit^  Uie  M*Atji  m 
injiaiy,  of  pain  and  tendemesti,  and  by  careful  examinatian  from 
outside,  fn»in  the  rectum  and  vagina.  Passive  niovetnentj*  uC  tJia 
lower  limb  may  help.  A.s  a  rule,  deformity*  njobility,  and  crepttua, 
one  or  alL,  can  be  obt-ained.  A  diKlocation  of  the  feuiur  v^uuly 
reduriljle  and  ea&ily  recurring^  characteriHen  fracturen  of  Ihr  aQ»> 
t-aljular  eflge. 

Ill  fractures  breaking  the  jx^vic  ring  thei-e  is  oftiui  jji  k  ; 

if   the  patient  hiys  attempt^   Ui  War  weight  on    the   li  *»#» 

injurf^fi  side,  he  has  found  it  inifKiHsible ;  there  in  a  »•  i  t  .  -^ 
HUpp<»rt»  and  the  liinb  is  helple^js  and  rotaUrs  out  full\,  i>*<;iu-i  li* 
muHeleK  have  lost  their  point  d'appui,  DefhrmUt/  \h  not  fifien  yvf- 
went,  other  than  swelling  from  extravaisjation.  More  or  law*  ul  Uie 
hip-bone,  the  sacruni,  or  tlie  pulses,  may  he  obviously  diaplaced,  and 
the  limb  in  the  first  cii»e  may  appear  Bhortenixl  itr  othrrwisi 
deformefl.  In  the  very  rare  ca«e«  in  whieli  the  heaij  of  tht^  Irmiir 
is  driven  into  the  pehis,  the  trochanter  h  depres»Hr*l,  t^  *  V  19 
shghtly  8hort4[*ned,  and  a  m welling  i.s  felt  j>or  nx:tunL      '  is 

*»fteri  obtained  during  unavoidable  lifting  t)f  tht*  fiatient  ,  it  sbutiJd 
lie  sought  for  only  in  the  gentlent  way,  string  tlie  danger  with 
which  rlinphicement  of  fnigments  threatenn  the  uivthra.  Aifttatrmmi 
mofjifiti/  will  be  tested  at  the  aame  time  by  diivct  presuiun^  im  tbr 
pulx's,  by  directly  pressing  tlie  ilia  towiiixlw  one  aiiotbrr  or  awaj 
from  each  other  by  the  thumbs  on  the  anterior  Hjiinm  ^  If  in  tn 
examination  pain  be  referred  constantly  t^j  a  certain  regioti  WA 
press^>d  upon,  fracture  may  be  inferred.  Loculuf^d  exfmimaliiMi^ 
especially  in  the  perineum  when  this  pikrt  ha*  not  been  atmck,  mm 
of  the  liighest  value.  If  left  in  doubt,  treat  an  if  a  fractun*  wrrr 
present,  and  watch  for  the  disapf»earance  of  nyniptowa 

The  urtthra  must  alwayn  be  examined  with  a  McmpidoQily 
cleaned  catheter,  the  orifice  of  the  urethra  alno  being  diMii|j(<<^eil 
l)efore  the  instrument  in  intnjduced.  Then*  may  W  blood  dri|)pijif 
frijm  the  meatus,  or  bUxnly  urine  may  have  lieen  f>aiiM5d,  or  tiiefii 
may  Ije  retention  of  H^jme  standing;  in  caae^  aeen  late^  pcirliAtti 
Kigns  of  cellulitis  fnmi  micturition  into  the  e»?llular  tiftna^ 
the  urethra.  The  catheter  nmy  fail  to  enter  the  bladder,  it*  poial 
turning  constantly  into  the  i>erineum,  or  it  may  ent«!f  afirr  toor^or 
leHii  difficuHy — the  urethra  is  conjpletely  or  partially  ttim  mctom. 
Or  it  may  enter  easUy  and  draw  off  urine^  more  or  lea*  blood-^tAUiid 
(sometitne^  very  slightly)  in  Hmali  quantity ;  \m  moving  the  catlieCcr 
about,  a  further,  perhaps  considerable,  flow  may  ix*€Ur,  the  end  uf 
the  instrument  having  |>at!i8ed  through  the  hole  into  the  prntunfmiii 
which  contains  the  urine — a  ran*  piece  c*f  go«id  luck  :  on  runntw  ID 
a  known  quantity  of  wann  Miline  <w)lution  no  blailder  tumour  tmwm 
and  only  {>art  of  the  fluid  returnn  ;  or  a  8Upnipubic  tuniour  ^«iii^ 
liut  dueM  not  disappear  when  the  bladder  is  emptied— a  mptun!  on 
tlw*  non-pt*ritoneal  surface  exists.  Before  uning  the  lattrr  meilmd  of 
examination  the  Hurgeon  nbould  acquaint  himself  accurately  wii 
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the  physical  signs  present  in  the  h3rpogastrium  and  per  rectum.  The 
early  diagnosis  of  ruptured  bladder  is  often  very  difficult ;  it  must 
always  be  remembered  that  blood  may  come  down  from  an  injured 
kidney,  and  that  very  little  urine  is  secreted  in  the  state  of  shock 
in  which  these  patients  often  are. 

Injury  of  the  rectum  is  easily  discovered  by  examination. 

The  symptoms  of  vascular  and  nervous  complications  present 
nothing  special 

In  the  course  of  treatment  suppuration  has  occasionally  occurred 
in  the  pelvic  tissues  even  in  simple  cases ;  but  it  is  far  commoner 
in  cases  rendered  compound  by  communication  with  the  urethra  and 
by  incisions  for  various  purposes.  The  abscesses  forming  about  the 
fractures  burrow  in  all  directions,  often  lead  to  necrosis  of  frag- 
ments, and  on  bursting  form  so  many  urinary  fistula?,  A  recent 
patient  of  mine  passed  all  his  urine  through  an  opening  situate 
behind  his  great  trochanter. 

Treatment* — Transport  must  be  most  careful ;  on  a  stretcher, 
if  possible,  in  all  cases  in  which  the  ring  is  broken. 

Nothing  can  be  done  in  most  fractures  not  breaking  the  ring. 
A  displaced  sacral  or  coccygeal  fragment  may  be  replaced  and 
perhaps  kept  in  position  by  a  tampon  round  a  tube.  The  patients 
can  generally  get  about  in  six  to  eight  weeks. 

In  vertical  fractures  a  wide  well-padded  band  should  be  buckled 
closely  round  the  hips  after  any  luxation  has  been  corrected ;  the 
lower  limbs  should  be  kept  at  rest  between  sand-bags.  The 
slipper  bed-pan  should  be  used  with  the  least  possible  disturbance, 
and  care  of  the  back  requires  much  skill.  A  framework  on  the 
bed  attached  to  pulleys  for  raising  the  patient  may  be  useful, 
but  these  appliances  often  allow  a  good  deal  of  movement  of  the 
pelvis.     A  simple  case  may  stand  in  from  two  to  three  months. 

Rupture  of  the  urethra  may  he  met  by  drainage,  if  possible  with  a 
rubber  catheter  ;  or  by  perineal  incision,  with  search  for  the  posterior 
end  and  drainage  of  the  bladder  through  it.  Immediate  suture  of  the 
torn  urethra  is  unlikely  to  succeed,  and  the  proceeding  is  lengthy 
and  adds  much  to  the  shock.  But  later,  if  all  goes  well,  an  attempt 
to  resect  and  suture  the  divided  ends  may  be  made.  Extravasation 
requires  free  incisions.  In  ruptured  bladder  we  have  the  choice 
between  drainage  by  catheter,  or  through  a  perineal  cystotomy 
(Mason)  or  urethrotomy  wound,  and  suture  of  the  rent.  This  is 
most  easy  to  perform  ^n  the  non-peritoneal  surface  high  up ;  it  is 
most  difficult  in  Douglas's  pouch,  largely  on  account  of  rigidity  of  the 
recti.  Nevertheless,  suture  and  cleansing  of  the  peritoneum  is  the 
most  reliable  remedy.  A  rectal  wound  must  be  cleaned  and  treated 
to  prevent  cellulitis  and  extravasation  of  f«ces ;  the  fracture  being 
compound  in  the  worst  way,  free  incisions  will  improve  matters 
should  they  be  indicated. 

Fractures  of  the  femur. — These  form  6  per  cent,  of  all  frac- 
tures. They  occur  from  all  forms  of  violence,  and  at  all  ages ;  yet 
it  is  chiefly  the  shaft  which  is  broken  in  the  young,  the  base  of  the 
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neck,  shaft,  and  lower  extremity  in  the  adult,  and  the  nam>w 
portion  of  the  neck  in  the  aged.  The  fractures  are  grouped  iniu 
those  of  the  upper  end,  of  the  shaft,  and  of  the  lower  end. 

Fractures   of  the    upper   end   of  the   femur  include. 

(1)  separation  of  the  upper  epiphysis;  (2)  fractures  of  the 
neck  ;  (3)  fracture  of  the  great  trochanter,  or  separation  of  its 
epiphysis. 

1.  Separation  of  the  upper  epiphysis.  —  Up  to  eighteen 
months  the  femur  is  capped  with  cartilage  representing  the  head  and 
great  trochanter ;  this  is  not  known  to  have  been  torn  off.  Then  the 
neck  ossifies  from  the  shaft,  and  separates  a  centre  which  appeared  in 

the  head  in  the  first  year  fr« 
another  in  the  great  trochanter 
appearing  in  the  fourth.  These 
epiphyses  join  at  eighteen  to 
nineteen,  and  up  to  this  age 
either  may  be  detached.  Th^re 
is  only  one  known  case  (M.  15, 
run  over)  in  which  8eparati<io 
of  the  epiphysis  of  the  head 
was  proved  by  post-mortem 
examination  to  have  occurred 
(Fig.  273).  Hutchinson  ci»l- 
lected  over  twenty  cases,  and 
Battle  gives  four  more,  in  whick 
^  to  1^  in.  shortening,  eversioD, 
elevation  of  the  trochanter  and 
more  or  less  crepitus  were 
found  in  patients  under  twentj: 
but,  as  fracture  of  the  neck  d 
the  femur  occurs,  though  rarely, 
in  children,  clinical  evidence 
cannot  be  accepted.  Bony  ani<io 
seems  to  have  occurred  in  all 
but  one,  in  which  pseudarthrosis  resulted. 

2.  Fractures  of  the  neek  are  rare  in  the  first  and  seccmd 
decennia,  then  increase  rapidly  until,  from  50  to  90,  they  fono 
an  increasing  majority  of  all  fractures  of  the  thigh.  Up  to  50  thet 
are  said  to  be  six  times  more  common  in  men  than  in  women: 
aft^^r  50  they  are  2 J  times  more  common  in  women.  The  fractun* 
in  earlier  life  and  in  male  adults  are  generally  situate  at  the  ^mst 
of  the  neck,  whilst  those  in  later  life  and  in  women  occur  generallr 
near  the  head. 

The  anatomy  of  the  neck  has  such  important  bearings  on  iW 
injuries  of  the  part,  that  a  few  words  of  reminder  as  to  its  stmctnre 
will  not  be  out  of  place.  The  neck  projects  inwards  from  the  shaft 
at  an  average  angle  of  125°  in  the  adult — the  extremes  being  110 
and  1 40^.  The  shorter  the  stature  the  lower  the  angle  :  hence  it  t* 
less  open  in  women  than  in  men.     There  is  no  reason  to  supp** 


Fig.  273.— M.  BouHnean's  case  of  Separation  of 
the  Upper  EpiphysiH  of  the  Femur ;  ttom  a 
boy  of  15,  who  was  run  over  by  a  curt. 
A,  Head  ;  n,  neck. ;  p,  periosteum  ;  ccapaole. 
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that  the  angle  diminishes  in  advanced  age  on  account  of  senile 
degeneration  (page  726).  At  the  base  the  vertical  diameter  is  twice 
the  antero-posterior ;  passing  inwards  the  former  decreases  rapidly, 
the  latter  increases  more  slowly,  and  the  two  diameters  become  equal 
a  little  below  the  head — this  is  the  "  narrow  part "  of  the  neck.  In 
a  coronal  section  of  the  head  and  neck  we  note  that  the  under  sur- 
iace  of  the  neck  is  formed  by  a  layer  of  compact  bone  of  considerable 
thickness  continuous  below  with  the  inner  wall  of  the  shaft,  ending 
above  in  numerous  cancelli  passing  to  the  head.  The  concavity 
downwards  and  inwards  of  this  arch  increases,  and  its  power 
of  resisting  vertical  pressure  di- 
minishes the  lower  the  angle  of 
the  neck.  From  its  upper  convex 
aspect  most  of  the  "pressure  la- 
mellae" rise  which  radiate  to  the 
great  trochanter,  to  the  upper  sur- 
face of  the  neck,  and  especially 
to  the  head,  and  which  are  crossed 
and  bound  together  by  the  "ten- 
sion lamellae  '*  from  the  outer  wall 
of  the  shaft  and  upper  boundary 
of  the  section.  More  than  half  the 
width  of  the  head  is  seen  to  pro- 
ject inwards  beyond  the  extremity 
of  this  strut.  An  oblique  section 
through  the  same  parts  at  right 
angles  to  the  coronal  plane  shows 
that  anteriorly  the   compact  layer 

thickens  to  the  line  of  attachment  Fig.  274.— a  Femur  showing  moderate  Ab. 
of   the  capsule    (capular   portion  of  ?orpti«nofthe  Neck.afi^r  in_tra-cap.su. 

spiral  line).  Posteriorly  the  compact 
layer  is  everywhere  thin,  and  that 
covering  the  roll-like  intertrochan- 
teric line  seems  to  overlap  rather 
than  to  be  continuous  with  the  layer 
on  the  back  of  the  femur.    The  more 

nearly  the  section  approaches  the  small  trochanter,  the  more  clearly 
do  we  see  a  layer  of  compact  bone  (calcar  femorale)  deep  to  the 
trochanteric  ridge ;  and  we  find  that  it  is  a  section  of  a  vertical 
plate  springing  from  the  inner  wall  opposita  the  inferior  tubercle 
of  the  neck,  rising  up  in  the  line  of  pressure  and  giving  origin  to 
many  pressure-lamellae.  It  is  said  that  the  calcar  is  specially  prone 
to  waste  in  old  age.  Lastly,  it  must  be  noted  that,  with  the  toes 
turned  out  as  usual  in  lying  and  standing,  the  neck  slopes  markedly 
backwards  and  the  great  trochanter  lies  in  a  plane  decidedly  pos- 
terior to  that  of  the  head. 

From  the  above  it  seems  likely  that  force  acting  in  the  line 
of  the  body- weight  will  snap  the  neck  at  the  "  narrow  part,"  and 
that  there  will  be  some   tendency   for   the   compact   layer  under 


lar  Fracture.  The  position  of  the  head 
iu  the  drawing  was  determined  by  care* 
ful  meaaurementti  of  the  sound  bone- 
In  this  case  there  was  little  or  no  union 
of  the  fragments,  and  the  body-weight 
was  transmitted  to  the  femur  by  the 
capsule  and  muscles.  (Charing  Cross 
Museum,  No.  875.) 
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the  neck  to  penetrate  the  substance  of  the  head.  Force  acting 
from  the  front  upon  the  trochanter  may  also  break  the  nam»w 
part  of  the  neck,  by  driWng  the  trochanter  back  ;  but  the  inoiv 

the  force  acts  directly  from  the 
side,  the  more  will  it  tend  t4)  drix** 
the  great  trochanter  on  to  the  base 
of  the  neck.  The  result  of  thw  U 
that  the  hinder  part  of  the  great 
trochanter  and  the  intertrochanteric 
line  move  inwards  over  the  liack  d 
the  neck,  tension  is  thrown  on  the 
front  of  the  neck  and  trochanter, 
and  the  compact  tissue  cracks  open 
here  usually  in  the  immediate 
neighbourhood  of  the  capsular  lixM*. 
This  crack  opens  like  a  hinge,  a* 
the  posterior  wall  of  the  neck  i* 
driven  more  and  more  deeply  into 
the  substance  of  the  shaft  and 
great  trochanter,  becoming  im- 
pacted more  or  less  tirmly  in  thenu 
or  splitting  them  into  mor^  iir 
fewer  fragments. 

Everything  tends  to  pmdacp 
e version  :  direct  force  as  it  uaually 
acts  from  the  side  ;  spasms  of  tbr 
external  rotators,  the  opponentt 
being  relatively  fc^eble ;  imd  thf 
weight  of  the  limb,  which  alwan 
tends  to  roll  out  but  is  prevnited 
by  the  ilio-trochanteric  band,  tiir 
action  of  which  is  annulled  by  hm 
of  continuity  of  the  neck. 

Varieties, — Sir  Astley  Cofer 
divided  fractures  of  the  neck  int^ 
"intracapsular**  (Figs.  274.  'i73» 
and  " extracapsular*'  (Fig.  276),  f***" 
which  terms  Bigelow  proposed  to 
substitute  "of  the  narrow  part  <rf 
the  neck  **  and  "  of  the  base  of  thr 
neck."  For  whilst  fractures  ii«r 
the  head  are  wholly  intracapsukr. 
a  fracture  of  the  neck  wholly  <Hit- 
side  the  capsule,  which  is  in  fnwt 
attached  to  the  limit  of  the  neck,  e» 
impossible.  But  Bigelow's  sugswti»io 
has  not  been  adopted  by  many. 
]mrtly  intra-,  partly  extra-cafviQlar: 


Fig.  275.— From  a  man  aged  99.  He  ha«l 
fractured  the  neck  of  his  thigh-bone 
Huiue  years  before  hii*  death,  and  had 
been  able  to  get  about  until  he  hub- 
tained  a  fracture  of  tlie  shaft.  Tlie 
formation  of  sores  at  all  points  of 
pressure  prevented  the  use  of  ext«n- 
sion.  The  neck  lias  practically  disap- 
peared ;  tlje  two  surfaces  are  smooth 
and  polishe*!.  Tlie  fhignients  of  the 
shaft  overlap  for  6  ins.,  and  are  firmly 
unit^  by  bony  callus.  The  lower 
ft^ment  is  ni«>derately  everted.  (St. 
George's  Hospital,  Series  I.,  No.  167a.) 
(Pick.) 


Fractures  are  often  mixed- 


and  the  exact  seat  of  fnicture  is  often  a  matter  of  doubt.     Yet  it  » 
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one  of  much  importance;  for  intra- 
articular fractures  rarely  unite  by 
bone,  while  those  of  the  base  of  the 
neck  and  trochanter  generally  do  so. 

CatLses.  —  Fractures  of  the  neck 
are  caused  either  by  direct  violence  to 
the  hip,  especially  heavy  falls,  or  by 
indirect  violence,  sometimes  very  slight, 
such  as  the  jerk  experienced  from  a 
stumble,  from  missing  a  step  or  trip- 
ping over  something.  In  a  few  cases 
violent  over-extension  of  the  hip  throw- 
ing heavy  strain  on  the  ilio-femoral 
ligament  has  resulted  in  a  fracture,  as 
if  the  ligament  had  torn  the  neck  from 
the  shaft. 

Signs. — In  unimpacted  fractures 
of  the  neck,  shock,  pain,  and  swelling 
about  the  hip  may  be  slight  or  marked, 
according  as  the  cause  of  the  injury 
has  been  slight  and  indirect  or  severe 
and  direct  violence.  In  the  former 
case  a  little  patch  of  bruising  often 
appears  after  three  or  four  days  in 
Scarpa's  space.     The  limb  lies  helpless 

and  com- 
p  1  e  t  e  1  y 
everted, 
though  ac- 
cidental in- 
version may 
be  met  with; 


Fig.  277.— The  posterior  half  of  a 
left  Femur,  showing  union 
after  an  impacted  intra-capsu- 
lar  Fractare,  the  lines  of 
which  are  clear.  The  neck 
has  been  driven  almost 
straight  into  the  head, 
producing  depression  of  the 
trochanter,  slight  shortening, 
and  perhaps  slight  eversion. 
(Channg  Cross  Museum,  No. 
878.) 


Fig.  276.— A  left  Femur  seen  from 
behind,  showing  a  recent  extra- 
capsular Fracture.  This  injury 
follows  the  lines  shown  with  sur- 
prising constancy ;  to  complete 
them,  the  anterior  limb  of  the  V 
below  the  small  trochanter  must 
be  carried  up  along  the  capsular 
line  to  the  cleft  shown  between 
the  neck  and  the  upper  end  of 
the  shaft.  This  s^iecimen  was 
from  a  man  of  G7  who  fell  in 
alighting  from  a  'bus ;  there 
were  only  half  an  inch  shortening 
and  sbght  ereniion.  Sudden 
death  occurred  two  days  later 
with  dyspnuKa,  but  no  embolus 
was  found.  (Charing  Cross  Mu- 
seum, No.  379.) 

unless  swol- 
len by  haemorrhage,  the  trochanteric 
region  is  flattened  :  a  hollow  may  exist 
instead  of  the  trochanteric  prominence, 
and  even  where  hiemorrhage  obliterates 
this  sign,  depression  of  the  trochanter 
will  Ije  made  out  if  the  bone  can  be 
felt  and  the  two  hips  compared.  The 
fascia  lata  on  the  injured  side  is  lax 
owing  to  shortening,  and  can  he  pressed 
in  above  the  trochanter.  The  trochanter 
is  farther  back  than  normal,  corre- 
sponding to  the  eversion  (measured  by 
Bryant's  triangle,  page  751).  The  limb 
is  shortened  from  i  in.  to  2  or  even  3  ins. 
and  the  trochanter  is  proportionately 
raised  (Bryant's  triangle).     Shortening  is 
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slight  in  proportion  as  the  displacing  force  is  slight  and  leaves  nnire 
or  less  intact  such  structures  as  the  periosteum,  and  the  retinacuk 
or  reflections  of  the  capsule  upon  the  neck ;  it  is  kept  within  modente 
limits  if  the  Y-ligament  retains  its  hold  on  the  outer  fragment ;  lock- 
ing of  the  fragments  will  also  keep  it  down.  The  trochanter,  thoogh 
displaced,  may  feel  normal  or  widened,  or  it  may  l>e  represented  by 
loose  fragments.  In  the  outer  part  of  Scarpa's  space  is  a  tender 
bony  swelling,  the  angle  between  the  fragments.  Passive  move- 
ments of  the  limb  are  painful ;  inversion  can  generally  be  produced 
with  crepitus  in  fractures  of  the  base  of  the  neck,  and  in  such 
crepitus  is  generally  marked.  In  fractures  near  the  head  inversioD 
can  scarcely  be  produced,  and  crepitus  is  obscure  owing  to  in- 
sufficient play  between  the  fragments.  The  arc  of  rotation  of  the 
trochanter  lessens  as  the  fracture  approaches  the  base  of  the  neck, 
when  the  trochanter  merely  turns  on  the  axis  of  the  shaft ;  it 
dascribes  no  arc.  The  minor  degrees  of  this  change  are  difficult 
to  recognise. 

The  following  table  gives  the  points  which  enable  a  surgeon  to 
form  an  opinion  as  to  whether  a  fracture  of  the  neck  is  situate 
near  the  head  or  near  the  base  : — 


Near  the  Head. 

Nkah  the  Bask. 

SeXf       age,      and  |  Female  :    past  mid-life  :   fee- 

health     1      ble. 

VioUnee      '  Slight:  indirect  through  the 

1      head. 
Bruiting  and  twel-    Little  or  none :  perhaps  a  late 

ling patch  in  Scarpa's  space. 

Early    shortening  |  J  to  1  inch. 
Trochanter         ...  Of  normal  shape. 

Male :  young  or  adult :  t/ttrng 
1      and  healthy. 
Great :     direct    to    Um  tro* 

chanter. 
Great  about  hip. 

I  to  2  or  3  inches. 
Widened  or  comminuted. 

Arc  of  rotation...    Good. 

Small  or  absent. 

Crepitus      Obscure. 

,  ¥jaBy,  with  extennon. 

But  all  these  points  taken  together  establish  only  a  greater  or 
less  probability.  Shortening,  in  particular,  may  lead  astray,  ivr 
it  may  be  prevented  from  developing  characteristically  by  wme 
accidental  circumstance  (Fig.  276).  In  the  course  of  a  few  divs 
inflammatory  softening,  movements,  manipulations  may  set  the  frag- 
ments free,  and  slight  shortening  quickly  becomes  considerable. 
Obviously,  development  of  the  higher  degrees  of  shortening  st  once 
is  most  likely  to  occur  in  fractures  which  lie  just  l)eyond  the  capsule. 

Impaction  may  occur  in  these  fractures,  and  generally  from  direct 
violence.  Near  the  head,  the  neck  is  driven  into  the  head  (rare),  the 
posterior  wall  penetrating  more  deeply  than  the  anteiior  (everuon) 
(Fig.  282),  and  almost  always  the  inferior  more  than  the  superi«'r 
(Fig.  277  is  an  exception)  owing  to  rotation  downwards  of  the 
head  (shortening).    Rarely  these  conditions  are  reversed  (inveraioB). 
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In  fractures  near  the  base  the  neck  is  driven  into  tlie  shaft  and 
trochanter  (page  838),  the  anterior  wall  cracks  but  does  not  pene- 
trate; the  posterior  sinks  deeply  in  beneath  the  trochanteric  line 


Fig.  280.  Fig.  281. 

Figs.  278  and  279.— Union  after  an  im)vacted  Extracapflular  Fracture,  due  to  a  Fall  on  the 
nip  :  from  a  woman  of  80.  Fig.  278  shows  that  the  base  of  the  neck  was  driven  deeply 
into  the  shaft  and  trochanter.  Fig.  279  shows  that  much  of  the  great  trochanter,  the  inter- 
trochanteric line  and  the  small  trochanter  were  split  oflT,  and  have  become  united  after 
displacement.  In  this  case  there  was  no  eversiou,  and  but  slight  shortening  or  flattening. 
(University  College  Museum,  No.  247.) 

Figs.  280  and  281.— Front  and  back  Views  of  a  right  Femur  repaired  after  an  impacted  extra- 
capsular Fracture.  The  callus  is  in  large  amount  and  forms  a  collar  round  the  lower 
attachment  of  the  capsule.  The  head  and  neck  form  an  acute  ungle  with  the  shaft,  and 
the  shortening  was  probably  2  ins.  ;  there  was  uo  e version,  and  probably  no  tlatteuing. 
(University  College  Museum,  No.  248.) 


(eversion).  At  the  same  time  the  head  moves  downwards  (shorten- 
ing, the  amount  varying  much)  in  a  circle  round  the  base  of  the 
neck,  and  the  lower  wall  of  the  neck  passes  deeply  into'  the  can- 
cellous tissue  of  the  top  of  tlie  shaft  (Figs.  280.  281).  The  special 
signs  of  these  impacted  fractures  are  more  or  less  shortening,  generally 
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less  than  in  the  average  unimpacted  case ;  eversion ;  full  inverhion 
impossible ;  retention  of  more  or  less  power  over  the  limb,  even 
ability  to  walk,  especially  in  intracapsular  cases ;  but,  oft^n,  the  limb 
is  perfectly  helpless ;  the  arc  of  rotation  is  good  in  lx)th  cases— far 
better  in  the  impacted  fracture  of  the  base  of  the  neck  than  in  the 
unimpacted ;  crepitus  is  slight  or  absent.  To  distinguish  between 
the  impacted  fractures  of  the  base  and  of  the  narrow  part  of  the 
neck  the  best  points  are  the  greater  shortening,  the  greater  depres- 
sion, and  the  widening  of  the  trochanter  in  the  former.  In  im- 
pacted fractures  of  this  region  manipulations  should  be  conUueted 
with  special  care ;  for  in  the  intracapsular  fracture  impaction  utfen* 
the  best  chance  of  bony  union. 

Diagnosis. — A  hruUe  of  the  hip  may  render  the  limb  quite  hilp- 

less,  and  cause  it  to  l>e  everted  :  it 
may,  naturally,  be  a  little  shorter 
than  its  fellow  :  swelling  may  prevriit 
examination  of  the  trochanter  ;  inver- 
sion may  be  I'esisted.  Under  tht^ 
circumstances  the  patient  .should  be 
kept  in  bed  with  the  legs  Wtwee* 
sandbags ;  the  symptoms  will  .s<>oa 
pass  off  if  the  injui-y  has  been  a 
bruise  only.  A  severe  bruise  of  a 
joint,  which  is  the  seat  of  atlvuiitvd 
rheninatoid  changes^  leading  to  sh(>rt<n- 
ing  and  grating,  offers  many  difticuhie>. 
In  fracture  of  tlt^  acetcLbtilum,  with 
entry  of  tlio  femoral  head  into  the 
jH'lvis,  the  shortening  is  slight,  di-prev 
sion  of  a  normal  trochanter  ver}*  gn-at, 
and  a  swelling  is  felt  i)er  rtH.tum: 
probably  an  extensive  fracture  of  the 
hip-bone  can  1k»  det^ct^.  />iW«/^vi. 
tion  of  the  femur  on  to  t/t^  pub^s  \s 
spoken  of  as  resembling  fractures  with  eversion  ;  the  evert<xi  dorsd 
is  sonieAvhat  more  like ;  the  ordinary  dorsal  dislocation  is  like  frac- 
tures with  inversion,  inasmuch  tis  inversion  is  present  in  it  &]•*•>. 
But  in  all  other  points — the  characteristic  position  of  each  disloca- 
tion, the  presence  of  the  head  where  this  position  indicates  ^^^ 
limited  mobility,  the  absence  of  crepitus,  the  mode  and  phenoaiena 
of  reduction — the  fractures  are  absolutely  different  from  the  diiy 
locations. 

Prognosis. — Danger  to  life  in  these  injuries  is  considerable :  e>}«e- 
cially  in  those  due  to  slight  violence  in  feeble  old  people,  in  whom, 
when  confined  to  be<l,  hypostatic  pneumonia,  IkkI  sores,  ilelirium  Sixm 
come  on,  and  death  quickly  ensues.  The  more  severe  injuries  kill  l»t 
shock.  As  to  function,  fnictures  at  the  base  of  the  neck  practicalk 
always  unite  by  bone  :  large  masses  of  callus  are  found  binding  tlie 
neck   and    trochanteric  fragments    together  as  in  a  collar,  section* 


Fig.  282.— Bony  Union  aft^r  an  intra- 
capsular Fractun-,  the  line  of 
which  is  clear.  The  iv)siti<»n  of 
tlie  trochanter,  with  its  outer 
surface  looking  l»ackwanls,  slmws 
that  eversion  luis  lH«*n  extreme  ; 
short<^ning  was  i»rol)al»ly  not  more 
than  half  an  inch.  In  this  case 
tl>e  posterior  j»art  of  the  ueck  may 
Jiave  been  imi»acte«l  in  the  head. 
(Charing  Cross  Museum.) 
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showing  little  real  blending  between  the  neck  and  the  bone  around  it 
(Figs.  278 — 281).  As  we  pass  towards  the  head  the  tendency  to  bony 
union  gets  less  and  internal  to  the  middle  it  rarely  occurs.  The  reasons 
assigned  are,  that  in  the  absence  of  impaction,  which  is  less  common 
than  at  the  base,  it  is  difficult  to  fix  the  fragments  together ;  that  the 
head  receives  no  arterial  supply — the  branches  of  the  sciatic  artery 
entering  the  neck  behind  being  torn  through,  and  the  vessel  in  the 
ligamentum  teres  ending  in  a  loop  at  the  bone  ;  that  the  subjects  are 
often  feeble  and  both  fragments  degenerate.  If  the  fragments  be 
held  together  by  im- 
paction or  otherwise, 
bony  union  (Fig.  282) 
or  short  fibrous  may 
occur ;  as  a  rule  there 
is  no  union  between 
the  fragments,  or 
merely  a  few  long 
bands.  Then  the  outer 
fragment  mounts  until 
the  soft  parts,  espe- 
cially the  Y-ligament 
and  the  obturator  in- 
tern us,  prevent  it  from 
going  farther,  and 
sling  the  body  from 
the  top  of  the  femur ; 
the  neck  wastes  and 
disappears  (Fig.  274), 
and  the  head  in  the 
acetabulum  generally 
rests  against  the  femur 
in  the  neighbourhood 
of  the  small  tro- 
chanter. Rarely  a 
mass  of  new  bone  is 
thrown  out  from    the 

ilium  as  a  kind  of  socket  against  which  the  trochanter  can  play 
(Fig.  283).  Lameness  results  from  these  injuries,  especially  from  the 
ununited  intracapsular ;  but  with  a  high  boot  and  a  stick  even  these 
patients  may  get  about  fairly.  Sometimes  no  weight  can  be  lx)rne 
on  the  limb. 

3.  Fracture  of  the  great  trochanter:  separation  of 
its  epiphysis* — Both  are  uncommon.  The  latter  occui's  up  to 
eighteen.  Both  injunes  are  due,  as  a  rule,  to  direct  violence, 
though  a  few  cases  seem  to  show  that  muscular  action  may  tear  off 
the  process. 

Signs. — Local  swelling,  pain,  and  tenderness  :  the  fragment  is  felt 
movable  and  yielding ;  softer  or  harder  crepitus  if  the  torn  surfaces 
can  be  approximated ;  or  there  may  be  little  displacement,  but  the 
R  R*  2 


Fig.  283.— An  old  intracapsular  Fracture.  Most  of  the  neck 
has  been  abHorl>ed  and  the  fragments  geeni  .shai)eti  to  fit. 
Alwve  the  acetabulum  is  a  large  projection  of  new  bono, 
against  which  the  lower  fragujent  must  have  re8te<l. 
(University  College  Museum,  No.  23'^.) 
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fissure  between  it  and  the  shaft  may  be  felt.  There  is  no  shortening : 
no  interference  with  passive  movements  of  the  hip  or  with  the 
weight-bearing  power  of  the  limb.  Union  will  probably  be  bony, 
and,  unless  the  fragment  is  pinned  in  position,  should  be  facilitated 
by  abduction  of  the  limb.  The  results  could  hardly  be  worse  than 
they  have  been  in  eleven  cases  of  separation  of  the  epiphy»u 
collected  by  Hutchinson :  six  suppurated  and  five  of  them  died. 


Fig.  284. 


Fig.  285. 


Fig.  286. 


Flg.«7. 


Fig.  284.— A  U*ft  Femur  united  after  Fracture  at  the  Junction  of  the  up|ier  and  middle  Thirds 
It  showH  tlie  ufiual  defonnity— slight  flexion  and  al)duction  of  the  upper  frBAiBrtt, 
behind  and  internal  to  which  in  the  lower  flragment  everted.  (Charing  Crocs  Jfnvtctt, 
No.  885.) 

Fig.  28.'}.— Another  Femur  fractured  about  the  aame  Spot,  but  downwards  and  barkwardi 
The  lower  fragment  lies  in  front  of  the  upper  and  lias  prevented  flirxioD.  AbdQCXi>i«  *4 
the  upper  fragment  is  nlight,  but  eversiou  of  the  lower  is  marked.  (Charing  Cpm 
Museum,  No.  386.) 

Fig.  2Ht>.— A  comminuted  Fracture  of  the  right  Femur  above  the  Middle.  The  npprr  bm- 
mcut  is  miMlerately  flexed  and  much  abducted  ;  there  is  no  eversion  of  thr  U>wrr.  TKp 
deformity  Miiggests  that  a  Liston's  hmg  splint  may  have  been  respooaible  fur  iu  (U>od  -o 
8ch(K>l  of  Medicine  for  Women.) 

Fig.  287.— A  very  oblique  Fracture  of  the  left  Femur  flrralj  united  by  strong  Bridgm  of  C»U» 
in  spit<>  of  marked  separation  of  the  Fragments.  The  upper  is  adducted,  the  Inmtt  a 
drawn  up  2  in.s.    (University  College  Museum,  No.  26fi.) 


Fractures  of  the  shaft  of  the  femur.— These  are  coimiK>o 

injuries  throughout  life;  they  are  most  numerous  below  ten,  and 
diminish  in  frequency  as   age   advances.     They  arise  from  direct, 


FBAGTUBE8    OF   THE   FEMUR. 


845 


indirect,  and  muscular  violence.  The  line  is  sometimes  transverse, 
but  usually  oblique. 

Sigfns. — All  the  signs  of  fracture  are  generally  present,  but  the 
size  of  the  thigh  may  render  their  detection  difficult.  Except  in 
transverse  fractures,  with  little  or  no  displacement,  there  is  always 
shortening  from  the  action  of  the  hamstrings  and  quadriceps  ;  when 
there  is  no  shortening,  angular  deformity  forwards  and  outwards, 
due  to  the  hamstrings,  is 
often  present  or  is  developed 
by  any  endeavour  to  raise 
the  limb  voluntarily.  Ever- 
sion  of  the  limb  below  the 
fracture  is  present  in  all  but 
greenstick  fractures,  fractures 
without  displacement,  and  a 
few  cases  in  which  violence 
or  accident  in  loose  cases  has 
inverted  the  foot. 

In  the  upper  third  the 
upper  fragment  generally 
points  forwards  and  rather 
outwards  owing  to  the  almost 
unopposed  contraction  of  the 
ilio-psoas  and  glutei  (Figs.  284, 
285)  ;  probably  the  lower  frag- 
ment, which  has  dropped  back 
and  is  then  drawn  up,  often 
pushes  the  upper  fragment 
forwards,  and  keeps  it  in  this 
position  (Figs.  286,  287),  or 
in  some  other  direction  (Fig. 
288).  On  the  other  hand,  if 
the  line  of  fracture  be  unusual, 
and  the  lower  fragment  lies 
in  front  of  the  upper,  the 
above  deformity  is  prevented 
(Fig.  285). 

Fractures  of  the  lower 

end  of  the  femur. — Here  we  have  supra-condyloid  fractures,  trans- 
verse or  oblique,  from  behind  downwards  and  forwards  (Fig.  288) ; 
T-  and  Y-shaped  fractures  (Figs.  211,  289),  often  comminuted  ;  sepa- 
ration of  the  lower  epiphysis ;  fractures  of  the  condyles. 

In  all  the  above,  unless  interlocking  prevent  it,  shortening 
will  occur,  and  unopposed  flexion  of  the  lower  fragment  upon 
the  tibia  by  the  gastrocnemius.  The  latter  displacement  should 
always  be  looked  for :  if  it  be  missed,  either  there  will  l)e  no  union, 
or  the  patient  will  recover  with  a  straight  leg  but  a  flexed  knee 
(Fig.  290).  There  is  a  tendency  also  for  the  lower  fragment  to  drop 
backwards  away  from   the   upper.     The  rough  end  of  the  flexed 


Fig.  288. — A  compound  8upra-con«lyl<»id  Fracture 
— oblique,  downwards  and  iiiwanlH.  The  shaft 
projected  2  ins.  through  the  skin,  internal  to 
the  patella,  and  its  end  has  undergone  necro- 
sis. (St.  Bartholomew's  Hospital  Museum, 
No.  756.)    (H.  Marsh.) 
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fiugment  \h  towarrin  the  vcsisieLi  Ami 
of  the  |x>plik*al  space,  ami    thU  «piit  m  » 
where  vasuylar  C4.iiuplicati<ms   an*   »p(<<ml)i 
frequent.     The  T-  »ind  Y'fn%ct\iTt*n  an*  ih 

to  direct   violence  or  U>  }>ent»tr«tiuri  t»f  ll 
liiwer  end  of   the  shaft  ititu  th«?  luwer  eiiii 
Hpliiting  it  up  (Fig.  !ill);  tirm  itu|icR'tiou 
tlie    [KHiit^xi    HJiaft  into   the  lower  end   luaf 
pei-fcjist  (Fi^f.  289). 

(¥i^,  291)  has  generally  been  due  t>»  f»r»  ih|*^ 

twisting  and  angular  niuveiueMts  ««  when  tt 

limb  is  caught  l^etween  the  H]H>keii  of  m  wheel | 

direct  violence    will   also 

push     it     off.     Generally 

the    epiphysis    is   carried 

forwanls  (Fig,    290),  and 

the  lower  end  of  the  shaft 

forces     its    way    through 

the  periosteum    into    the 

jHipliteul  space,  when  the 

veM8elH    and    nerve*    will 

he    drawn    tensely    over 

it  ;    other  dtHphu<ement§, 

causing  great  defonuily* 

occur.     The  result^s  havi* 

heen    Imd    ( Hutch in^10t]). 

Of    twenty -eight     simple 

cases    Hixteen    were    well 

reduct*d    and    rectivered ; 

iji    tW€*lve  reduction    wiia 

imjierfect — s\x  HlougluHl 
or  suppurated^  four  re<piiring  amputation,  one 
excision  of  the  knee,  and  one  resection  of  tJie 
end  of  the  shaft.  Among  the  t^imj^^iound  ciMe» 
amputatjun  and  deaths  fr*»ux  pyjemia  were  still 
more  numerous:  five  cases  in  which  the  pro- 
truding diaphysis  was  cut  oflf  did  welL  Douht- 
liHs  there  are  many  pure  and  mixtnl  amm  iu 
wiiich  thei'e  is  little  or  no  dislcx-ation,  which  do 
well  and  aiv  never  reconied 

Frsicliirf»  i>l  lli<«  rondylei^  are  rare,  anti 
generiilly  occtir  from  LImwh  uv  falls  on  the  Unit 
knet*.  Such  a  fragment  as  In  represented  iu  Fig. 
292  would  prohalily  Ije  felt  U*  movt*  iu  certain 
{Kmitioiis  of  the  joints  with  cn*pitus  and  the  de- 
velopment of  gi*uu  valgum.  S4imetiim*ii  the 
conilyles  are  comminuUxi  ;  *tgaini  only  a  small 
hit    U    chipfM^iI    off    iuid    forms    a    hMise     iMidv. 
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Fig.  'I'M. — A  inixfil  Sc|«arfttion 
uinl  Frarture  i»f  the  lower 
F.pipliysiH  t.f  tlio  Femur 
starting  within.  The  tl»«ure 
runs  more  than  hnlf-way 
acr«.»ss  the  iKine  in  the  i>lane 
of  the  epiphysial  disc,  then 
nicmnts  rapidly  and  ob- 
li»iuely  to  tlie  outer  Rurfaee. 
Aciit4'"  Kuppurution  resulted, 
and  the  i>artM  shown  were 
excised.  (Charing  Cross  Mu- 
seum, No.  3i»l.) 


U'  1)6  misscMl  until 
;_ ,  n  the  joint  and 

.tires    of    the 

\j)eople  th(»   eft'ect.s 
lower    limb,   espe- 
,    and   the   eonse(|uent 
^  .,  must  always   he  borne 

.racture  of  the  narrow  j)art 
1  which  bony  union  cannot  be 
ihere  will   not  be  much    hesita- 
i'|)t  on  the  score    of   ])ain,   in  get- 
iie  patient  u|)  early  should  this  seem 
irable  ;  but  it  may  in*  lu^cessar}^  to  do  so 
.11  other  i-ases  —to  sacrifice  the  id(»al  treat- 
ment of  the  fracture  to  savin<^  the  life  of 
the    patient.     Whilst    in   be<l    a  <<cM)d    diet 
should  Ik*  aUowed,  and  freijuent  small  doses 
of  some  stimulant  are  probal)ly  useful.     Any 
change  <if   iM)sition   that  can   be  perinitted 
should  l)e  arranged  for.     The  greatest  care 
must    lx»    taken    in    these    cases    to    avoid 
moisture,  and  either  mechanical  or  chemical 
irritation  of  th(»  back.     Although  a  rubber 
layer  lx»neath  the  drawsheet  is  undesirable, 

in  many  cjis(»s,  it  cannot  be  avoided 
if  an  air  or  water  pillow  be  ustnl,  and 
one  is  oftt»n  desirable  in  these  cases  ; 
then  a  sufficient  layer  of  porous  ma- 
terial— ti.ff.  tow — should  cover  it  to 
absorb  all  moisture,  and  allow  of 
some  ventilation  and  evaporation.  A 
Hlipj)er  bed-pan  should  be  used. 
Washing  and  rublnng  of  the  l)ack 
must  l)e  regularly  performed,  the 
patient  being  raised  by  a  sufficient 
uumbtT  of  Jirtsistfints  to  do  it  easily, 
or  being  n)ll(Kl  on  to  the  sound  sifle 
by  one  nui-se  Uiking  the  [)elvis  and 
shoulder  whilst  another  sees  that  the 
limb  turns  comfortably  in  a  circle, 
liaving  the  opposite  trochanter  as 
centre.  A  dusting  iK)wder  containing 
boric  acid  ^ij  to  5J  is  helpful.  Frac- 
ture boaixls  should  always  be  laid 
across  the  bed-frame  l)eneath  a  thin 
"St.^^-^r^/tt'„'-ir";i..':foTli;i'a'l  n^'^ttn.«8,  to  reduce  to  a  nnnimum 
SarCace  of  the  external  Condyle  haa  the  sinking  of  the  heavy  p(?lvis  carry- 
beeu  aeiMmte^lhy  fracture.  (Uuiver-        •        j.\^  £  a."     '^u    't.         a*ii 

Blty  College  Museum,  No.  283a.)  mg  the  Upper  fragment  With   it.       All 
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level  of  the  upper,  extension  may  have  to  be  made  in  all  lines 
between  the  vertical  and  horizontal.  As  to  rotatory  deformity,  it 
must  be  Iwrne  in  mind 
that,  when  at  rest,  the 
thigh  is  penuitted  by  the 
ilio-trochaoteric  Imnd  to 
roll  out,  until  the  feet 
j>oint  up  and  out,  and  furm 
with  the  vertical  an  angle 
of  45°  to  50°,  The  degi^e 
of  rotation  of  tlie  Hound 
limb  should  lie  looted,  und 
the  injured  one  should  l>e 
"set*'  at  the  correspond- 
ing angle.  The  structure 
of  many  splints  is  such 
that  they  are  calculated  t^ 
fix  the  foot  in  the  vertical 
position ;  but  no  splint 
will  prevent  rotation  out 
of  the  upper  fragment  un- 
less  the  hip  be  tiexefl. 

To  carry  out  the  above 
indications  we  have  many 
methods  and  splints. 

(1)  Simple  horizontal 
extension. — A  long  wide 
atrip  of  atout  strapping  is 
frarried  on  e^ich  side  of  the 
leg  and  thigh  up  to  the 
f lecture,  or  even  a  little 
above  it*  if  the  injury  is 
low,  to  as  to  form  a  stirrup 
4  to  5  in.  long  below  the 
«ole.  Narrow  (|  in.)  strap- 
ping  coiled  (Muptel^  round 
tlie  limb  from  below  up 
lielp9  to  &c  thi%  as  also 
does  a  roller  firmly  applied 
over  ttlL  T]:e  stirrup  is 
hehi  open  by  a  "  spanner  " 
of  wowh  a  little  wider  than 
the  bi-nialleolar  measure- 
Jtieiit,  with  a  hole  through 
_th*'  i?f^ijtrc :  through  this  a 

7ul  vttni  is  pa-sse^i  anrl  knotted  towards  the  sole,  the  other  end  for 

weight  lieing  paiised  over  tlie  pulley.  To  dimininli  friction,  the 
Ktal  jiortion  of  the  limb  may  be  laid  in  a  Hodgen's  wooden  cradlei 
r  ^me  eorrejipoikdin^  trough,  and  the  transverse  bars  beneath  this 


Fig;  Sftfi.— Trnftlsnent  of  n  fractured  Thigli  by  ilidrt 
vldfl  Splint!  ujd  Wi;lslii  Extciuiinn  biilween 
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are  laid  upon  a  couple  of  wooden  "  knife-edges  '*  raised  above  ihf 
level  of  the  clothes  by  two  stout  cross  bars,  to  the  upper  surface  of 
which  the  knife  edges  are  screwed  (Fig.  293) ;  or  the  limb  may  \j^ 
laid  on  a  padded  board  (cradle)  running  by  means  of  four  castors  on 
another  board  (tray)  with  i-aised  edges  (Fig.  294).  The  lower  castors 
should  raise  the  foot-end  a  little,  and  the  limb  is  kept  on  the  cradW 
by  a  few  wooden  pegs  in  lateral  holes,  to  which  the  foot  is  iixed  in 


Fig.  296.— Liston'8  lung  Splint. 

proper  position.  A  comparatively  light  weight  becomes  effective 
when  one  or  other  of  these  appliances  is  used.  Counter-extension  i^ 
made  by  raising  the  foot  of  the  bed.  When  there  is  no  shortening, 
extension  may  be  used  as  a  comfortable  means  of  fixing  the  limb : 
in  addition,  a  sheet  may  be  thrown  over  the  limb,  and  in  it,  up>o 
each  side,  a  long  heavy  sand-bag  is  rolled  up  till  it  lies  close  to  the 
limb  placed  as  may  bo  desired ;  pins  through  the  sheet  now  fix  thf 
bags  so  that  they  keep  the  sheet  tense.  A  limb  may  thus  be  verr 
securely  held  :  but  friction  is  so  great  that  there  is  no  real  "  exUm- 
sion  "  acting. 

Extension  plus  a  broad  well-padded  band  buckled  firmly  round 
the  trochanters  is  a  good  way  of  treating  fractures  of  the  neck. 

Extension  plus  short  side  splints  (Fig.  295)  is  an  excellent  metkd 
of  treating  many  fractures  of  the  middle  portion  of  the  shaft.  Exten- 
sion and  counter-extension  are  made  to  reduce  the  shortening,  and 
maintained  while  four  short  kettleholder  splints  padded  with  a  layer 
of  boric  lint  are  laid  round  the  limb,  and  fixed  by  two  or  thn^ 
webbing  straps  and  buckles  drawn  firmly  round  them.     The  upper 


Fig.  297.— Libton's  long  Splint  applied  without  a  spica  so  that  the  periiic«l  baDd  migbt  br  crrm 

and  lower  fragments  should  now  rotate  together,  but  a  little  extra 
support  is  given  to  the  outer  side  of  the  foot  by  the  stirrup. 

(2)  Liston^s  long  splint  maintains  horizontal  extension,  and  fi\^ 
the  fragmtrnts  and  all  the  joints  concerned.  The  splint  is  ^  to  |  in. 
deal,  3  to  4i  in.  wide,  and  long  enough  to  reach  from  below  the  axilU 
to  5  or  6  in.  beyond  the  foot ;  it  has  two  notches  at  its  lower,  two 
holes  through  its  upper  end  (Fig.  296).  The  limb  l>elow  the  fracture 
is  firmly  attached  to  the  splint  by  four  figure-of-8  turns  round  the 
splint  and  dorsum  of  the  foot,  and  through  the  terminal  notches 
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after  which  the  roller  is  carried  up  to  the  fracture.  Extension  is 
now  made  upon  leg  and  splint,  and,  when  a  satisfactory  result  has 
been  obtained,  the  counter-extending  perineal  band  is  tightened. 
The  upper  end  of  the  splint  is  fixed  to  the  chest  by  a  r2-in. 
bandage  fixed  to  it,  and 
carried  backwards  to  the 
other  side  and  round  the 
trunk  two  or  three  time«. 
Lastly,  a  hip  spica  is  gener- 
ally applied.  This  splint  now 
connects  the  two  fragments 
solidly,  and  they  are  held 
apart  by  the  perineal  band 
acting  on  the  top  of  the 
splint,  and  the  turns  through 
the  notches  acting  on  the 
bottom  (Fig.  297). 

It  Ls  usual  to  split  the  end 
of  the  bandage,  tie  the  ends 
through  the  holes  at  the  top 
of  the  splint,  and  carry  the 
bandage  down  between  the 
splint  and  the  pad.  The 
latter  is  left  long  enough  to 
pass  round  beneath  the  sole 
and  cover  the  dorsum  of  the 
foot,  a  position  given  to  it 
by  the  first  turn  of  the  band- 
age ;  the  foot  is  thus  well  pro- 
tected from  pressure.  The 
perineal  l)and  may  lye  made 
of  a  silk  handkerchief  sewn 
round  a  firm  sausage-like  roll 
of  tow,  9  in.  long,  placed  in 
its  centre.  The  roll  may  be 
made  of  thick  rubber  tubing, 
tied  at  each  end  to  a  tape; 
this  is  both  more  cleanly  and 
comfortable.  Before  l:)egin- 
ning  to  bandage,  the  band  is 
placed  with  its  centre  oppo- 
site the  tuber,  and  its  ends 
are  drawn  through  the  holes 
in  the  upper  end  of  the  splint, 
and  tied  loosely.  With  the 
long  splint  some  combine  a 
large  plaster  splint,  moulded 

to  the  front  of  the  upper  part  Fig.  2i»8.— Treatment  of  a  fractun»<lTliigh  by  »hort 

of  the  thigh  and  groin  ;  it  is  Jh^l!''""*''  '^"'  "" '""" "'''""«""» '^"^^ 


85ii 


mJUniES   OF  BONEB. 


thought  U>  repres?*  the  upper  fragment.  Them  mtt  BtaMlY  0*^ 
jections  to  the  long  splint.  It  in  uncomfortftWc,  aucI  UTtdsk  to 
ride  forwardH  and  inwards ;  thi«  is  met  to  mmi^  ffxi#tit  \t% 
rlr«»f>j>in^  the  lower  end  into  n  vertical  alot^  and  by  u^iiig  ii  hromd 
Htrap  in**tead  of  a  Ujdy  \mmhi^t\  The  dorsum  of  the  f 3ot  and^  ««ill 
n»oi>%  the  }>erineai  region  may  get  mre  \  the  lattiT  alwajti  gef^  vftt 
ftnil.  The  tt*ndency  of  the  1mnd%'e  is  to  draw  lx»th  fnftgmCDtA  imt  to 
the  splint,  thus  altering  the  ftha|>H  of  the  femur  (Fig.  280)^  mod  thf 
|*(*nneal  Iwind  and  ^pica  pull  the  upp»'r  fragment  forwajtk  mud  fWlr 
wards.  If  the  foot  is  ftnnly  liamlagiHU  and  the  splint  kc^t  rwlicml, 
rotatory  fh?forniity  should  result. 

(3)  The  ionf/  \iplird  and  Srotrh  nheet  arriin  ImproveniQIlt  OS  1^ 
al)Ove.  A  plain  iKwird  of  the  alx^ve  (HnienmonH  im  uaed  mof^J  to 
fix  the  joint«.       F*»ur  short  Hplintn  ar*-  1«it*1]'h1  round  ih^  thigli. 


hntwwii  tliir  rfiit;  aiitl  Hwst  U*    -i  ^t  i  «.„..- .  »4»<(*^pUai.    A  ^- 
ftrttnd  bi>Ui  tpllot  Jititl  tifab  rnnn  Bbot«  tbc  liw*!  to  ttellnv 


rut  nt-rtitvj^ 


and  the  limb  is  slung  to  the  splint  by  the  ••  Scotch  sheet,**  lis 
in    Fig.   298,       A    broad    bandage   bindu    tht*   Kplini    to  the 
Weight  rxt^n^iun  from  the  limb  can  l>e  ailded.     Tlie  irplml  i»  k< 
in  jMwition  by  U*in^  dn>ppe*i  into  a  %'ri*tit'al  dot.     The  only  odvaa- 
t4igi*  of  thiH  appiratu8  over  extension  and  short  «pliiitei  hk  Uiat  thr 
niovi'ment*!  of  ati  unruly  jMitient  are,    to  iion»e  extent,  oontixilM; 
and  di»»conifort  is  in  proportion  to  the  control  exercisect 

(i)  Thomiis^s  kfUie-^iplitU.  —  Ex  te  union  straps  are  ad  J  iint^. 
nid^  %p!ini*s  which  an?  very  romfortnble  when  made  of  ne^w 
an'  liuckled  i-ound  the  fracture,  nhortening  and  rotat<»ry  delofmi^ 
Iwing  hr^t  corrtH!t4^L  Then  the  splint  i;*  put  <in,  jiunhHl  up  ftmif 
against  the  tuUn\  and  the  shoulder  strap  \%  buckhiL  Tlir extefiiilia 
»trap«t  are  now  drawn  tiglit  and  wouufl  rtmnd  the  ftrnt-ptpor  cir  m 
ipet'irtl  V»fir :  n  firm  bnndn^'e  rcmnd  Hplint  and  liml>  finishes*,  Whf« 
evrr^  ilicate  tjandage  may  lie  appli*:^,  rmdmilg 

thf*  Ml/'     In   tlm  the  limb   is    ni»j«t    ^4^000^ 

5x«xi,  and  the  whole  can  kje  movwl  alnrnt  frt^ly  ( Fig.  291»),    Ti>e  mH 
may  be  left  lying  or  slung  in  a  Sr>h.  r\  <  i.ull*-  nnd   jIu-.  Jiuoldlrf* 
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done  if  there  have  been  any  tendency  to  tilting  forwards  of   the 
upper  fragment.     Elastic  extension  is  easily  arranged. 

When  angular  deformity  is  present,  horizontal   extension  and 
repressive  splints  have  a  certain  element  of  force  about  them.     It  is 


Fig.  300.— Treatment  of  a  fractured  Thigli  by  the  double  incliutnl  Plane  and  Extension 
in  the  line  of  the  Tliigb. 

a  common  practice  to  raise  the  lower  fragment  into  the  line  of  the 
upper,  and  to  maintain  extension  in  this  line. 

(5)  The  double  inclined  plane  for  one  or  both  limbs  was  the  earliest 
form  of  apparatus  having  this  object.  The  angle  y)etween  the  two 
planes  can  be  varied  as  required.  A  frame  such  as  that  shown  in 
Fig.  300  is  easily  and  quickly  made,  the  double  inclined  plane  is 
that  part  on  which  the  limb  rests ;  but  the  third  leaf  allows  of 
variation  in  the  position  of  the  trunk.     In  some  cases  of  fracture 


Fig.  301.— Uodgeu's  Splint. 


of  the  neck  in  the  old  and  feeble  it  may  l)e  sufficient  to  use  the 
sound  limb  as  a  splint  and  to  fix  the  other  to  it  at  knee  and  ankle,  with 
wool  pads  intervening;  the  usual  firm  band  should  l)e  buckle<l 
round  the  trochantei-s.  A  better  plan,  and  no  more  trouble,  is  to 
maintain  extension  as  shown.  The  leg  may  be  fixed  to  the  lower 
plane  and  the  angle  be  so  arranged  that  the  body-weight  maintains 
slight  extension. 

The  principle  of  the  double  inclined  plane  is  carried  out  in  a  far 
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to  maintain  constant,  comfortable  extension.  It  is  an  admirable  splint 
for  compound  fractures,  as  it  can  be  included  in  an  antiseptic  dressing, 
the  bands  being  sterilised 
and  i*hAnjL,'eil  une  by  one  at 
the  tlreiisingiH,  Tt  appenrs 
to  be  cit^tirly  th<*  lw*Ht  all- 
round  Hpliiit  for  treatment 
of  fnu;turt!i4  of  the  thijufh; 
thou  ghThoTiiaH's  kiiee-splint 
has  the  luivantii^'e  that,  in 
case^^  for  which  it  isnuitable, 
it  giwH  greater  freedoni,  the 
patient  being  al>le  to  get 
up,  and  even  to  walk. 


Fig.  303.— Bryant's  vertic;'!  Suspension  Mt-thod— weight-extension  Wing  nserl.  Tho  left  leg  is 
loosely  11  xe« I  by  a  clove-hitch  round  the  flnkle  and  the  aliouMers  an'  lixed  by  a  webbing 
braoewith  arm-holes,  buckled  round  the  chest  and  tied  to  the  sitles  ot  tlie  iH-d-franie. 


(6)  Nathan  Smithes  anterior  splint  is  a  narrow  wire  framework, 
moulded  to  the  front  of  the  liml)  from  groin  to  ankle  with  the  knee 

moderately  bent ;  two  or  three  layers 
of  l)oric  lint  form  a  pad.  The  limb  is 
attache<l  to  the  splint  by  a  few  bands 
and  then  slung  to  a  hook  above  the?  limb 
so  that  little  or  no  extension  is  obtained. 
Further  support  is  given  by  more  bands 
or  by  a  continuous  bandage.  It  is  hard 
to  imagine  a  case  for  which  Hodgen's 
mo<lification  would  not  be  better. 

(7)    Bryant' 8   vertical   sus/t^nsion   is 
the  most  satisfiictory  mode  of  tn?ating 
children.      Fig.    303    explains    most  of 
the  points.      Bryant   recommends  that 
both  limbs  should  be  flexed   to  9C  at 
the  hips  with  an  extension    stirrup  on 
each,  and  that  the  stirrups  shouhl    be 
tiiKl  together  over  a  bar  at  such  a  height 
that  the  sacrum  barely  touches  the  bed. 
At    the    Paddington    Green   Children's 
Hospital  only  the  injured  leg  is  raised, 
and   it  is  kept  suspended  ])y  a  weight  sufficient,  with  slight  assist- 
ance from  the  nurse's  hand  under  the  sacrum,  to  raise  the  pelvis 
from  the  bed :  extension  is  thus  maintained  even  when  the  child 


Fig.  304.— Leather  Hip  Splint,  lined 
with  chamois  and  provided  with 
buckles. 
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is  moved.  The  sound  leg  is  6xed  by  a  clove-Kit^^h  roimd  tlw  aakh 
to  the  beti-franie  and  gfiienilly  the  shnuldere  are  tixed  W  a  web- 
bin;;  band  whicb  leaveH  the  amis  free.  A  luuf^  l>ack  splilll  and 
short  Hide  spUnts  of  Gooch's  material  give  additional  ««cQrity, 
but  an?  not  alwaj>$  necessary. 

Fractures  of  tfte  neck  in  old  peoph  which  art*  aol  eaqpected 
to  heal  may  1^  treated  by  the  pelvic  band  and  either  horijBmtal 
exteni^ion,  the  duuble  inclined  jilane  an<l  ext^^nsinn  in  thr  hue  vA 
tilt'  thitj^h,  or  Hixlgen'w  splint  If  all  goe«  well,  thoy  may  \m  xhm 
fcir  thref  t«>  four  weekn,  having  tlie  hip  niaftnagixi  till  tond*»mf«^  afMl 
pain  on  movement  have  gone.     Then,  with  a  1  wither  1  -f, 

304).  a  starch  spica  getting  a  g«,j<Kl  grip  u}»im  tht?  ihij  d 

splint  with  a  joint  that  can  be  kx*ked  wtraight  upjjtjHit**  ihv  'm\\  willi 
a  high  heel  un  the  sound  side  and  a  jmir  of  cnitches,  tbt*  fiatii^t  wiB 
begin  to  get  about.  After  two  to  three  months  some  weight  cui  he 
borne  on  the  broken  limb ;  the  high  heel  should  Ik^  r<*rariv»**l  if^'l  »hi» 
heel  on  the  injured  side  raised,     Grai^^lually  a  stick  wiU  \  ic 

crutches.  If  eircum«tanee8  require  it,  the  move  out  of  i^^i  mii**4 
be  made  at  an  earlier  date, 

All  these  Hplinta  except  the  last  render  sitting  ixnpo^ible :  sov 
too,  di>es  a  ningle  Thomas's  hip-splint^  which  can  Ije  applied  wttli  a 
water  gla«s  l>andage,  and  enables  a  patient  to  move  abuut  imrlf. 
This  seems  Ut  In^  the  chief  pcjint- — some  ejcercisi?  t4>  ward  uff 
hypostasis. 

Frmiurts  of  the  neck  in  which  hotiy  union  is  txprcted  arc  pcrfcr 
ably  treated  with  a  f)elvic  band  and  H<xigen's  Hplint«  or  with  tiuiipl* 
extension;  eight  to  twelve  weeks  must  hv  allowed  fur  uiuon;  Ifttt 
generally  after  mx  weeks  the  jmtient  may  get  up  wltli  the  hi|i  fixed 
by  a  Thom;is  s  splint  iir  starched  bandage. 

IinparUd  /racturea  of  the  wick  sh<^ulcJ  be  carefully  liAtidled 
and  comfortiil)ty  placed  till  union  ban  h^id  time  to  ficeur.  QvmX 
deformity  might  lead  one,  in  fi-acturen  apparently  tif  the  ba*^  to 
break  down  the  impaction  and  tn»at  a.H  usual.  Houthain  bus  rooontiy 
ciiiTit^d  uut  this  treatment  with  good  result. 

Frtvciurcs  of  thf  shaft  in  ml u Its  are  V>e»t  treated  >*'itli  a  Thomi^t 
knee-splint,  a  Hodgen's  splint,  or  with  short  splints  and  horijofttil 
extension.  In  ^ouiu/  children  vertical  sus|H^nsic»n.  in  older  cJuktrm 
Thomases  splint^  are  preferable.  Union  Uikes  Hve  to  mx  wreka  ift_ 
children,  seven  to  ten  in  adults. 

Supracoftdyloid  fractures, — ^Tf  there  \m>  no  angular  dw 
ment  a  Thomas  s  splint  or  horizontal  extension  l)ctwc«ti  ftaaiil«^ 
will  give  a  good  results  Wheti  the  characteristic  flexioa  ol  tli# 
lower  fragment  is  present,  the  double  inclineti  plane  with  extfmatm 
in  the  lim^  of  thr  thigh  <xvurs  as  suitable ;  some  have  a|ip«rentlf 
found  it  m),  but  the  grip  on  the  lower  fragment  may  lie  i^sulB^eBi 
ici   prevent   marked   shortenings  and    the   lower  fravf:  tidi  !• 

dropbfirk  from  the  u|i|*i'r.      Htslgen's  splint  is  more  hi  M.t«d. 

Shoul<l  Uie«^'  methixls  fail,  we  nmst^  on  \h\  diviiie 

the  teiido  AchilllN  iiiul  then   treat  by   hiM  i  ,  or  a 
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Fig.  905.  Fig.  306. 

Fig.  805.— A  PatelU  repaired  after  a  ••sUrred"  Frac- 
ture which  Lroke  it  into  four  pieces  ;  all  have 
united  by  bone  aft«r  slight  di«placement,  but  uniou 
in  weak  everywhere,  and  at  one  spot,  alwieut.  (Uni- 
versity College  Museum,  No.  290.) 

Fig.  30t>.— A  Patella  from  tlie  outer  edge  of  which  a 
Fragment  has  been  broken  by  a  longitudinal  Cleft. 
Bony  union  has  occurred.  (University  College 
lloseum.  No.  291.) 


Hodgen,  allowing  the  foot  to  drop.  Treves  speaks  highly  of  this 
practice,  but  he  uses  the  long  splint  after  the  tenotomy  with  heavy 
extension  from  it — sometimes  as  much  as  40  lbs. 

Fractures  of  t/ie  condyles  and  other  fractures  within  the  knee 

are  best  treated  with  a 
Thomas's  knee-splint. 

Fracture     of     the 

patella.  —  Fractures  of 
the  patella  form  1*4  per 
cent,  of  all  fractures. 
They  are  very  rare  under 
twenty,  commonest  up  to 
fifty,  but  occur  even  in 
old  age.  They  are  far 
more  frequent  in  men 
than  in  women  (13  to  1). 
These  fractures  may  be 
due  to  direct  violence, 
when  the  bone  may  be 
comminuted,  or  "starred" 

(Fig.  305),  or   split    longitudinally  down  the  middle  (rare),   or  a 

bit  may  be   chipped   from  a  lateral  boiler  (Fig.    306);   the  skin 

may  be  damaged  even  to  laceration  by  the  fall  or  blow,  ren- 
dering the   injury   compound.       Far    more    often  they  are  caused 

by  muscular  action,  bending  and  finally  cracking  the  bone  across 

the  convex  femoral  condyles.      When  a  person  misses  a  step,  or 

stumbles  and  makes  a  strong  effort  to   pull  himself  up,   the  knee 

being  already  bent  in   the  fall,,  the  patella  rests  on  the  condyles 

by  a  comparatively  narrow 

transverse  surface ;  and  the 

piece  above   this  surface   is 

a   longer   or   shorter     lever 

upon   which  the  quadriceps 

acts.    The  resulting  fracture 

is  generally  transverse,  but 

may    be   markedly  oblique. 

The   fragments    vary    much 

in     size,     being    sometimes 

equal,  again   very  unequal ; 

now    the    upper,    now    the 

lower  is    the    smaller.      In 

cases    from    direct   violence 

the  surrounding  fibrous  tissue 

(periosteum,      fascia,       and 

aponeuroses    of     the     vasti 

muscles)  are  not  much  torn, 

the  fragments  do  not  separate 

much,  and  union  by  bone,  though  not  very  strong,  is  usual  (Fig.  305). 

Uut  muscular  action  tears  the  fibrous  coverings  of  the  bone,  and  the 


Fig.  aOT,— Union  of  the 
FniKTiiciitii  nf  t  (ransi- 
vt^i-AtiHly  rmctunpfl  Pii- 
U'lla  Uj  a  thill  nbroiL'^ 

(CHnrJng    C-rnss    Mn- 
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rent  mar  extend  inU»  the  fusHa  lata  and  the  apotj.    r.    - 

when  the  fuix*e  in  j^reat  and   continue**   acting    'J''  r    ^ 

yielded,  and    whilst  the   kne*.*    is    l>endinj* ;    the  ^'iij>    l^ 

fragments  varies  aecoiYjingly  fr«:>in  a  narrow  eleft  tu  ,i    j 

inches,  and  uniun   is  atmuBt   always  hy  a  aiiurter  ur  : 

or  thinner  fihroun  lx>nd  (Pig.  307).     A  patelhi  iimy  I- 

and  even  thrice :  iwually  one  cif  the  fragments  hreakn,  riui  iiyr  itkmmi^ 

Ixmd,  though  thisi  does  hapj:>en  and  the  Akin  h«w  torn  with  it. 

S^'mplonis* — A  loud  snap  \h  often  hearrl  a.^  thi^  bcinp   . 
Rising  fnim  the  ground  after  the  fall  i>%  a  matter  of  difficiih,. 
groove  indicating  the  gap  Vjetween  the  fragments  is  often  meeru     Bui 
the  joint  quickly  Hwelln,  sls  a  rule,  and  the  outline  of  tbt!  syn^ivial 
niernhnine  becomes  clear  ;  hlo<xly  fluid  ooaees  thnmgh  the  fractuiv  vod 
fomis  a  prominent  rounded  swelling  in  front  of  the  pateUa ;  tfo 
tion  Ijetween   the  intra-  and  extnirarticular  collections  tnay  be  i 
tainefl ;  through  this,  and  especial iy  t<)wanlM  the  margin,  a  1 
or  otherwise  directed  fissure  can  lie  felt,  and  the  fragment4  a 
rally  lie  seijee^J,  appnxxi mated  and  rtibl>ed  together.     Anr 
less  tram* verse  gap  U  widened  V>y  Wnding  the  knee  or  by  eodflftT- 
ouring  to  straighten  it  ;  as  a  rule  there  iij  no  power  of  ext«iw)0li, 
but  with  $tarre<i  and  longitudinal  fracturen,  and  even  with  nantnw 
transverse  ones,  accompanied  by  little  tearing  of  fw^rn,  the  piilaiatl 
may  be  able  to  lift  his  heel  from  the  l>ed.     Stiuiding  is  p«»iW*'  f**' 
the  knee  extends  beyond   the  right  line  and   hKlot ;    but  Wii 
straight  forwards!  i%  generally  tmpowible-the  patient  findji  th»i  ar 
must  either  ijo  Iwiok wards  dragging  the  extf^nded  leg  after  him,  or 
go  forwanls,  everting  the  damaged  limb  oc»niplet4^1y  mid  bringitig  i| 
forwanl  with  his  ariductorn.     On  rfunoiriiig  the-  fluid  eo\*f*rijig  it^  f 
necessiiry,  the  kind  of  fractun*  and  the  die  and  ^^rpa lotion  ol 
fragment.^  are  noted.      In  the  transversM*  variety,  the  torn  »tir{w>  < 
both  f ragmen t8  is  more  or  le^s  everted,  especially  that  i^f  the 

A   good   d(^l   of  synovial   irritation    result*,   but   not   sta 
to  excite  even  wannth  of  the  skin.     3Iore  or  lf>*is  of  the  blood  < 
—sometimes  early,  8ometime8  late.     The  fluid  jjart   is  dilistM 
effusion  from  the  synovial  membrane,  and  as  tension  incr 
fragmrnts  are  force<l  apart.     Tlie  fluiil  is  then  ab9K»rlie«l ;  the  i 
mmy  lK*come  organised^  and  fonu  adhesions.     Clot  ad  he 
to  the  fractured  surfaces  HlHng  ever}'  chink^  and  bpcaoM^  i 
by  callus.     The  rtf>p*rent  causes  of  fibrous  union  in  tnumvipr 
are:  the  n  of  the  fragments  is  usually  con^ii 

to  muHcul  .  etfusion  and  tilting  on  the  condyl' 

tissue  un  thu  nurlace  of  the   |:iatella  is   l-  m  » 

connrH'ttHl  Willi  t»ne  or  otlier  fragment,  -»  into 

L'  t*ns  and  Hdher»*s  «|uickly  to  the  raw  surtace ;  lastly,  ta 

hi  liuot  W  stx'unsl.      But   there  mtt^t  \w  s^omethitig  m\m$^ 

transver^f  gaps  are  «>ften  very  narrow,  th«*  lK>ny  union  of 
iu»d  iongituiiinal  frn<'tiire»4  is  often  feeble  (Figs.  .105  and  3CH>),  j 
even  after  wiring,  if  narrow  gap*  occur  from  imperfect  fictiii|;»  they 
mav  fail  to  511  with  Iwne. 
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Treatment. — The  usual  plan  is  to  elevate  the  leg  to  45°  with  a 
back  splint  and  to  raise  the  back  to  45*^  on  a  bed-rest,  and  thus 
throw  the  rectus  out  of  action.  Ice  is  packed  round  the  knee  to 
limit  effusion,  or  pressure  is  made  over  a  mass  of  cotton  wool  round 
the  joint.  After  twenty-four  hours,  or  sooner,  if  swelling  has 
ceased,  the  fluid  is  drawn  off*  with  an  aspirator  with  all  cleanliness  ; 
the  fragments  are  then  gently  pressed  together,  and  an  endeavour 
is  made  to  retain  them  in  position  by  U-straps,  one  al)ove  the  upper, 
one  below  the  lower  fragment,  drawn  towards  one  another ;  by 
iigure-of-8  turns  of  narrow  bandage  above  and  below  the  fragments 
taking  a  hold  upon  a  couple  of  hooks  or  screws  on  the  back 
or  upon  notches  cut  in  the  side  of  a  back-splint ;  or  by  Sir  A. 
Cooper's  plan  of  laying  a  couple  of  strips  of  calico  Imndage  on  each 
side  of  the  patella  and  of  tying  closely  round  the  limb  over  these 
above  and  below  the  fragments  a  couple  of  wet  strips  of  the  same 
kind  ;  the  two  longitudinal  strips  are  then  tied  on 
each  side  of  the  patella  so  as  to  approximate  the 
fragments.  The  circular  constriction  of  the  limb 
in  Cooper's  plan  is  objectionable,  and  all  straps  and 
bandages  used  to  drag  the  fragments  together  must 
be  watched  lest  they  cut  the  skin.  Some  apply  a 
plaster  bandage  over  wool  before  swelling  occui*s, 
or  after  aspiration  ;  the  patient  goes  about  on 
crutches  after  a  week.  A  fixed  splint  is  applied 
also  after  four  to  five  weeks  of  the  earlier-mentioned 
methods  of  treatment :  it  is  worn  for  two  to  three 
months,  then  the  patient  is  Allowed  to  walk  with  Fig.  sob.— a  Leather 
a  leather  knee-cap  (Fig.  308),  which  permits  but  Knee-Cap. 

little  flexion,  and  this  is  worn  for  four  months  more. 

In  different  hands  the  average  result  of  the  above  methods  is 
about  the  same — short  flbrous  union  in  most  cases.  The  knee  is 
stiff  on  removal  of  the  apparatus,  the  limb  often  (edematous. 
Motion  may  return  quickly,  or  slowly,  and  in  either  case  the 
bond  of  union  may  stretch.  No  attempt  forcibly  to  hasten  the 
return  of  movement  should  be  made;  it  will  come  in  time.  If 
massage  were  practised  function  would  probably  be  earlier  restored. 
The  limb  in  the  majority  of  cases  is  a  very  useful  one,  and  for 
ordinary  walking  does  well  enough  ;  but  the  thigh  is  smaller  than 
its  fellow  and  more  or  less  weakness  comes  out  in  running,  weight- 
carrying,  climbing,  descending  stairs,  etc.  The  limb  is  not  so 
reliable  as  its  fellow.  Extension  of  the  knee  and  swinging  the  leg 
forwards  are  the  feeble  movements.  Though,  as  a  rule,  feebleness  is 
proportionate  to  length  of  bond,  it  is  not  always  so;  some  long 
unions  have  done  excellent  work,  while  some  short  ones  have  been 
useless. 

Malgaigne's  hooks  (Fig.  309)  have  l>een  used  freely  by  some 
surgeons  since  antisepsis  has  enabled  them  to  avoid  the  inflammatory 
troubles  which  occasionally  started  in  the  punctures.  Aspiration 
should  be  performed.     Then  a  tenotomy  knife  prepares  the  way  down 
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to  the  Ixjiie  for  each  fK>mt,  and  the  hooks  are  insertcti,  emch  iMUmg  i 
tinn  hold  Huperiicial  to  the  synovial  m«^rahrane ;  the  hcjokii  *n?  iKeflJ 
SCI  e wee!  Uigether  till  the  fragment h  luck,  and  are  left  in  six  mceki  J 
the  puiicture^  are  diTftised  with  imiofonu  }M>wtIer  or  pit^te  (maile  intl|] 
1  in  20  carbi^lic  solution)  ami  a  httle  gauze  ami  wool  over  all.     ~' 
uni«.»n  is  generally  fihrous,  and  tlie  after  treatment  must  br  jm  j 
to  prevent  stretching. 

In  \iew  of  the  length  of  time  occupiofl  by  the  above 
of  the  conntant  permanent  inferiority  of  the  injured  limb  teariii 
with  undue  frequency  to  fraeturt*  of  the  other  pat4»lla,  ami  of 
occanional  very  unsatisfactory  resulta,  Lislrr^  in  1883,  pn>poiied  that 
recent  fractures  from  muscular  iR'tiou  ahoulil  1m*  treatr^i  by  wina^ 
with  the  proviso  that  no  one  sliould  do  the  operation  wh<»  ctnild 
keep  the  wound  »weeL  The  operation  is  by  no  means  easy  iti 
simple  transverse  injury,  and  it  b<?come^  more  difficult  with  4^l>lii|ti 

or   irregular     aurfacc* 
obtain  good  coaptation, 
llap,  1>ase  in  or  out,  ab 
always     Ije      niiited 
enuugh  t*»  covrr  the  wfc 
deep   wound  ;    Uir  joint 
chained  c»f  all  fluid  and  ch 
clot    is    scrajMxi    from 
broken  Hurfac4^  and 
ing  tiiiHueK  are  cut  air«j|j 
if  there  i»  any  dilficulty 
obtaining  a<N?urat4*  ami 
two     sutureti     (Fi^*     2llf 
should  l>t»  posHed,  one  on  each  side  of  the  middle  of  the  fracturr, 
Uine  should  la*  liared  where  a  hole  is  tfj  lie  drilled  and  twoart^^rrf"! 
cef*8  nipped  on  to  the  Hbntus  tissue  refl«x?ted  i\s  guideii  to  the  *fiot, 
drilling  can  l»e  done  with  an  nniinary  biwlawl,  but  ift  more  Hkely  ' 
V>e  accurate  if  done  with  les*i  effort  liy  a  dental  engine.     A  Hi* 
hollow  needle  or  an  anpirator  needle  of  (suitable  Mjce  {&  usriul 
passing  along  the  channel   and  withdmwing  that  i*nd  of  the 
which  must  Ix?  pa8>*ed  fnnti  tlie  brtiken  surface ;  tlte   »«uture9i  anr  { 
^  ^-inch  silver  wire  j  they  »re  drawn  tight,  twi*U*d,  cut  nbort, 
hiimmered  down  ;  any  capsular  rent  is  sewn  up,  tlte  wounH  < 
the  limb  1i\xef\  in  a  Thomas's  knee  splint^  and  a  larg^  compr 
dreiwing  applied.     The  splint  may   l>e  removed  on  the  thtfii  daf 
As  soon  iiA  the  wound  is  hl^akv),  the  patient  shituld  )je  driUt^J  dm 
into  nio\ing  the  limb*     Bony  union  is  obtainKl,  and  tlie  fiatimi  li' 
talking  in  five  to  six  weeks. 

The   result**  of    the  operatinu   vary   gn*atly   with    the   nur 
MaJiy  crises  have  Kuppunit««d,  givat  dangers  have  Ivt^m  run, 
have    IsHHrnie    ankyl(»Hefl,  or   »unputatinn   ha^    lieen   l^niiwly 
wht're  all  has  gone  well,  prol*»nge<l  pain  and  stiShen^  h«T»  nmll 
n^'fra^'ture,  t*Hi,  \hia  <HX"urred  fiY>m  imperfect  utiion,  the  akin 
time^  teariiig.      Ihit  Htitintf  Imimv  nniitn  lian  Lri'ii*'nillv  rfHuUMl^ 
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wiring  the  Patella.  Wiren 
in  &itH,  ready  for  drawing 
tight.     (A.  E.  Barker.) 


limb  80on  becoming  as  good  as  ever.  Each 
surgeon  must  decide  for  himself  whether  and 
when  he  will  undertake  in  recent  cases  an 
operation  having  such  possibilities.  It  is  a 
different  matter  in  old  cases  of  disabled  limbs. 
Some  attempt  must  be  made  to  relieve  by 
resecting  the  fibrous  bond  and  bringing  the 
fragments  together  after  suflBciently  free  divi- 
sion of  retaining  tissues.  But  for  septic 
failures,  the  results  of  these  difficult  opera- 
tions have  been  good. 

To  avoid  an  open  operation  many  in- 
genious plans  have  been  suggested,  of  which 
the  following  are  the  best :  Scrupulous  cleanli- 
ness is  as  evssential  in  them  as  in  the  open 
plan.  A.  K  Barker  passes  a  narrow  scalpel 
into  the  knee  through  the  lig.  patellae,  and 
in  withdrawing  it  cuts  firmly  on  to  the  lower 
edge  of  the  patella;  a  well-curved  pedicle 
needle  is  introduced  and  pushed  through  the 

quadriceps  tendon  as  pj^  sio.-Listers  Metho<i  o 
J  close   to  the  patella 

as  possible ;  the  skin 
over     its     point    is 

Lip  a  bit,  the  point  is  cut  upon  and 
a  knife  passed  into 
the  joint  between 
the  needle  and  the 
bone,  laying  the 
bone  bare  as  it  is 
withdrawn ;  the 
needle  is  threaded 
with  wire  or  the 
strongest  sterilised 
silk  (Fig.  311)  and 
withdrawn ;  the 
needle  is  now  passed 
between  the  skin 
and  patella  from 
puncture  to  punc- 
ture, the  upper  end 
of  silk  threaded 
(Fig.  31 2)  and  with- 
drawn ;  the  two 
fragments  are 
rubbed  together  till 
clot  and  soft  tissues 

Fig.  811.— Barker's  Method  uf  suturing  the  Patella  :  the  needle        are      removed,      and 
passed  beneath  the  patella  and  threaded  with  silk  (h,  c).        .  i  ^i.  i         £ 

(aTe.  Barker.)  then    the    ends   of 
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int.  lateral  ligament  partly  to  it,  partly  to  the 
shaft  Hutchinson  collected  ten  cases,  ages  12 
to  16;  cause,  ^'iolent  wrenches;  displacement 
either  slight  and  forwards  or  altogether  absent. 
The  knee  joint  is  sure  to  suffer  in  so  severe  an 
injury  to  one  of  its  con- 


(C^Hf 


0^'^^ 

^*^. 


Fig.  316.— Fracture  of  both 
Bones  of  the  Leg  at  the 
Junction  of  the  middle 
and  lower  Thirds.  The 
lines  of  fracture  ran  from 
before  downwards  and 
backwards.  The  lower 
fragments  were  drawn  up 
in  front  and  to  the  inner 
side  of  the  upper  frag- 
ments. Strong  union  has 
occurred,  callus  bridging 
the  interosseous  space. 
The  flbuUt  sustained  a 
86C(md  fracture  lower 
down  which  united  with- 
out displacement  The 
tibia  shows  a  tlssure  which 
■tarts  on  the  articular 
surface  near  the  malleolus 
and  ascends  on  the  poste- 
rior aspect.  It  presents 
litUe  sign  of  healing.  This 
iqjonr  resulted  almost 
certainly  from  direct  vie 
lence.  (Charing  CroM  Mu- 
■euiD,  No.  410.} 
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stituent  structures. 

The  quadriceps  has 
occasionally  pulled  off  the 
tubercle  of  the  tibia, 
which  may  grow  from  a 
separate  centre.  The  ac- 
cident has  generally  re- 
sulted from  jumping  or 
vaulting  the  "horse." 

Treatment.  —  Reduc- 
tion of  the  displacement 
and  fixation  of  the  limb. 
Hutchinson  quotes  a  case 
of  arrested  development 
from  Volkmann  ;  Stimson 
figures  another,  which  he 
attributes  to  Bryant.  The 
tubercle  could  be  easily 
fixed  by  a  pin  or  two 
driven  through  the  skin. 

Fractures  of  the 
tibia  and  fibula  form 
10*2  per  cent,  of  all  frac- 
tures ;  they  are,  perhaps, 
the  commonest  fractures. 
Fractures  of  the  tibia 
alone  form  1*8  percent., 
and  of  the  fibula  alone 
2*0  per  cent.  They  occur 
at  all  periods  of  life,  but 
are  most  common  during  the 
greatest  activity  and  danger. 

Indirect  violence  is  a  commoner  C4 
than  direct,  but  both  are  frequent.  Sev 
cases  are  known  of  separation  of  the  t 
of  the  fibula  (an  epiphysis  up  to  24)  by 
lent  contraction  of  the  biceps,  due  to 
effort  to  prevent  falling.  Other  fracti 
from  muscular  action  must  be  very  nucB» 

Direct  violence  causes  fraotei^oB^ 
oomminution  and  wound  over  '*    -•-^- 
edge,  at  the  point  struck :  " 
broken  they  yifikl 


IS, 

Fig.  314.— Tlie  onl 
oblique  Fracture  < 
Tibia  from  b. 
downwards,  forw 
and  inwards  at 
junction  of  the 
and  middle  third 
bee  de  flate).  A 
fyacture,  eorrcH] 
ingly  oblique,  ne« 
necic  of  the  tl 
(Charing  Cross 
seuin,  No.  405.) 
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FriictureH  of  tlit?  u|i|M'r  end  uf  the  tibiii,  of  the  tibia  Mlofie,  imd 
of  the  lihiila  iilxjve  its  lower  thirti,  are  generally  due  li»  dirrct 
foree.  Indirect  violence,  espt^ially  falls  ufion  the*  fe<?t,  gi%t$&  ri» 
to  the  common  ol>li*|ue  fracture— "en  bee  de  Bute" — *4  the  tihia 
dowtiwarfln^  forwards,  and  inwania  iit  itn  wralceii 
s|xit,  the  junction  i»f  middle  and  lower  tbiirljL  The 
fibula  ^'enernlly  yields  ininH**iiately  >- 

eitlinr  nt  the  siime  level  ur  at  the  n  j 

Tit  falls  ufKm  the  feet  are  due  alH<»  '*|.am 
starting    on    the    inferior    articular    nut  hJ 

winding  up  the*  nhatt  ^ti;^ 
207  and  210).  Tlie  HhAf|» 
jHiint  of  the  upjxT  fnigiueiit 
of  the  tibia  chm*  bettaftlh 
the  Hkin,  ai»  it  usually  ia,  i* 
often  driven  through  the 
skin  by  an  attempt  to  sumd^ 
or  by  dfi  f  the  f<^>t 

in  iinpro} 

Si^iut,  — ^Ui  the  «igtii»  of 
fracture  are  premnit  oreafttly 
elicited  in 

fmrturesi       of 
Uith  hcinrsi  ah 
a   rule  ;   fnu^. 
ture     cif 
tibia,      liwi 
to   itfl    sain 
t^anisiui* 
fivce,  genn 
e4iU8e3«  tiodil 
euhy.         Bui 
fracture  of  the 
sliaft    of    tbe_ 
tibula  may 
very  obsctirdi 
locAli,<««*d    ten 
d  ernes*      and 
pain»    CPU 
titan  tly  re 
ferried     to    a 
ti  p  o  t,       It  o  t 
struckf    when 
the  leg  bone**  are  presst^l  toi^ether  at  a  di^tJince  from  it,  are  %t 
.**UHpicioua,     Sejjaration  t»f  tht*  he*iil  of  the  fibula  i^  easily  rren^ffir 

When  only  one  Iwme  is  broken  the  other  acta  ha 
and  defonnity  i,s  .slight  or  absent.     When  I »oth  suffer,  t^i 
cause  nhortening,  with   angular  def«>rmity  if   the  fragmenta  in' 
lock  ;  but  umially  the  aurfacew  ai^  oVjljque»  and  the  hvui*r  fnt-rni 
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810,- A  7^  :  \ 
Le«»i»  i 
ncuft]  2$it  . 
ttit  Utio  •'[  frariiirr 
runnlfig  Snytit  before 
downwaTiU  (tn4  imck- 
wnMm.  The  lower  tr*^- 

(itaee^l  forvr«nl»,  an  Ji« 
Ut  )»|i.m1ucc   (III    Anglr, 

wtlU  the  Hi^HT  fmg. 
luent,  "nil*  U  vpry 
aiiuffutti,  (Chftniiff 

Cri«»    MiuMMiJii,     Xo, 


Fig,  :U7.— Tl»*^  lower  Euil 
of  A  ri^ttt  TfbfA  ns 
pdlrrd  rtft/er  I'^rmclura 
fhktit    ulMi4>i]t.    (Jowti- 

Mil  >!l     of    tlltt 

.^  lit    lowr*»r 

!  fir  ).->wnr 

'  .i.-.| 


V 


rir'l  iiiwanla.  Finn 
11  ti  lull  han  urcurrrit 
*nd  thp  iii«dull«r>' 
Curiitl  liii*  lieeti  alltioiL 
rmtttrtHL  (L'uivcraity 
CoHr^  Mtiseuiii*  No. 
SIS,) 


lendli 


€»abiy«  (TUfw'i 
Splint.,  witli 
woltblUK  t«i»d« 


FRACTURES  OF  THE  LEG  BONES. 


865 


glides  up  and  back  and  out  behind  the  upper  (Fig.  314).     In  high 
fractures  the  quadriceps  often  seems  to  cause  prominence  of   the 
upper  fragment,  but  it   is   impossible   to  eliminate   the   effect  of 
dropping 
backwaixls 
of  the  lower 
fragment. 
Other    dis- 
placements 


in 


illus 
trated 
Figs.    315, 
316,  317. 

Treat- 
ment. — 
When 


Fig.  319.— Cline'g  Splints  applied  with  webbing  Bands.  A  bandage  has  been 
begun  round  the  foot,  and  may  be  carried  up  the  leg,  but  is  not  neces- 
sary.   The  limb  has  been  laid  on  its  outer  side  upon  a  pillow. 


there  is  dis- 
placement, setting  is  best  accomplished  with  the  knee  fully  bent 
to  relax  the  calf  muscles.  Extension  is  made  from  the  foot ; 
counter-extension  from  the  lower  third  of  the  thigh,  which  is 
firmly  grasped  by  an  assistant.  Rotatory  deformity  is  best  avoided 
by  comparing  the  injured  with  the  sound  limb,  and  endeavouring 
to  copy  the  form  of  the  latter. 

A  couple  of  lateral  plaster  splints,  shaped  like  Cline's  splints 
(Fig.  318),  may  be  moulded  to  the  limb  at  once  and  fixed  with  a 
bandage ;  this  can  be  cut  up  in  front,  should  much  swelling  appear, 
and  the  splint  be  reapplied  with  a  fresh  bandage. 

Or  for  the  first  few  days  movable  splints  may  be  used.     None 

are  better  than  Cline's 
for  fractures  at  or  be- 
low the  middle.  Two 
outside  Cline's  are 
more  secure  than  an 
outside  and  inside,  un- 
less it  is  desired  to 
produce  marked  in- 
version of  the  foot. 
The  splints  are  lined 
with  boric  lint,  and 
buckled  on  as  shown 
in  Fig.  319.  The  limb 
may  be  left  free  or 
slung;  at  first  the 
latter  is  better.  If 
there  be  much  ten- 
dency to  dropping  back  of  the  lower  fragments,  Cline's  splints  do 
not  prevent  it.  Then  an  Arnold's  or  a  Maclntyre's  splint  may  be 
used.  One  or  other  of  these  should  be  employed  for  fractures  above 
the  middle,  unless  plaster  is  used. 
8  8 


Fig.  820.— Arnold's  Splint  (wooden  side  pieces  not  shown) 
and  Cradle. 


i 
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Arrmids  (or  Neville's)  spitni  i«  8hown  ti]>p]ietj  in  Fig*  512 L     It  ecio- 

msts  of  an  iron  ffK>t  pioce  aud  hrtckHplint  (Fig  320>  with  two  wooden 
lateral  splints.  The  limb  in  placed  on  the  {wwlded  back  splint  and 
securi'id   to  it«  foot  iHece  and  lower  part  ;   any  ext«»n*iun  reiciuircd 


Fig.  931.— Amold't  SpUut  *p|*1{cil  Ami  jslung  uii  DIuxaih'*  Ctfitll«. 


TU««i«faio«arilit 


m  now  made,  amnter-ext^nsion  being  pru^'ided  at  the  lU^ 
whilst  thin  i«  maintjiintHi,  a  bandage  is  carrieil  from  the  fmotun^ 
up  to  tlie  top  of  the  splint.  Tlie  sicie  pieces  are  now  buckled  on,  uxl 
the  splint  is  slang  in  a  sj:*ecial  cradle  by  meuiis  of  strap®  pii.f^8ed 
through  lateral  projections  from  the  l>ack  *iplint.  It  should  be  phuxA 
m  that  the  toes  point  up  and  out  in  the  po^^ition  of  rest ;  or  tfaii 
foot  may  be  fixefl  in  this  ponition  across  the  foot  piece,  aod  tll« 
splint  hung  straight. 

Maclnii/re'g  jiplint  (Fig.  322)  is  a  posterior  gutter  splint  tjf  inm, 
witli  a  iicrfnv  arrangement  for  varying  the  angle  l»etween  thigh  ami 

leg  pieces,  and  witli  •  v«r» 
tical  fo<it  piece»  ididing  in 
lateral  slotii  for  purpoiMff 
of  ix tension*  and  ftjwd  •! 
any  spot  by  a  screw  itiit 
Ftg.  m.-M«cliit5T«*i  Si.liuL  The  ftx»t  piece  is  lelt  kxiw* 

And  pushed  well  up ;  the 
back  splint  in  y*added.  A  »ock  having  a  tape  attached  on  the  sole 
aspect  Is  drawn  on  to  the  f^Mit,  and  the  limb  is  placed  on  the  nplint 
The  tape  h  rarried  over  the  apex  of  the  foot  piece  and  fa^teiu^ 
frjund  a  liutTou  «»n  the  lower  Murface  ;  the  fcK>t  is  ihtts  held  op 
without  much  pressure  on  the  heeb  The  leg  above  the  fracture 
and  thigh  in  fixed  to  tlie  nplint  ;  the  foot  h  i-ained  to  tli«?  proper 
level,  tlie  angle  of  the  splint  regulate*!  l<»  remove  all  angular 
deformity  ;  ihe  toes  are  properly  ix>inted  across*  th<?  foot  pircc  (tin? 
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other  leg  must  be  similarly  flexed  to  judge)  and  bandaged  or 
strapped  firmly  to  it.  Extension  is  now  made  as  shown  in  Fig. 
323,  and  whilst  it  is  maintained  the  foot  piece  is  fixed  by  the  nut, 
and  the  bandage  is  carried  on  up  to  the  fracture.  The  lower  end 
of  the  splint  may  rest  on  a  block,  or  it  may  be  slung  in  Salter's 
cradle  (Fig.  324). 

Weight  extension  on  a  pillow  between  sandbags  is  often  a  useful 
jvay  of  treating  these  fractures. 

The  difficulties  in  managing  an  oblique  fracture  of  both  bones 
with  marked  shortening  are  many  and  great.  Lane  has  recently 
expressed  the  opinion  that  a  man  has  lost  75  per  cent,  of  his 
working  value  on  recovery  from  such  an  injury ;  and  as  a  result  of 
this  view  he  advises  that  all  such  cases  should  be  cut  down  upon 
and  screwed  together  in  good  position. 


Fig.  823. —The  Application  of  MacIntyre'R  Splint.  The  thigh  has  been  fixed  by  bandage  to  the 
splint ;  the  hands  of  an  a^slHtant  grip  the  limb  and  splint  about  the  knee.*  The  foot  in  its 
sock  is  fixed  by  taite  to  the  button  on  the  foot  piece  and  by  bandage.  Extension  is  being 
made  by  drawing  down  the  foot  piece  (and  foi>t)  in  its  slots.  The  screw  nut  would  then  be 
tightened  and  the  bandage  carried  up  to  the  fracture. 


In  fractures  of  the  tibia  or  fibula  only,  without  displacement, 
no  splints  are  needed  ;  it  is  sufficient  even  at  first  to  place  the  limb 
in  a  soft  cushion,  and  tie  this  up  round  it.  Massage  should  be 
undertaken  at  once.  Union  of  the  fibula  takes  six  weeks,  of  the 
tibia  seven,  or  of  both  bones,  eight  weeks. 

In  compound  fractures  the  dressing  should  be  surrounded  by 
moulded  plaster  splints.  Injuries  to  vessels  are  specially  frequent 
complications  at  the  upper  part  of  the  leg ;  and  the  peroneal  and 
ant.  tibial  nerves  are  specially  liable  to  injury  in  fracture  of  the 
neck  of  the  fibula  and  of  the  tibia  respectively. 

Fractures  of  the  lower  ends  of  the  tibia  and  fibula.— 
Direct  violence  may,  of  course,  act  here,  but  the  tj^pical  fractures 
of  the  part  result  from  twists  of  the  foot  of  various  kinds,  jumps 
from  a  height  or  from  a  carriage  in  motion,  etc.,  bringing  indirect 
violence  to  bear  upon  the  malleoli.  Though  the  mechanism  differs, 
the  anatomical  results  of  inversion  (supination)  and  of  eversion 
(pronation)  are  much  the  same. 

Perhaps  the  commonest  accident   here  { I )  is  a  fraciure^  of  , 
fhvla  3  inches  above  its  lower  tip^  ^iue  to  exce^«jive  pressure  of 
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i^rEM':Q^=^.Ji^^^  iZ^^ 


iistraj^aluB  on  the  niuUenluH,  and  reco^iised  by  swelling,  t**nd€? 
iind  imin — the  Litter  increased  l»y  pi-tt^ning  the  fibula  hi»^h  up  tui 

the  ti  hwi— »nd  pi!«ii^ 
nlight  mobility  and  crrpiliis 
in  nitiving  the  foot. 

i2)  Next  cxirnes  Potfi, 
frtiHure  (Figs.  325,  32^ 
321*)t  tlw^  to  gri^ttt«T  Im 
similar  violence,  Thr  Hbuli 
in  broken  3  inches  up,  tl 
internal  malleolus  is  tor 
otV,  i>r  the  int4?rRiil  fAt^»r 
ligament  of  the  imkle 
tora  thitui^h.  The  fu 
is  inrirktHlly  evert*yl,  nn 
lifter  J  curried  iMR'kwiirdu 
well  ;  there  i«  it  hnllowovis 
the  fmcture  of  the  Jihuli 
^<\i*u  oblitenited  by  h!i*in«>r 
hage ;  the  inteiTial  malUr»la 
or  its  sharp  stump  pressoH  strcmgly  against  the  skin,  and  not ^ 
infreiiuently  cuts  itn  way  through,     (♦SVr  ttUo  jmge  1018,) 

(3)   Il^rely  tlie  fibula,   in   breaking  as  alx>vo»  carries  with  it  tlu 
fibular  margin  of  the  tibial  articular  surface*  and  a  fragment  of  Um^ 

to  wliich  more  or  le«e  of  the  interc* 
Heous  ligament  is  attached  ;  the  externa 
nialleoluH  can  ntjw  swing  out  away  3 
the  internal   malleoluH,   leaving  « 


Fig,  ajj.— JSiUn-r  s  irnUU'. 


ftiiil  of  Utv  ¥\h\\\tk  3  l«  9  lnelit»  up;   w)|]|  (tkj4iMH>iii<«nt   t«<-kwftnl«  ttMl  «>ut««Ml* 
Uicfvot 
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into  which  the  astragalus,  outer  edge  first,  can  ascend  (Dupu^trea's 
fracture).  The  foot  is  greatly  everted,  but  the  chief  feature  is  the 
increase  in  width  at  the  level  of  the  malleoli  [See  aho  page  1018.) 
(4)  In  catching  the  ht^l,  alighting  from  a  height  or  from  a 
carriage  in  motion,  the  leg-lxmea  tend  to  move  on  after  the  frnit  han 
been  arrested,  and  a  dishwation  backwarfls  of  thi*  fixit  is  likfly  to 
oc-cur  ;  sometimes  the  astragal ils  and  oa  calcis  carry  Ixith  mallet>li 
with  them  (Fig.  330);  the  heel  projects  markedly  ;  the  lower  end  of 
the  tibia  forms  a  prominence  in  front ;  the  tendo  AchilHs  is  stretched 


im 


^  ^> 


t.  r  f<iii««,  of  Ibe  Done«  fr* m  an   hM  ciU«  of 

i-HTj  broken  mid  catTit'^ I  Km  k  .\.i]  I- .  *>  Imw 

.  :   i  KUf  iocb  up.    The  MtrnK^alu-!  hi*  btn^n  dU- 

1.1  iU*^  iii^.t   (»0M^  tiav./  rtiUUMl  uutwarda  beneftUi  it,  lUtittbiiig  Ui« 

Liiiti»«tti>ii  bfk.^  ^4.;jt^  mt' d  tti«  ankk  ftud  souu  oth«r  juitite.    (Cluirifii; 

,.,..  :•.  .  uti,) 

and  the  astragalus  is  depressed  below  the  often  fractured  posterior 
edge  of  the  tii>ial  surface,  hence  the  toea  are  pointed  downwards^ 
The  displaced  mallei »li  can  l>e  felt. 

The  lower  epi|»li>  liiM  of  llie  lil»la  ossifies  in  the  second  year 
and  joins  at  18  or  19:  Sepamtion  uf  it  with  fracture  of  the  fibula^ 
or»  very  exceptionally,  with  reparation  of  the  lower  epiphysis  of  thw 
fibula^  almtist  roplacas  Pott*«  fnicture  in  the  young,  and  is  caused  by 
ainular  violence.  The  epiphysis  and  f<K)t  are  generally  dislocated 
backwards  or  l>ack  anrl  out,  while  the  diaphysis  tends  to  protrude,  or 
pnttrudes  in  fivmt^  Reduction  ha«  not  as  a  rule  been  dithcult ;  and 
in  compound  t^aMe«  the  result  has  l>een  gtxxl,  Bryant  thinks  that 
spraiuH  in  the  ytjung  may  oftrn  invulve  i*xj«*ening  uf  this  epiphysis 
and  that  getting  uliout  Um)  early  nti  the  foot  may  i-eault  in  indamma^ 
tioiu  impured  growth,  and  sliorteuing  of  the  limb. 
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le  ill- 
•—I 
|><   VI 

up.  ^^ 

Ini^^j  ■ .      I, 

Tj^ily    swctUng    mbtmi 


The  lower  e|»i|»li|M!i    af  ilie 

is  nirely  &e{.»iu-Ht'ed.     In  one  cam  »itp|raimtil 
epiphysitis  occurred.     Arrest  of  gnvwtii 
curvature  of  the  tibia  is  a  couetfivable  resialt. 

Treatmenl  of  fractnreM  qf  ihe  kjtrer  tmU  i 
the  leg-bw\e9. — In  all  eases  in  which  disln 
exists  it  must  lie  corrected  with  the  kni^  fullr" 
flexed   to  relax  the  t^ndo  A  chillis,     ^me  «rr 
very  difficult  to  overcome,  and  the  altcmpC  1 
do  so  has  been  almndoned  after  section  of  tl 
tendo  Achillis  had  failci^J-     But,  with  ^  ^ 
to  help  us,  failure  should  no  longer  b»' 
Most  of  these  deformities  from  unreducrti  fr 
ture  dislocations  have  been  operated  xiftin  *ftf 
many  months,  and  with  good  result :  they  wotil* 
be  eaniep  to  deal  with  after  the  early  extmir 
sation  has  subsided.     No  directionfl  can  be  la 
down  fur  such  ofjerations  ;  success  in  each 
tlepends  on  a  correct  appreciation  of   thi-  stall 
of  raattei-s  coupled  with  a  guod  deal  ©I  ingisiiiitf^ 
and  operative  skill, 

Ciises  without  deforraUy,  or  in  which  dr 
fonnity  has  been  reduced,  should  Ije  put  up 
with  one  or  other  of  the  splints  used  for  fr 
tureH  of  the  leg,  or  in  a  large  mass  of  cott«] 
wiK)l  firmly  bandaged.  In  cases  of  marke 
eversion  some  use  Dupuytren's  splint  (Fig.  ^I) 
This,  which  is  a  '*long  splint'*  in  miniatur 
should  1>e  padded  with  increaauig  ihicktieai  I 
the  knee  down  to  the  ankle;  here  thm 
should  be  thick  enough  to  permit  inrtnioii 
the  foot  without  contact  with  the  splint. 


splint  should  be 
fixed  l>elow  the 
knee  first;  then, 
the  defonnity 

being  undone,  the 
foot  should  be 
bandaged  to  the 
splint  as  shown. 
Home  first  bind 
the  foot  to  the 
splint  and  use  the 
latter  as  a  lever 
to  undo  the  de- 
formity —  brute 
force  inetead  of 
aktll 
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Fractures  of  the  bones  of  the  foot.— Fractures  of  bones  of 
the  foot  constitute  2*66  per  cent,  of  all  fractures.  Almost  all  arise 
from  direct  violence  (run  over,  falling  objects,  caught  between  spokes), 
or  great  indirect  violence  (falls  and  jumps  from  a  height) ;  rarely  one 
of  these  bones  is  broken  by  force  which  appears  quite  inadequate. 
By  crushing  force  any  or  all  the  bones  may  be  pulverised ;  but  the 
OS  calcis  and  the  astragalus  suffer  much  more  frequently  than  the 
other  tarsal  bones,  and  often  alone ;  of  the  metatarsal  bone  the  fifth 
and  first  seem  to  be  broken  more  frequently  than  the  central  three ; 
commonly  two  or  more  are  broken. 

Os  calcis. — This  bone  is  more  often  broken  than  any  other  tarsal 
bone,  usually  by  falls  and  jumps  on  the  heels  (Fig.  209).  Fracture 
from  this  cause  occurs  not  uncommonly  on  both  sides,  and  more  or 
less  comminution  often  results,  especially  of  the  inner 
side  upon  which  the  astragalus  chiefly  rests.  Some- 
times the  result  of  the  accident  is  a  transverse  verti- 
cal fracture  between  the  tuberosity  and  the  posterior 
astragaloid  surface.  In  this  case  the  fragment  is 
more  or  less  drawn  up  by  the  calf  muscles,  and  if 
the  fragment  is  a  long  one  the  arch  of  the  foot 
falls.  In  the  first  case — of  extensive  comminution — 
flattening  of  the  antero-posterior  arch  and  more  or 
less  e version  of  the  foot  are  common ;  the  malleoli 
are  nearer  to  the  ground,  and  the  os  calcis  feels 
widened ;  the  heel  may  appear  lengthened  or 
shortened,  if  a  piece  is  displaced  upwards.  Swelling 
soon  comes  on,  more  or  less  limited  to  the  region 
of  the  OS  calcis.  Crepitus  is  sometimes  very  obscure.       j,j,  ^^^  _Dupuy- 

Forcible  inversion  occasionally  causes  the  tense  trens splint. 
middle  band  of  the  external  lateral  ligament  of  the 
ankle  to  tear  off  a  scale  of  bone  which  can  be  felt  at  the  tender, 
painful,  and  swollen  spot.  Very  rarely  the  same  movement  forces 
off  the  sustentaculum  tali,  and  then,  the  middle  band  of  the  in- 
ternal lateral  ligament  being  detached,  the  os  calcis  rotates  out 
and  the  foot  becomes  everted.  A  good  many  cases  are  on  record 
of  avulsion  of  the  tuberosity  (ossifying  in  the  tenth,  and  joining 
in  the  sixteenth  year)  before  or  after  union,  chiefly  after;  dis- 
phicement  may  be  slight  or  great,  4  J  in.  in  one  case,  in  which 
it  persist^,  yet  the  patient  is  said  to  have  recovered  with  perfect 
use  of  the  limb. 

Treatment. — If  there  be  no  displacement,  elevation  and  ice  and 
then  a  plaster  shoe.  If  there  be  displacement,  flex  the  knee  fully, 
place  the  foot  carefully  at  90°  to  the  leg,  with  the  sole  so  that  it 
will  touch  the  ground  all  along  its  outer  lx)rder ;  endeavour  to 
restore  a  flattened  arch.  Plaster  over  wool,  if  there  be  much  swell- 
ing, makes  the  best  splint.  Avulsion  of  the  tuberosity  necessitates 
flexion  of  the  knee  and  extension  of  the  ankle,  a  position  which  can 
be  maintained  by  putting  a  slipper  on  the  foot  and  attaching  the 
heel  by  a  cord  to  a  broad  band  round  the  lower  end  of  the  thigh ; 
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or  the  fragment  may  Ije  pinned  on  to  its  proj 
of  the  sustentaculum  should  l)e  treated  in  a 
inversion.  In  bad  cases  some  eversion  and  : 
are  almost  certain  to  persist. 

The  astragalus  is  broken  by  similar  v 
It  may  be  comminuted,  especially  in  its  anterioi 
may  run  through  it  transversely,  longitudinal 
to  separate  the  tibial  surface  from  the  rest  of 
siderable  fragments,  particularly  the  anterior  ha 
with  more  or  less  of  the  bone  l)elow  it,  may 
even  through  the  skin  ;  more  or  less  dorsal  or  pi 
version  or  eversion,  results  according  as  the  fra 
or  forwards,  inwards  or  outwards.  On  the  otb 
be  comminuted,  and  yet  there  may  \ye  no  defo 
may  be  obtained.  Occasionally,  after  such  ar 
purative  inflammati(m  of  the  ankle  comes  on ; 
the  finger  discovers  the  fragment  or  fragme 
likely  to  l>e  followed  by  recovery  with  a  good  i 

Treatment  must  ])e  conducted  as  for  tl 
anaesthetic  is  likely  to  \ye  required  if  f ragmen 
they  cannot  be  reduced,  and  do  not  seem  lit 
may  be  left  for  removal  when  the  injured  tiss 
some  extent ;  ])ut  if  they  are  causing  deformi 
skin,  or  if  the  application  of  a  splint  would  e 
them,  they  must  Vh?  removed,  Much  care  m 
position  of  the  foot.  Pressure  over  a  mass  < 
l)est  way  of  controlling  swelling  and  fixing 
days  plaster  may  l)e  applied.  In  compound  < 
be  cleansed,  dislocated  fragments  removed,  and 
applied. 

The  metatarsal  bones  are  almost  alw 
violence.  Pain,  incrc^ased  by  pushing  towards 
sponding  toe,  mobility,  crepitus,  with  little  or 
signs ;  naturally  they  are  l>est  marked  in  the  f 

Tlie  phalanges,  more  commonly  than  t 
broken  by  crushes.  A  little  strapping  woun< 
or  gauze  in  a  comjK>und,  injury,  supplies  th 
adjac»*nt  toes  may  l)e  ust»d  as  splints. 

All  the  alK)ve  injuries  are  frecjuently  comp 
primary'  amputation  for  damage  to  soft  parts 
if  there  be  doubt  as  to  the  condition  of  anj 
whole  should  l)e  cleaned  and  wrapped  in  an  an 
it  is  clear  whether  the  suspected  parts  are  goii 
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OSTEITIS. 

The  same  changes  that  take  place  in  inflammation  of  other  structures 
occur  also  in  inflammation  of  bone.  Owing,  however,  to  its  density, 
the  same  exudation  and  multiplication  of  cells  cannot  take  place 
without  a  coincident  absorption  of  the  osseous  trabeculse ;  and  from 
the  intimate  relations  existing  between  the  bone  and  its  periosteum 
on  the  one  hand,  and  the  medulla  on  the  other,  both  these  structures 
are  necessarily  involved.  Periostitis  is,  tlierefore,  often  stated  to  be 
the  nature  of  the  disease  when  really  it  is  primarily  a  case  of  osteitis. 

Pathological  anatomy. — The  bone,  periosteum,  and  medulla 
become,  when  inflamed,  more  vascular.  Their  vessels  dilate,  and  exu- 
dation takes  place  into  the  connective  tissue  within  and  around  the 
bone.  The  Haversian  canals  enlarge,  capillary  loops  form,  and  the 
embryonic  cells  increase  in  number.  The  osseous  lamellae  are  also 
eroded  from  absorption,  forming  Howship's  lacuna*,  which,  communi- 
cating with  the  enlarged  Haversian  canals,  convert  the  compact  tissue 
into  large  irregular  spaces  similar  to  that  of  the  cancellous  tissue  of 
bone.  In  tlie  granulation  tissue  which  now  occupies  these  spaces 
are  found  a  large  number  of  multinuclear  cells,  called  **  osteoclasts," 
which  are  thought  to  produce  this  absorption  of  bone.  This  is  the 
condition  known  as  vvkrefyin%  osteitis. 

Meanwhile,  coincidently  with  this  rarefaction,  new  bone  is  being 
formed  in  the  outlying  parts  beneath  the  periosteum  and  in  the 
medulla.  The  small  nucleated  cells  which  take  part  in  this  forma- 
tion are  called  "  osteoblasts."  These  two  processes  of  formative  and 
rarefying  osteitis  are  at  first  constantly  going  on  together.  Sub- 
sequent changes  must  vary  with  the  conditions  which  produce  the 
disease.  In  favourable  circumstances,  the  in6ammatory  exuda- 
tion undergoes  resolution,  and  the  bone  returns  to  its  original 
condition.  If  the  irritation,  whatever  it  be,  has  been  long  continued, 
complete  resolution  does  not  take  place,  and  the  bone  remains 
larger  and  harder  than  it  was  before.  A  still  further  development 
of  this  latter  process  may  ensue,  and  the  osteitis  then  terminates  in 
8  8  * 
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eiiti'Oftclrrofiiis.  In  tills  condenBing  oateitia,  not  oalj  doai  new 
V>otie  form  b^neatlj  the  periosteum,  increasing  its  Mxe,  bat  tht 
granulation  tissue  within  the  Hfiveraian  canals  orgmnises  into  new 
horH%  tilling  up  tlie  spaces  which  had  been  previously  formed,  und 
prtrtly  obliterating  these  nan*ow  channels.  The  bone,  therefore^ 
becomes  flenser  aiul  harder  than  in  tlie  iionnal  condition,  and  may 
even  be  converted  into  a  tissue  as  dense  almofit  as  ivory.  If  Uie 
vessels  l>e  completely  obliterated,  the  death  or  necrcMiU  cif  a 
considerable  area  of  bone  may  take  place. 

Rarefying  osteitis  may  terminat*^  in  another  way.  If  the  irrita- 
tion  be  njore  acute,  the  granulation  tii<sue  may  form  pus.  Thin 
is  the  ordinary  teiinination  of  osteitis  around  a  piece  of  bcme 
already  dead,  as  will  b^f  describi^d  under  neenm^  and  in  cotnpowid 
fracture.  In  tuhei'culous  osteitis  of  cancelloun  tissue  the  aame 
softening  process  may  ensue,  pro*lucing  the  well-knowTi  rlir#alr 
abscess  of  b4>iif»  (]»age  891).  If  the  intlainmation  be  still  more 
acute,  and  tfie  intiltiiition  take  place  before  timt-  has  lieen  allowni 
for  the  abBoqjtion  of  bone,  the  vessels  in  tiie  Haversian  canals  niay 
be  compressed,  and  the  circuhition  arrested  over  a  considerable  ^rm 
of  bone,  causing  its  death.  This  is  one  of  the  ways  in  which  unit** 
ni^rrofiif^  arises  (page  876). 

Etiology. —injuries  of  various  kinds  are  the  most  common 
ing  causes  of  nsteitis,  such  as  fracture  ('simple  and  compound),  _ 
wounds,  ampiit4itionB,  contUHions,  and  bunii?.     Trivial  accidenta  in 
Hubject  already  predisposed  to  inflammation  of  )x>ne  may  gire  fim 
the   same   condition.      The   diseases   in  which    such    p 
exists,  apart  indeed  from  any  injury,  are  syphilis  and  tubercle. 
niatic   affections   also    give   rise   to  chronic  inflammation  of 
Subacute  osteitis  terminating  in  abscess  is  not  uncommon  dimiig 
convalescence  of  typhoid  fevet.      The  other  exanthemata,  such 
in  en  si  es  and  scarlet  fever,  are  often  forerunners  of  both  acute 
chronic  osteitis. 

Symptoms. — If  the  compact  tissue  of  bone  is  the  primary  sviat 
inflammation,  it  is,  as  a  rule,  a  more  or  less  chronic  afTection.  b 
ginning  slowly  and  insidiously^  with  obscure  dull  aching  pal 
are  wor^^ie  at  night  and  in  wet  weuther.     It  may  make  coi    .  .    ._ 
progress  before  the  patient  seeks  advice,  complaining  then  only 
per^stent  pain,  whicli  generally  comes  on  in  the  evening,  ^'  • -♦  ^ 
ting  over  a  fire  iir  after  he  has  liecorae  warm  in  lied.    On  exu 
of  one  of  the  long  lionee,  which  is  generally  the  part  oom| 
anfl  more  frefjuently  the  femur  or  tibia  than  any  otJier,  the 
Y*e  found  larger  than  its  fellow,  and  tender  on  pressure.    A  putj  t  ui 
of  the  shaft  in  its  length  is  generally  affected  ;  but  at  this  spoi 
whole  circumference  and  thickness  of  the  bone  appear  to  be 
At  the  margins  of  the  inflamed  area  the  enlargement  ta(ier»  olf 
the  nomnd  condition  of  the  Ijealthy  Ijone.     It  is  thus  esjsy  by 
ing  the  finger  and  thumb  down  the  sides  of  the  bone  fro>ua  om 
to  the  other  to  recognise  the  condition.     If  syphilis  be  the  caum, 
corresponding  bone  in  the  opposite  Hmb  may  be  similarlj 
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and  tender ;  but  it  is  scarcely  likely  to  be  of  exactly  the  same  size, 
nor  is  the  enlargement  likely  to  be  in  exactly  the  same  part  of  the 
shaft.  Other  bones  may  also  be  affected.  Except  in  the  case  of 
wounds  and  compound  fractures,  the  soft  parts  are  not  involved  in 
the  inflammation.  On  the  inner  surface  of  the  tibia,  where  the  bone 
is  quite  superficial,  there  may  be  some  slight  oedema  and  '*  pitting  " 
on  careful  pressure. 

In  the  diagnosis  of  osteitis  from  tumours  of  bone,  it  may  be 
observed  that  the  endosteal  growths  are  generally  more  globular  in 
outline,  whilst  the  periosteal  scarcely  ever  completely  surrounds  the 
shaft.  In  both  forms  of  tumour  the  ends  of  the  long  bones  are  the 
parts  most  frequently  affected,  and  more  than  one  bone  is  not  likely 
to  be  involved.     {See  page  907  et  seq,) 

Treatment. — Iodide  of  potassium  in  gradually  increasing  doses, 
five,  ten,  or  even  fifteen  grains,  three  times  a  day,  should  always  be 
at  once  tried.  In  most  cases  this  drug  gives  instant  relief  to  pain  in 
the  early  stages  of  chronic  or  subacute  osteitis.  The  more  nearly  the 
inflammation  approaches  the  acute  type  the  less  likely  is  it  to  give 
relief.  In  these  cases  especially,  if  accompanied  by  any  febiile 
symptoms,  an  incision  should  be  made  through  the  periosteum  over 
the  centre  of  the  swelling,  and  the  trephine  applied.  If  the  swelling 
be  long  and  fusiform,  without  any  definite  spot  of  acute  tenderness 
on  pressure,  a  groove  may  be  made  in  the  bone  with  a  gouge,  and 
deepened  till  the  medulla  is  reached.  Even  if  no  pus  is  found,  relief 
may  be  obtained,  and  the  bone  subsequently  return  to  its  normal 
condition.  Suppuration  and  necrosis  may  sometimes  in  this  way  be 
avoided.  In  the  more  chronic  cases,  and  especially  where  syphilis 
is  likely  to  be  the  cause,  iodide  of  potassium  must  be  pushed  and 
persevered  with  for  some  weeks  or  months,  and  mercury  in  some 
form  should  be  added  if  the  former  drug  fails  to  reduce  the  swelling 
and  relieve  the  pain. 

PERIOSTITIS. 

Three  varieties  will  be  described,  namely;  (1)  Simple  acute 
periostitis ;  (2)  acute  difluse,  or  infective,  periostitis ;  and  (3) 
chronic  periostitis. 

1.  Simple  acute  periostitis. — This  trouble  may  arise  from  an 
injury, such  as  a  blow.  Syphilis  also  gives  rise  to  periosteal  nodes,  which 
are  sometimes  quite  acute.  Tubercle  may  also,  in  rare  instances,  be 
responsible  for  some  softening  nodes  on  the  shafts  of  long  bones, 
but  is  generally  then  an  accompaniment  of  a  tubercular  osteo- 
myelitis. Acute  articular  rheumatism,  typhoid  fever,  measles,  and 
scarlet  fever  are  also  sometimes  followed  by  an  acute  periostitis. 

Patholog^ical  anatomy* — The  periosteum  is  swollen  and 
vascular,  easily  separable  from  bone  beneath,  and  infiltrated  with 
inflammatory  products.  In  favourable  circumstances  the  parts 
involved  may  return  to  their  normal  condition ;  but,  on  the  other 
hand,  suppuration  may  take  place.  The  abscess  which  fonns  has  less 
tendency  to  burrow  far  before  making  its  way  through  the  fibrous 
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liiyer  of  the  periosteum    than  in   the  case  of  Hie  diffaiw  form 
penostiti8.     The  cavnty  may  heal  ns  soon  as  the  ]>U9  U  i 
or  a  small  |x>rtion  of  the  com^MiAt  tissue  of  tlie  bone  may  ili«  oail  1 
removed  by  exfoli&tioti. 

Sjrmpioiiift* — Thf»  patient  complains  of  jmin,  which  is  woiw  «! 
night  than  during    the    day  ;    and  on  exaniinHtioii  of  tbn  pftiolti 
jiHit^  ail   acutely    tender   swelling   is   found  over  one  of  die 
superticial  bone«,  such  tm  the  tibia.     It  will  be  fixed  to  < 
of  the  bone,  which  tiv^U  l^e  free  from  any  general  enlargemtfnt,  4a3Leffft 
at  this  spot.     The  temperature  may  be  raised,  but  not  to  ajiy  j 
extent,  and  the  general  constitutional  disturbance  i.s  of  a  mild  typ^ 

Trealment*^ — If  syphilis  be  the  cause^  iodide  of  potasanm 
proliably  give  immediate  relief.     In   other  '?ases  rest  in  tf 
iiTTit  position  is  the  tirst  and  mo6t  essential  point  in  the 
of  the  indammation.     Hot  fomentations  should  be  applied^Miid 
quently   changed.     Leeches   are   undoubtedly   of    service,   hm%  aiv 
objectionable  if  an  incision  has  subsequently  to  be  madey  for  thigj 
iii^  liable   to  produce  wound  infection.     A  spare  di«?t  and 
purge   complete   the  treatment   for   tlie   early   stage   in  a 
person.     If  the  swelling  steadily  incraases  and  the  pain  as 
an  aseptic  incision  should  be  made  down  to  the  bone  htim 
pu  ration   has  taken  place.     Careful  aseptic   or  anti^epttc   dr 
should  then  lie  employed,  to  lessen  the  risk  of  a  sabsecjoent 
If  typhoid  fever  or  any  other  exhausting  iltnea  tie  l^e  caiiM  of 
trouble,  a  generous  diet,  stimulants,  and  tonics  wiU  be 
provided,  of  course,  the  original  fever  has  passed  avaj. 

2*  Acute  diffose  (infectiTe )  periostitis,  or  acnte  i 

The  latter  name  is  more  gene  rally  use<K  ii*  necrofdsin^mriabljri 
and  there  is^  as  a  rale,  osteomyelitis  as  well  as  periostitis^     Tliliil| 
most  dangerous  disease,  and  requires  prompt  and  energelie  i 
if  limb  and  life  are  to  be  saved. 

Pntliol^Sicttl  aimtaBBjr. — ^The  long  bones  of  th« 
are  more  frequently  affeoted  than  any  other  parts  of  like 
Vk  hil.*«t  the  flat  bones  are  very  rarely  attacked.     It  is  alao 
common  in  the  lower  than  in  the  upper  eJttremity. 
the  epiphysial  line  at  either  end  of  a  long  Ijone,  such  as  tlie  lUita,  Ir' 
an   inflammatory   effusion    Ijeneath   the   peri«>(teQia,  tt   mpidly   tcr^ 
minates  in  suppuration.     The   pus   thus   formed  tynmiiii  Uk 
wide  lietween  the   periosteum  and  the  boftcv  and  oiilMa  i 
incision  be  made,  may  stretch  from  one  epiphysis  lo  Ife  eri 
completely  encircle  tlie  circumference  of  the  bone. 

Coinciden tally  with  this  lormataon  of  pna  beoeatli  tW| 
an  extensive  suppurative  oete^wiyelitis  may  tmke  J^bei^  IW  tl 
lion  within  and  without  tbe  bom  being  Erectly  eoatnnmae  al  1 
epiphysial  line.    The  prooess  tlins  begmi  steps  at  tlie  ttead  < .  .  , 
but  it  will  result,  if  the  suppuration  be  aa  exleiiiive  aa  d>em>wd 
alK»ve.  in  the  total  necroats  oC  the  shaft.    Iiitenuediate  tlagea  b^ 
tlits  and  the  mere  exfeliatioii  of  a  poition  of  tlie  ooctex  need  na 
lie  dt*«crilied,  as  tlie  subject  will  be  again  ootisid^reil  wulcr  Ns 
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Dead  bone. 


Iiivagiuutiiy; 
rtheath  oi 
new  bone. 


(page  884).  The  periosteum  separated  from  the  shaft  begins  to  throw 
out  newlione,  whilst  the  pus  makes  its  way  through  several  apertures 
to  the  surface.  The  new  bone  is  called 
the  inyaginating  sheath,  whilst  the  aper- 
tures are  spoken  of  as  cloaca^.  This 
disease  sometimes  attacks  the  epiphysis 
itself,  and  extends  to  the  joint  instead 
of  spreading  along  the  shaft.  In  that 
case  a  purulent  synovitis  as  a  rule,  ensues, 
with  all  the  dire  consequences  of  a  sup- 
purative ai-thritis,  which  is  descril^ed  in 
the  article  on  Diseases  of  Joints 
(Art.  XXXIII.).  It  is  mre  for  both 
the  diaphysis  and  the  epiphysis  to  be 
involved  at  the  same  time,  but  it  does 
sometimes  occur  (Fig.  332).  Pyremia 
may  arise  from  septic  emboli,  but  it  is 
not  so  frequent  as  in  primary  diffuse 
osteomyelitis.  The  means  by  which 
Nature  rids  itself  of  the  dead  l>one  will 
be  described  under  Necrosis  (page  884). 

Xtioiogy. — Little  is  as  yet  known 
for  certain  as  to  the  exact  cause  of  this 
most  interesting  disease.  It  is  known 
to  be  an  acute  infective  disease,  and 
believed  to  ))e  due  to  the  invasion  of 
pyogenic  organisms,  which  must  in  that 
case  be  supposed  to  act  with  a  special 
virulence  and  through  the  blood.  Or  it 
may  lie  that  the  vitality  of  the  tissues 
is  lowered  by  some  local  and  trivial 
injury,  and  unable  successfully  to  resist 
the  invasion.  By  experiments  on  ani- 
mals it  has  been  shown  that  a  simple 
fracture  may  l)e  made  to  suppurate  by 
feeding  the  animal  on  putrid  meat.  The 
disease  is  most  common  in  young  and 
growing  boys  between  eight  and  eighteen 
years  of  age.  Some  slight  injury  appears 
oftentimes  to  be  the  immediate  exciting 
cause,  but  it  is  frequently  so  slight  as  to 
have  been  scarcely  noticed,  and  may 
even  be  entirely  forgotten.  Those  that 
mce  rather  feeble  and  delicate  or  ill- 
ncmriahed  seem  more  liable  to  be  at- 
tftoked  tlian  ihe  strong  and  healthy. 

0fHipt#BU« — Shivering,  or  even  a 
^witha^imatineol  102'' to  104'' 

General 


1^ 
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?ig.  382.— Acute  Necro- 
8ia  of  a  Tibia  in  which 
both  tlie  Diaphysis 
and  lower  Epiphysis 
have  been  involved, 
with  consequent  de- 
stmction  of  the  Ankle 
Joint.  (St.  Thouiaii's 
Hospital  Museum,  No. 
531.) 


878 


DISEASES    OF   BONES, 


itialttise,  headmchei  loas  of  appetite,  and  even  vomiting  and  f^-^-^— -t,l 
may  also  \m  present     For  a  time  the  patient  often  makes  no  • 
of  any  local  trouble^  and  is  thought  to  he  sickening  for  s< 
Hpecific  fever*     In  a  day  or  two,  however,  the  doctor's  atT 
lirawn  to  an   acutely  tender  and  swollen  jjart.     A  diftic 
arise«   as  to  whether  this  is  due  to  acute  rheuniatisuv  <^f^^ 
acute  ditTu»e  periostitis,     Cttlh$lUiit  may,  iis  a   ruJe,  he   e\ 
there  be   no  wound  of  the   surface  for    the    entrance    of    ; 
organiHins  ;  and  if  there  he  such  a  wound,  the   intlaminAtt<m 
spreads  in  all  directions,  beyond  the  next  joint  and  over  ttie  j 
ing  l»one.     The  tender  swelling  in  the  disease  now  under  connid 
tion  is  likely  to  be  situated  over  the  end  of  one  of  the  1on|g 
such  aw  the  tibia,  and  thei^efore  near  a  joint.     In  ncuit*  rh 
the  joint  will  prolmbly   l>e  in  the  centre  of  the  dwelling,  aod  en* 
than  one  joint  is  likely  to  l>e  involved.     In  acuU  difftme  f)mo^\i\M 
the  centre  of  the  swelling — in  the  early  stage,  at  any  rate — will  " 
either  above  or  below  the  joint.     IHore  than  one  bone  in  ajuo  imrrl| 
attacketl  at  the  same  tinie^     If  thei^  be  any  doubt,  an  anamUia 
should    be   given,   unci    deep    fluctuation    sought    for    in    the 
manner.      An   exploratory   incision   may    also    be   made   if 
antiseptic  precautious  be  taken,  and   is  far   safer    treatment 
lei*ving  the  oaiie   in  doubt,  and   possibly   finding  at  the  luext 
that  the  swelling  has  extended  some  distance  up  the  shall 
sionally,  too^   under  the  antesthetie^  it  will   be  found  on   hand 
the  liiub  tliat  separation  has  taken  place  V>etween  the  epiphysis 
the  shaft 

Trealineni* — As  nl ready  suggested,  early  and  free  inciaioits  \ 
here  impenitivcly  neetled  to  nave  the  patient  from  necrosis  of 
whole  nliaft.     It  is  far  Ijetter  to  have  made  an  unneccH^^ary  explo 
tory  incision  than  to  be  a  day  t'O'*  late  in  giving  relief  to  pu* 
up  lieneath  the  perioHteura.      Fmm  the  severity  of  the  const  \ 

symptoms  and  the  preseuce  of  a  local  swelliug,  eoupletl 
absence  of  any  other  ex[»lanation  to  account  for  the  patitmi't  c^pti- 
dition,  it  would  be  criminal  not  to  give  him  the  chance  even  in  a 
doubtful  case  of  arresting  the  progi'ess  of  tlii*^  acute  infective  dis#^H>*ai 
An  incision  haWng  l>een  made  aiid  pus  found,  the  opening  should  he* 
enlarged  ho  as  to  ]iermit  a  comjilete  and  thorough  examination  wiUi 
the  operator's  finger. 

The  extent  to  %vliieh  the  Ix jne  is  alre^y  denuded  of  its  periosteti 
can    thus    l>e    accurately   estimated,   and   the  oj>i>ort unity  takpti 
making  openings  in  the  best  possible  position.     The  incisions  sho 
be  long  and   in  the  axis  of  the  limb.      W'ide  gaping  nf  the 
takt^s  place,  which  makes  the  iiitr*iduction  of  adminage-tui»euni] 
sary^  except  wliere  muscles  have  hud  to  be  divided,  and  tend  to  0« 
lap  or  fill  up  the  tleej>er  part  of  the  wound.     After  Uie  c^irtty  [ 
l}een  thon>ughly   washed  out,  a  copiims  antiseptic  dreflsing 
con%'enient  splint  are  applied.     The  jiatient  is  at  once  reliflvadfi^ 
pain,    and    the    teitii^erature   falls.      Freijuent   dresaiugs   ami  f 
incisions  may  from   time   to   time  be   necraaary,  according  lo  %h^ 
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progress  of  the  case,  which  may  be  estimated  so  far  as  these  points 
are  concerned  by  the  temperature  and  the  amount  of  discharge. 
If  a  joint  becomes  involved,  it  must  be  treated  in  the  same  way, 
by  free  incisions. 

The  general  condition  of  the  patient  must  not  be  neglected.  A 
most  trying  and  exhausting  illness  is  before  him.  It  is,  therefore, 
necessary  to  support  his  general  health  by  a  generous  and  easily 
assimilated  diet.  Stimulants,  as  a  rule,  are  advisable,  and  morphia 
at  times  may  be  given  to  allay  pain  and  lessen  the  irritability 
which  is  so  commonly  seen  in  this  disease.  Amputation  may 
have  to  be  considered,  especially  where  a  joint  is  involved,  and 
the  patient  shows  signs  of  sinking  from  the  severity  of  the  strain 
which  is  necessarily  thrown  upon  his  vital  powei-s.  The  absence  of 
sleep  and  inability  to  take  freely  of  nourishment  are,  as  a  rule,  the 
indications  which  warn  the  surgeon  of  the  impending  danger.  The 
occurrence  of  pyaemia  may  also  necessitate  amputation,  as  by  that 
means  the  source  of  further  septic  emboli  in  removed. 

The  extraction  of  dead  bone  resulting  from  this  disease  can  only 
be  accomplished  when  it  has  become  detached  from  the  living,  and 
is  lying  loose  in  its  periosteal  shell.  The  mode  of  8e|)aration  and 
the  method  of  removal  will  be  described  under  Necrosis  (page  887). 
There  is,  however,  one  exception  to  this  rule.  In  cases  of  total 
necrosis — i.e.  the  death  of  the  whole  circumference  of  a  long  bone, 
ft  condition  which  has  probably  been  estimated  by  the  surgeon's 
finger  at  the  first  examination — the  dead  part  may  be  twisted  oft' 
from  the  epiphysis  without  waiting  for  the  invaginating  peri- 
osteal sheath.  It  is  not  necessary,  or  in  all  cases  advisable,  to  do 
this  at  once,  for  it  is  better  in  the  case  of  the  femur,  which 
has  no  parallel  bone  to  maintain  the  length  of  the  limb,  to 
wait  to  see  how  the  patient  stands  the  exhausting  nature  of 
'his  illness.  If  it  is  clear  that  he  will  have  a  hard  battle  for 
life,  and  especially  if  it  be  the  tibia  or  fibula  which  is  involved, 
subperiosteal  re-section  should  be  undertaken.  If  the  whole 
length  of  bone  has  been  bared  of  its  periosteum,  it  may  be  sawn 
across  in  the  middle,  and  each  end  removed  by  twisting  it  off 
from  the  epiphysis.  If  total  necrosis  has  affected  only  one  end  of  the 
diaphysis,  the  saw  is  applied  at  the  junction  of  the  dead  and  living 
bone,  and  the  necrosed  part  removed  from  the  epiphysis  in  the  same 
manner.  The  discharge  will,  in  suitable  cases,  at  once  diminish, 
and  the  patient  be  relieved  from  a  very  serious  di*ain  upon  his  con- 
stitutional powers.  Means  must  be  taken  to  maintain  the  length  of 
the  limb  by  extension,  and  new  bone  will  form  of  equal  strength  to 
that  which  has  been  removed. 

3.  Chronic  periostitis. — Simple  uncomplicated  chronic  |>erios- 
titis  is  rare  except  in  syphilis,  but  as  a  part  of  a  general  osteitis  it  is 
common  enough.  (Osteitis,  page  873,  and  Syphilitic  Diseases  of 
Bone,  page  892.)  As  regards  the  diagnosis  of  chronic  periostitis 
from  osteitis,  the  enlargement  involves  only  the  surface  of  one  aspect 
of  the  bone,  whilst  in  osteitis  the  whole  thickness  of  the  bone  should 
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be  increoiied.     The  intUmmatory  exudation  takes  placA  tNam 
penosteum,    and    slowly    develops   into    new    bone,  which    tniij 
arrantfed  in  layers  panillel  to  the  smface  or  in  notlulatwi  triji 
The   former  eventually  becomes  sclerotic,  as  in  conii«nstng  nutoitii 
Wht^n  the  latter  *ussunm  definite  size  and  outline,  tbey  are 
times  called  osteophi/tes,     Thist  condition  is  seen  round  old  rb^uu 
joints,  or  in  the  disease  generally  known  its  osteo- arthritic. 

Beneath  a  clironic  ulcer  of  the  lt*g,  «.  thk 
layer  of   bone   {Fig.    333)    may    bo    prodticvjl 
upon    the  surface  of   the  tibia.      ThU   woali" 
apjif^ar    to  arise   from   niinple    irritation  ;    h\ 
at     the    mine    tiuu?   it    in    mort>    e<»ni!nun 
sy[>hilitic    subjects    and    in    a    bone    that 
ah-eady  affected  with  a  [general  oHteoscleroiaii 
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OSTEOMYELITIS. 

OsttN  liny f litis  is   an    inflaininaiion    of   the 
medullary  canal  and  of  tfte  ti^KUtt  lining  tb« 
cancellous  part*f  of  Ixjne,     It  may  Iw  dividtidj 
iuto     iicute     and     chronic     OHtiM)myelitis 
which     the    former    baa    two    very     dUtinct" 
Varieties, 

1,   Simple  acute  osteomyelitis  <^Kxnrm| 

most  fi>'tju*MUly  after  some  detinite  injunfi' 
such  as  a  fi-acture  (simple  or  cfunfiound), 
>^unshot  wounds,  and  after  amputation*  It 
may  also  take  }iart  in  a  general  OHteilin^  a^ 
previously  desicriljed.  The  inflammatory  ex* 
ndation  in  the  tissue  of  the  uiedullary  can«'^ 
may  undergo  the  same  change;^  as  in  oUit 
partH :  namely,  resolution,  suppuration,  an 
orgaiiiBation.  In  this  simple  variety  of  oHt 
my  el  it  IK  the  inflammation  is  local  and  dc 
not    spread,   and    is,   tlierefore,    pro)-  t 

due  to  any  infective  organ isitL      For  ^  ; 

in  simple  fracture  it  fornis  the  interna      ^      -, 
which   is  again   iH^absoiUNl.      In   an    iui   iTi-j 
tion  a  Hiniple  oste^nnyelitis  clo4%es  the  meduli 

lary  canal,   and  in  doing  so   may  cause  a  very  small  and  limited^ 

necrosis. 

There  are  no  special  Bymptoms  or  treatment  to  detail  ap*ri  frym 

that  of  the  iiarticular  injury  in  which  it  occurs. 

2.  Acute  diffuse  or  infective  osteomyelitis  b  a  moot  m 

and  oft^n  hiin]  disease.     As  an  aciompai)inient  of  acute  difiiiM 
Btitiiii  or  acute  necrosis,  ithan  ahvady  l>e4^n  ilencrilM'd.     It  now 
for  us  to  mention  those  east's  in  which  the  in  Hani  mat  ion  m 
tbe  medtdlary  canaU  apart  from  tba  more  gijueral  ditfuae 
]»reviously  described. 


oviil    fjiiint'nff 

of  the  IvK*      I 

fUtiurhtcc.   (St    I  hoi! 


OSTEOMYELITIS. 


881 


Pathological  anatomy  and  letiology* — After  amputation, 
compound  fractures,  and  gunshot  injuries,  it  was  in  former  times  of 
fairly  frequent  occurrence.  It  has  now  become  comparatively 
rare ;  and  this  improvement  must 
be  undoubtedly  attributed  to  the 
antiseptic  treatment  of  wounds. 

The  open  medullary  canal  lying 
exposed  in  a  suppurating  wound  be- 
comes infected  with  the  same  or- 
ganisms :  namely,  the  i)yogenic  bac- 
teria, which  have  given  origin  to  the 
suppuration  of  the  wound  or  stump. 
Decomposition  of  pent-up  discharges 
in  an  irregular  and  lacerated  wound 
undoubtedly  facilitates  the  growth  of 
these  organisms.  The  ptomaines  of 
the  putrefactive  bacteria,  if  these 
be  present,  injure  the  vitality  of  the 
surrounding  tissues,  and  so  lessen 
the  resistance  to  the  pyogenic  or- 
ganisms. (iSee  page  25.)  The  disease 
thus  started  in  the  medullary  canal 
may  spread  throughout  its  whole 
length,  and  the  products  of  this  in- 
flammation finding  no  outlet,  and 
confined  within  bony  walls,  may  so 
arrest  the  circulation  as  to  cause 
necrosis  (Fig.  334).     (See  page  885.) 

This  condition  is  also  specially 
prone  to  give  rise  to  embolic  pyaemia, 
for  the  veins  within  the  medullary 
canal  are  unable  to  collapse  and  assist 
in  the  formation  of  an  adherent  and 
healthy  thrombosis. 

Symptoms* — Deep-seated  swell- 
ing of  the  soft  parts  covering  the 
bone  affected,  whilst  the  skin  remains 
almost  in  its  natural  condition,  severe 
dull  aching  pain,  and  much  tender- 
ness on  pressure  are  the  chief  local   ^Y'  334--Necro8i8  of  stump  from  infec- 

»        .  /.     1         1.      1  ^^^^      OsteomyelitiH.       (St.     Thomaa  >» 

Signs.     An  increase  of  the  discharge      Hospiui  Museum,  No.  577.) 
from   the    wound    or    stump,    which 

has  become  offensive,  is  also  likely  to  occur.  If  the  bone  is 
exposed  and  capable  of  examination,  the  periosteum  will  be  found 
swollen  and  easily  separated  from  its  attachment.  The  bone 
itself  when  visible,  as  in  the  case  of  the  skull,  will  be  dry,  yellow, 
and  dead.  If  a  probe  can  be  introduced  into  the  medulla  it  will 
encounter  no  resistance,  and  no  bleeding  will  be  produced  till  healthy 
marrow  be  reached.    But  the  constitutional  symptoms  of  an  infective 
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osteoinyeliiiH  are  the  moat  important,  and  lead  to  a  careful  t.*xjitnbiA- 
tioTi  for  the  local  signs  alx)VtT  enuiiienited,  8hoi*tiy,  they  are  ti»<i«r  ol 
septicjemia  and  pyjt*aiia,  A  man  who  has  had  a  ooniijound  fmotwrr, 
or  whose  leg  has  been  removed  by  auiputution,  may  show  higi\&  of 
septic  poisoning  by  a  high  tennK-mtiir<f  with  conaidprabl     *  itjtiug^ 

pit>fuHe  sweats,  and  niucli  liepression.     The  surgeon   ii  i^joki 

for  some  explanation,  and  if  lie  finds  the  local  condition  l^efore 
desciabed,  be  at  once  suspects  the  jiresence  of  oiiteoniyelitia.  Sbotdtl 
a  rigor  take  place  with  a  temperature  of  105*^  Fnlir,,  he  fetdaconvinc^fl 
that  such  is  the  case.  But  even  without  this  last  evidf^nce  of  geuoral 
infection,  the  continuance  of  septic  poisoning  for  a  few  clays  wottld 
induce  him  to  open  the  wouufl  and  examine  the  l>one  in  the 
detailed  under  treatment.  If  thiti  is  not  done,  and  the  cft«e  h» 
of  ostecunye litis,  the  fever  will  continue,  the  rigors  may  Ix*  n[ 
and  the  j:»atient  will  die  of  exhaustion  from  septic  poisoning  or  th« 
metastatic  abscesses  of  embolic  pyannia, 

Trrfiliii«'iit*^ — Such  a  couditiou  ought  not  to  arise  under  our 
present  method  of  dressing  wounds.  It  is  now  haj>pi]y  rmre,  and  mill 
become  still  rarer  as  the  principles  of  aseptic  and  antiseptic  burger}*  ore 
more  and  more  enforcetl  U|»on  the  younger  generation  of  prmctitiooivi. 
If,  however^  it  has  arisen,  an  it  must  do  sometimes,  notwithstanding 
all  precautions,  especially  aft^r  gunshot  injurie-a,  or  a  suspicion  m 
entertained  that  osteomyelitis  may  be  the  cause  of  tlte  patient'l 
condition,  then  the  bone  must  be  thoroughly  ex|x>fled  and  exjkmiii< 

If  the  periosteum  and  the  medulla  be  iu  the  coadition  alio' 
descril>ed,  amjiutation  above  the  seat  of  injury  should  bi*  ml 
once  performed*  A  difference  of  opinion  might  lie  entc^rtained 
as  to  whether  it  is  necessary  to  amputate  above  tbe  leg  in 
osteomyelitis  of  the  lower  third  of  the  tibia,  Tliose  who  believe 
that  the  whole  bone  should  be  removed,  if  it  can  Ije  safely  done, 
wouhl  aTiiputate  at  the  kiiee-joint  or  through  the  thigh*  On  the 
other  hand,  it  is  quite  [lossible  that  an  amputation  tlirough  the  upper 
third  of  the  tibia  would  l»e  aljo^e  the  highest  extension  of  tbe 
osteomyelitis  ;  and  if  that  is  found  not  to  be  the  cit^e,  tlir  m<?duik 
may  l»e  eUectually  scraped  with  a  sharp  spoon  till  healthy  tissuf*s 
reached,  and  the  cavity  treated  with  iodoform  powder.  In  the 
of  infective  osteomyelitis  of  tlie  femur,  an  amputation  at  the  hip-joint 
would  y*e  almost  necessarily  fatal,  and,  therefore,  amputatioa  high  up 
in  the  shaft,  and  scraping  ovit  of  the  remaining  medulla  if  it  121 
found  to  be  diseased,  would  be  the  liest  line  of  treatment*  Tht 
removal  of  the  suppurating  medullary  tissues  by  scraping  has  lieea 
very  successful,  pi*ovided,  of  course,  pyaemia  has  not  Vjeen  already 
firmly  establisfied.  It  is,  therefore^  pix>bable  that  with  imrrv^mieii 
experience  this  method  of  treatment  will  be  preferred  t<)  a  high  am- 
putation, even  when  tbe  patient's  condition  admits  of  its  sucoessful 
performance. 

3.  Ohramc  osteomyelitis  rnkm  place  most  frequently  in 
junction  with  chronic  osteitis  and  p?rii>stitis.     It  leads  to  a  gradoal 
narrowing  of  the  medullary  caual^  and  the  bone  undergoes  tlie  aaiue 


I 


I 


EPIPHYSITIS.  883 

changes  as  in  osteosclerosis.  {See  page  873  and  Fig.  342.)  There 
is  a  tubei'culous  variety  of  osteomyelitis  which  is,  as  a  rule, 
chronic  or  sub-acute  in  its  progress,  and  often  terminates  in  the 
so-called  "chronic  abscess  of  bone."  This  will  be  described  under 
Tuberculous  Disease  of  Bone  (page  889). 

EPIPHYSITIS. 

Acute  epiphysitis  is  an  infective  disease  of  the  same  nature 
as  that  already  described  under  acute  necrosis  and  acute  osteo- 
myelitis, occurring  in  the  epiphysial  end  of  a  long  bone  frequently 
opening  into  the  adjacent  joint,  but  rarely  extending  along  the 
shaft.  Many  of  the  cases  recorded  by  T.  Smith  as  *^  acute  arthritis 
of  infants"  were  cases  of  this  disease. 
(See  also  Article  XXXIII.,  on  Diseases 
OF  Joints.) 

Patholo§:y  and  tetioloio^.  —  In 
most  instances  it  is  impossible  to  trace 
the  origin  of  the  infection.  In  babies  a 
few  weeks  old  it  might  possibly  arise  as 
a  pyiemic  process  during  the  separation 
of  the  umbilical  cord.  In  older  children 
the  ulcerated  throat  of  scarlet  fever  or 
diphtheria  may  in  a  similar  manner  give 
rise  to  this  affection.  It  must  be  re- 
membered that  in  acute  necrosis  and 
osteomyelitis  we  are  often  unable  to  trace    fik.  s3o.— Acut«   Epiphj-sitia  of 

the     source     from     which     infection    has        Femur  opening  into  knee  Joint. 
_,  ,  ,  From  an  infant  one  month  old. 

arisen.      There  does  not  seem  to  be  any      (From  st.   Thomas's  Hospital 
clear  reason  why  this  disease  should  be      ^"^'"™'  ^'^-  ^-  > 
separated  from  those  just  named,  except 

that  its  occurrence  is  almost  confined  to  infants  and  young  children. 
The  acute  inflammatory  infiltration  may  involve  the  whole  epiphysis 
and  cause  its  necrosis.  It  may  spread  across  the  axis  of  the  bone, 
along  the  epiphysial  line,  and  cause  the  separation  of  the  epiphysis 
from  the  shaft.  Pus  may  open  laterally  through  the  periosteum,  with- 
out involving  the  joint ;  but  in  certain  joints,  e.g.  the  hip,  it  must 
necessarily  also  in  doing  so  make  its  way  into  the  articulation.  The 
pus  may  open  through  the  articular  cartili^e  directly  into  the  joint 
(Fig.  335),  or  extend  some  distance  into  the  medullary  canal  of  the 
shaft.  On  the  other  hand,  it  occasionally  works  its  way  along  the 
surface  of  the  shaft  away  from  the  joint. 

Symptoms. — The  mother  first  notices  that  the  child  keeps  one 
limb  absolutely  at  rest,  whilst  the  others  are  thrown  about  in  a 
normal  manner.  On  examination  an  extremely  tender  swelling  is 
found  close  to  one  or  other  joint  of  that  limb.  In  the  first  instance, 
the  joint  is  itself  not  involved,  but  may  rapidly  become  so  in  the 
course  of  a  few  days.  The  centre  of  the  swelling  is  over  the 
epiphysial  line  of  one  of  the  bones  forming  the  articulation,  and  is, 
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as  a  rule,  most  marked  on  one  j^ide^  although  the  whole  tm^smht' 
ence  of  the  limb  at  this  spot  may  be  swollen  mid  tender. 

AVLil^t  moving  the  limb,  gratin>^  may  be  felt  or  Uteml  looliitsly 
discovei-ed.  Sepamtion  of  the  epiphysis  fmm  the  ihaft  woald  tlifli 
be  known  to  have  taken  place. 

The  constitutional  sy^nptoms  are  severe,  and  are  t)io«e  of  aeiilit 
septic  [K)isoning^. 

Tri'iilineiit* — No  time  should  be  lost  in  makini^  aa  uidsion  down 
to  the  Iione  in  the  centre  of  this  swelling.  To  wait  for  dnoliaslioii 
IB  to  run  a  risk  of  the  pus  o|>ening  into  the  joint  For  thoao  emam 
in  which  the  joint  is  already  involved,  the  rejider  in  r^wncd  to 
the  article  on  DisEAfUfiH  of  Joints  (Art^  XXXIII.)-  The  usoal  aiii«p^ 
or  antiseptic  dressings  should  be  applie<L  and  in  an  infant  th«*  whoW 
limb  should  be  wrapped  in  an  abundant  layer  of  wool,  lo  act  aji  a 
splint.  Extension  of  suppuration  should  be  mo8t  carefuUjr  watched 
for  and  treatetl  in  a  suitable  manner. 
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NECROSIS. 
1.  Necrosis  with  suppuration.— The  death  of  bone  mi 

is  termed   Necrosi.s,  whilst    luoUcnlar  disinteip^lion,  where  the 
is  insensibly  removed  or  al>sorl>ed^  is  stylecl   Caries.     The 
therefore^  correspond  to  sloughing  and  ulceration  of  the  soft  |xarta. 

.l^tiola|c>'. — The  iidlammatory  conditions  which  jrive  riae  to 
necrosis  have  ali-eady  l»een  considered.  They  act  chieiiy  i»x  CQtltiif 
off  the  circulation  to  a  given  area  of  bone,  which  conaeqiMlitlf 
dies  from  want  of  nutrition.  Acute  indammation  of  the  [ 
and  medulla  is  the. common  ant^ce<ient  of  an  extensive  nt 
buL  chronic  osteitis  and  osteosclerosis  may  alwo  tcrniijiate  in  thti  wm| 
from  the  gradual  obstruction  iuid  filling  up  of  the  Havcmian  < 

Intlammation,  too,  of  the  soft  parts  around  may  spread  to 
periosteum    and    bone,   and    give    rise   to  a   limited   necrosis,  as 
whitlow.     Injury  is  also  an  important  factor*  but  is  of  less  mc 
than  it  was  in  the  days  before  the  antihe|>tic  treatment  of  wouoda. 

A  simple  fracture  is   \  ery  rarely  followed  by  neci'«:>M»*.     And  I 
con»poiind  fractures  and  gunshot  wountls,  where  fonoerly 
less  necrosis  was  always  to  be  expected,  it  is  not  at  the 
so  connnon  for  bone  to  die  provided  suppuration  can  be  {>ravettl 
It  must,  therefore,  be  concluded  that  the  inflammation  and  syppur 
tion  consec|uent  upon  the  entrance  of  organisuis  is  tlie  usiiai 
of  necrosis  if  it  follow  an  injury*     Syphilis  and  tubercle  mmy 
give  ris4'  to  the  death  of  lone,  but  the  exact  manner  in  which  i 
do  lo  will  be  descril)ed  under  separate  headings.     (Syphilis,  page^^J 
Tuliercle,  page  889.) 

Exposure  to  the  fumes  of  phosphorus  amongst  lucifer  mat' 
is  also  a  potent  cause  of  necrosia  of  the  jaws*     ( »SV<f  also  page  '  ^  fel 

is,  however,  now  comparatively  rare,  although  Mr.  Treves  rec*  a  j 

cases  in  six  months  at  the   London    Hospital  from   bis  out-pi»i 
room  in  1882,  and  again  in  1892  lie  record*  another  of  the  iipfwr  jai 
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in  which  a  cerebral  abscess  arose.  The  poison  is  supposed  to  enter 
through  carious  teeth.  It  slowly  induces  a  gradually  extending  necrosis 
from  the  socket  to  the  alveolus,  and  from  the  alveolus  to  the  body 
of  the  jaw,  till  nearly  the  whole  of  the  maxilla 
may  be  destroyed  by  necrosis.  Mercury  may  also 
be  the  cause  of  necrosis  of  the  jaw,  involving  more 
or  less  of  alveolus  from  wJiich  the  gums  have 
retracted  by  the  specific  action  of  the  drug. 

Patholog^ical  anatomy. — Necrosis  varies 
very  much  in  its  extent.     It  may  only  involve 
the  cortical  part  of  tJie  bone,  and  is  then  called 
peripheral  necrosis.    The  cancellous  tissue  alone 
is   rarely   affected   except   in    a  localised   osteo- 
myelitis,   which   is  generally   tuberculous,  as  in 
chronic  abscess  of  bone  (page  891).    This  is  called 
central  necrosis.     The    septic   osteomyelitis  of  a 
stump   after    amputation   involves   rather   more 
than  the  central  portion  of  the  shaft.     Where  the 
whole  thickness   of  the  bone  is  destroyed,  as   in 
some    cases   of   acute    infective   periostitis    and 
osteomyelitis,  it  is  called  total  net^rosis  (Fig.  336). 
A  portion  of  bone  being  dead  from  one  of  the 
causes  previously  described,  we  have  now  to  con- 
sider the  process  by  which  Nature  gets  rid  of  the 
useless  part.     If   inflammation  and  suppuration 
be  the  cause  of  the   necrosis,  the  same  process 
continues  in  the  adjoining  living  bone,  but  falls 
short    of    producing    strangulation   of    its    own 
blood  supply.     If  not  already  present,  a  rarefy- 
ing osteitis  commences  converting  the  denser  bone 
into  cancellous.     (See  page  873.)     This  is  con- 
tinued, producing  absorption  of  the  living  bone, 
till  that  immediately  in  contact  with  the  dead  is 
converted  into  a  line  of  granulation  tissue.     The 
dead  bone  is  then  loose^  and  is  called  a  seques- 
irum.     Meanwhile,  new  bone  is  produced  around 
by  the  periosteum  over  the  area  of  necrosis  and 
upon  the  surface  of  the  adjacent  living   bone. 
This   ensheathing  bone   is  perforated   here  and 
there  by  openings  for  the   escape  of  pus,  which   Fig.  :^3(J.-Total  Necrosis 
are  caUed   eloacfe.      This    invaginating  bone    is      ifcTpiui  ^Vu.rS^! 
generally  absent  in  peripheral  necrosis  of  superficial      ^12.) 
bones,  such  as  the  inner  surface  of  the  tibia  or 
the  outer  table  of  the  skull.     The  removal  of  dead  bone  in  such 
circumstances  is  spoken  of  as  ^' exfoliation." 

Symptoms* — These  at  first  are  those  of  the  disease  which  pro- 
duced the  necrosis.  Presumably,  therefore,  an  incision  has  been  made, 
and  pus  has  been  evacuated.  The  surgeon's  finger  introduced  through 
the  wound  has  probably  also  made  sure  of  the  nature  of  the  case. 
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SuppoBing)  however,  this  fulvantage  has  not  been  fvbtaiiied,  m 
that  there  is  deaxl  botie  will  be  entertaiDeil  froui  Uie  historj  of  the 
case,  from  the  presence  of  enlarged  lione  beneath  mid  Irom  t^ 
appearance  of  one  or  more  sinuses  diachargmg  thick  pwB, 

The  Htnii.ses  ai^  button-shaped,  with  pouting  fJorid  gradnililMttL 
The  intixKluction  of  a  probe  wilt  at  once  confirm  the  inu|iiieioo  if 
it  strike  with  a  cleAr  ringing  sound  Tii>on  the  hard  noQ-vaamltf^ 
sequestrum. 

One  or  two  points  have  now  to  he  settled — th»  eliajmcter  of 
the  necrosis,  and  the  time  at  which  its  successful  remoTal  toay  bt 
anticipated.  If  small  and  superlicial^ — jieripheral  necfOgJl  IligiW 
will  be  only  a  small  amount  of  discharge,  and  not  taudl  oalcxge* 
ment  of  the  l>cjne  beneath.  Moreover,  it  can  be  fdt  mmI  iee» 
quite  close  to  the  surface.  In  the  case  of  a  large  extras!  al  Koik 
surface  and  thickness,  as  in  total  necrosis,  there  wiU  lie  m  wmf 
copious  discharge^  a  large  development  of  new  bone,  aod  mfrwni 
sinuses  at  some  distance  from  one  another ;  and  on 
the  probe  will  pass  through  new  bone  for  some  duilaDoe 
it  strikes  upon  the  sequestrum. 

Its  fitness  for  removal  will  depend  uix>n  whether  the  w]iol« 
of  necrosis  has  become  detached  from  the  living  bone  by  th<s  Ums  ci 
granulation  tissue.  Some  time  must  elapse  before  tJiitt  can  lie 
fullj  aooomplished.  And  this  will  vary  with  the  ago  of  the  palk&l, 
the  extent  of  the  necrosis,  the  nature  of  the  disease  whieb  fBrodacodl 
the  necrosis,  and  the  (^larticular  lx)ne  affected.  In  the  V0tf  }rowi& 
when  the  bone  in  very  vascular,  the  process  is  more  np%d  ihfta 
in  the  joung  adult  The  rapidity  dimiivislies  with  ag^  lili  the  loll 
adult  period  is  reached.  In  the  old,  separation  is  iomelitiiea  wMf 
slowly  accomplished^  on  account  probably  of  the  feeble  circiiWtioiL 
Superficial  necrosis  is  more  quickly  separateil  than  the  crotimi  or 
total  necrosis.  An  exception  may  possibly  be  niad«;  for  soqmp  gmbi 
of  total  necrosis  after  acute  diffuse  penostitis.  If  the  wbolc  sliift 
has  died  from  this  cause  up  to  the  epiphysial  line.,  it  will  oHeii  l» 
very  quickly  separated  from  its  connections.  The  ])erio«leiiaa  hM 
alreiidy  been  stripped  from  the  bone,  and  the  vascular 
epiphysis  is  easily  disconnectetl  from  the  shaft.  In  i 
syphilis,  many  months,  and  sometimes  years,  may  elapse  bdiore  tbft 
whole  of  the  detul  bone  has  been  separated  from  the  living* 

As  regards  particular  bones^  necrosis  in  the  bones  of  tbe  il|ifW 
extremity  is  always  more  rapidly  loosened  than  in  tlioee  of  tlir 
lower,  on  account,  probably,  of  their  greater  va^scularily.  In  Ike 
young  adult  two  to  three  months  will  be  about  the  average  ki^ill 
of  time  for  dead  bone  to  become  loose  in  the  lower  extreiaityt  wInliA 
in  the  upper  the  average  would  be  about  six  weekn  to  two  aonliuL 

Some  estimate  may  be  mode  as  to  it**  fiUiees  for  refnovml  by  an 
examination  wiUi  the  probe.  When  thoroughly  loose,  the  ffvikm  no 
striking  the  sequestrum  produces  a  hollow  note  Two  protiea  OMf 
also  be  introduced  at  some  distance  from  one  eoolbert  uid  hf 
alternate  pressure^  a  movement  of  th^  sequesirum  amy  be 
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if  it  has  become  detached.  In  the  case  of  exfoliation,  a  director 
may  often  be  inserted  beneath  the  edge  of  the  sequestrum,  which  is 
then  tilted  up  if  it  is  loose,  and  felt  or  seen  to  move. 

Treatment. — Incisions  may  from  time  to  time  be  necessary  for 
the  evacuation  of  pus  at  convenient  spots  to  procure  efficient  drainage 
during  the  process  of  suppuration  attendant  upon  the  loosening  and 
removal  of  dead  bone.  Absolute  rest  should  be  obtained  by  a  splint 
or  by  a  pillow  and  cradle.  The  antiseptic  method  should  be  employed 
on  the  well-known  principles,  if  for  no  other  reason  than  this,  to 
avoid  the  frequent  change  of  dressings  which  would  otherwise  be 
necessary.  A  rise  of  temperature  should  always  lead  to  a  careful 
examination  for  any  fresh  collection  of  pus.  A  very  sudden  rise  of 
temperature  and  a  sharp  fall,  with  or  without  a  ligor,  should  make 
the  surgeon  think  of  the  possibility  of  pyaemia,  especially  if  there 
be  nothing  in  the  appearance  of  the  wound  to  account  for  this  con- 
dition.    Amputation  may  then  be  the  wisest  course  for  the  patient. 

General  treatment  must  be  attended  to,  for  the  continued  sup- 
puration is  very  exhausting,  especially  in  the  cases  of  acute  infective 
periostitis.  Good  wholesome  nourishment  should  be  frequently 
given,  wine  or  brandy  being  added  according  to  the  particular  case 
in  hand.     {See  Treatment  of  Acute  Necrosis,  page  878.) 

When  the  time  comes  for  the  removal  of  sequestra,  to  which 
allusion  has  already  been  made,  an  anaesthetic  must  be  given,  and 
the  dead  bone  ex|X)sed  by  enlarging  the  sinus  or  laying  one  sinus 
into  another.  If  it  is  still  overlapped  by  the  invaginating  bone,  and 
cannot  be  easily  withdrawn,  the  opening  may  be  further  enlarged. 
Sometimes  the  division  of  the  sequestrum  into  two  parts  facilitates 
its  extraction,  and  may  avoid  the  further  opening  up  of  the  sinuses. 
After  it  has  been  removed,  the  surgeon's  finger  should  explore  the 
cavity  which  is  lined  with  soft  granulations,  feeling  like  velvet,  so 
that  no  fragment  of  dead  bone  may  escape  detection.  The  wound 
having  been  syringed  to  remove  blood  clot  and  debris j  it  is  packed 
with  aseptic  gauze.  A  layer  of  wood  wool  tissue  and  a  bandage  firmly 
applied  would  conveniently  complete  the  dressing,  which  need  not  be 
changed,  if  the  temperature  remain  normal,  for  some  days. 

An  Esmarch's  bandage,  which  renders  the  operation  almost  blood 
less,  is  in  many  cases  of  great  assistance.  But  the  oozing  after  it 
has  been  removed  somewhat  counterbalances  this  advantc^e.  Still, 
in  difficult  eases,  where  a  prolonged  search  is  anticipated,  it  would  be 
wise  to  employ  this  method. 

2.  Quiet  necrosis,  or  necrosis  without  suppuration.— 

This  is  a  very  rare  condition,  but  one  that  is  now  well  known  by  the 
records  of  a  few  important  cases.*  A  portion  of  bone  having  died,  the 
amount  of  inflammation  produced  for  its  separation  from  the  living 
bone  around  is  so  limited,  that  scarcely  any  pus  is  formed,  and  none 

*  Paget :  Cliu.  Soc.  Trans.,  vol.  iii.  ;  Morrant  Baker :  Med.-Chir.  Trans.,  vol.  be. ,' 
Charlewood  Turner :  Path.  Soc.  Trans.,  vol.  xxxv. ;  Watson  Cheyne :  Path.  Soc. 
Trans.,  vol.  xli.  ;  Shattock :  Path.  Soc.  Trans.,  vol.  xli. 
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works  jt8  way  to  the  surface.  Consequentty,  the  MiWipament  of  I 
has  most  frequently  bet^n  mistaken  for  t^oie  form  of  i*tid<Mt«al 
growth.  There  lippeai*  to  be  two  clasaes  of  c^ses^ — oiie  in  vUch 
death  of  lioiie  ih  produced  by  Home  spectre  disease^  nudi  an  tfpluiiA  or 
tubercle,  and  tlie  other  in  which  an  acute  infoction  of  tlio  IttNim 
outside  the  hune  htis  produced  an  abscess  which  iias  miUnmncBittj 
healed,  but  in  doing  so  has  destroyed  the  Wt4tlity  of  a  porUm  of  '*  " 
adjacent  lx>ne«  It  is  prolmble  that  in  the  tatt*]rr  case  the 
cocci  have  never  entered  the  bone  at  all,  which  liiui  not, 
the  same  irritating  qualities  of  most  Hequeatm,  The  in 
l»irrier  around  the  orii;infil  alMcess  has  Ix^^n  of  such  latemiiy 
cut  otl'  the  circulation  to  h  certain  portion  of  the  bone  beaeatlif  i 
has  then  produced  healthy  gniniiUitions,  which  have  quickly  do 
the  original  aljscesa  or  wound.  The  sequeHtnmt  is  Uien  iti 
analogous  position  to  an  aseptic  foreign  Ixxly,  which  Ittcfm 
encysted.  In  tlie  former  case  of  syphilis  or  tiiliercle  it  is  well  known^ 
that  necrosis  may  arise  in  Ixith  these  diseases  from  ultstruction  u> 
the  circulation  of  a  given  area  of  Wnev  If  the  orgiiuisms  of  suppum- 
tion  d*j  not  gain  aci^es^  to  tl»e  part  affected,  the  inthunmation  may  W 
only  RuJiicient  U*  Ke|Kirate  dead  from  living,  juid  n4jt  enough  tAi 
invtthe  the  surniundiii^^'  tissues.  There  is  then  no  e internal  sign  i/f 
BUppurntion^  and  the  eiiHe  may  resemble  one  of  endosteal  newgruwtU, 

I>la|fiio«i**—  The  diagtiosis  may  present  considerable  ditHcuity. 
Where  there  is  a  liisTory  of  a  previous  abscess  or  a  septic  woujul, 
of  which  tlie  scar  remains  to  tell;  the  tale,  thei«  will  be  less  diificuitj 
than  one  in  which  the  enlargement  of  bone  appears  to  liave  been  ol 
spontaneous  origin. 

In  syphilis  it  would  be  rare  for  one  bone  only  to  be  affected,  and 
there  would  possii>ly  be  a  history  of  other  manifestations  in  th»  mouth, 
throat,  or  skin.  The  «haft  of  a  long  bone  is  also  more  likely  ta  I** 
the  iMirt  enlarged,  and  not  the  articular  extremity,  where  nr^v 
is  more  common.  The  length  of  time  would  be  greater  in 
than  in  any  malignant  disease.  The  swelling  might  also  b«  luuiii 
diminished  by  iotliih^  of  jxitaasium  and  mercury^  In  Morrant 
Baker's  case  the  symptoms  of  diaea^  in  tlie  shaft  of  the  femur  had 
existed  for  ten  weeks,  and  spontaneous  fi-acture  liad  occurre<l  four 
weeks  before  the  ampuUtion.  After  i-emoval  of  the  whole  limb  at 
the  hip-joint  for  what  was  tliought  to  be  malignant  disrase^  it  wsii 
found  t>o  be  a  case  of  necrosis  of  a  large  part  of  tlie  sliiif  t  of  the  femur 
from  chit>nic  osteitis, 

A  tuberculous  osteomyelitis  of  the  extremity  of  a  long  Wme  is, 
however,  the  condition  most  likely  to  give  rise  to  nustftkeoi  although,  tut 
a  rule,  thei-e  is  no  difficulty  in  the  diagnosis  of  this  diasMe,  on  aociount 
of  the  i  n  tlam  ma  to  ry  exudation  into  the  soft  parts  over  the  bono,  T*mt 
when  such  intlamumtory  exudation  has  not  Uiken  place,  and  lin 
bone  is  large  and  luird^  without  any  softened  spots  to  throw  light 
upon  the  nature  of  the  case,  there  may  be  some  dithculty  in  arrivini^ 
at  a  (KMitive  diagnosiiu  Tuljercle  is  slow  in  growth  oompared  witfi 
malignant  diaeaHr%  but  not  slow^er  than  myeloid  aaroom*.     It  nt!ver. 
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however,  reaches  to  any  considerable  size,  and  is  unaccompanied  by 
the  special  signs  of  new  growth  which  will  be  described  under 
Tumours  of  Bone. 

Treatment. — This  should  consist  in  applying  the  trephine  to 
the  centre  of  the  bony  swelling.  In  this  way  the  diagnosis  may  be 
confirmed,  and  the  opening  then  enlarged  for  the  removal  of  the 
sequestrum.  If,  on  the  other  hand,  the  case  prove  to  be  one  of 
new  growth,  amputation  or  re-section  may  be  necessary.  (See 
Tumours  of  Bone,  page  907.) 

TUBERCULOUS  DISEASE  OF  BONK 

Pathology. — Miliary  tuberculosis  of  bone  is  extremely  rare, 
and  need  not  be  considered  here,  as  it  is  an  accompaniment  only 
of  a  general  tuberculosis. 

Tubercle  in  a  localised  form  attacks  the  cancellous  tissue  of  bone, 
such  as  the  small  bones  of  the  carpus  and  tarsus,  the  phalanges, 
the  bodies  of  the  vertebne,  and  the  ends  of  the  long  bones.  In  the 
latter  position  it  enters  largely  into  the  causation  of  Joint  Diseases, 
and  wdl  be  described  in  the  article  devoted  to  that  subject.  Sub- 
articular  caries  was  the  former  designation  of  this  particular  variety 
of  tuberculous  osteitis.  On  either  side  of  the  epiphysial  line  of  a 
growing  bone  it  is  also  fairly  common.  In  the  hip  it  must  almost 
of  necessity  involve  the  joint  if  it  reaches  the  surface  of  the  bone, 
as  the  epiphysial  line  is  within  the  capsule.  In  other  bones, 
however,  the  disease  may  open  externally  without  involving  the 
joint,  or  may  creep  down  the  shaft  and  cause  a  more  or  less  diffused 
tuberculous  osteomyelitis. 

Tubercle  in  bone  commences  as  a  rarefying  osteitis  by  enlarge- 
ment of  the  Haversian  canals,  thickening  of  the  periosteum,  and  the 
development  of  a  granulation  tissue  which  shows  the  characteristic 
structure  of  the  tuberculous  disease.  Two  or  more  patches  of  varying 
sizes  may  exist  within  a  short  distance  of  each  other,  and  subse- 
quently coalesce ;  or  there  may  be  only  one  such  small  area  of  tuber- 
culous growth.  The  changes  that  then  ensue  are  very  variable,  and 
have  led  to  the  use  of  such  terms  as  caries  faiigosa,  caries  sicca,  caries 
necrotica — names  which  indicate  the  different  terminations  of  this 
morbid  process.  The  tuberculous  deposit  is  surrounded  by  an  area 
of  inflammation,  which  at  first  shows  itself  in  the  form  of  i-arefying 
osteitis.  The  granulation  tissue  occu2>ying  the  spaces  resulting  from 
the  absorbed  trabeculae  may  itself  be  invaded  by  tubercle,  and  undergo 
the  same  change  as  in  the  first  deposit ;  or,  for  a  time,  it  may  partially 
organise  and  produce  sclerosis  of  bone.  A  small  portion  of  this  may 
again  be  encircled  by  rarefying  osteitis  and  tubercular  infiltration, 
and  being  cut  off  from  the  circulation,  may  become  a  tuberculous 
sequestrum.  Caseation  and  softening  of  the  tuberculous  deposit 
occur  in  the  central  part,  whilst  these  changes  are  taking  place  in 
the  periphery.  As  the  process  extends  the  inflamed  lx)ne  becomes 
tuberculous,  and  again  softens  till  the  surface  of  the  bone  is  reached 
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or  the  joint  invaded.  Thus  caries  ftingofiii  $md  neercillcft  mm  eQ»* 
bkiecl  in  the  same  tul^rcutous  area,  for  small  particles  of  bone  mi' 
be  isolated  by  the  invasion  and  irregular  growth  of  tubercle^  aad  he 
cut  olf  from  their  vascular  connections.  The  tubercilkMiB  liipCBt 
may,  on  the  other  hand^  l^e  walled  iii  by  a  healthy  vaaeoJftr  grofvtli 
in  the  siit-roundiiig  raretied  bone,  and  slowly  undergo  partial  aliMr^ 
tion  and  calcitication,  whilst  the  surrounding  inflammaiory  iniSllA- 
tion  ossifies,  and  becomes  sclerosed.  This  is  the  conditioa  spolcen  ol 
as  caries  sicca.  If  this  occurs  at  the  epiphysial  line  of  a  long  htm^ 
it  may  cause  premature  ossification  and  a  shortened  boti« ;  or.  Oft 
the  other  hand,  in  rai^  instances  it  may  fall  short  of  sclerosii^  wad 
merely  irritate  the  growing  Ix^ne  to  greater  activity,  and  remit  ta 
elongation.     (See  aUo  Art.  XXXIII.) 

Chronic  abscess  nf  bott^  is  a  variety  only  of  the  tub^venlom 
ost'Comyelitis,  occurring  in  the  cancellous  tissue  at  the  end  of  a  loof 
hone.  Its  pathological  history  is  the  same  as  the  above,  Viot  111 
clinical  features  will  require  a  separate  description,  which  will  be 
given  later.  Caries,  which  is  essentially  a  tuberculous  pTDoeHi^  hm 
usually  been  described  as  ulceration  of  bone.  It  will  be  admiltsi 
that  w^e  do  occasionally  meet  with  tuberculous  disease  of  the  im^Ms 
or  cortex  of  bone,  Imt  it  is  certainly  rare  ;  the  term  cauias^  if  tm- 
ploye<l  at  all,  sliould  bf  used  In  this  sense  only. 

Symptoms  and  diagnosis.— Tuberculous  diseases  of  bone  m 

insidious  in  ongin,  slow  in  progress,  and  very  te<Uous  in  reoo^efy. 
Pain  or  lameness  \h  often  the  first  indication  of  the  dispaas:,  aiid 
the  former  is  more  severe  at  night  than  at  other  times,  B^t  somt 
complication  may  be  the  first  sign  pointing  to  tlie  nature  of  tlii»  esua 

Enlargement  of  bone  and  tenderness  on  pressure  must  be  !ook«d 
for  in  the  situations  already  mentioned,  namely,  the  ends  of  long  boiia% 
the  phalanges,  and  the  tarsus  or  earpua  The  signs  of  the  diaeMt  In 
the  vertebrie  are  considered  in  a  separate  article.  In  time  the  tvpiT^ 
ficia!  tissues  are  involved,  and  ledema,  redness,  and  a  smell  eree  of 
fluctnation  become  evident.  Or  without  any  signs  of  infleiiitiietteii« 
a  collection  of  fluid  may  l>e  felt  some  distance  from  the  enrfiue  or 
beneath  the  skin. 

Tlie  latter  is  generally  called  a  '*  chronic  abioees,'*  end  ney 
remain  indefinitely  of  the  same  size,  or  slowly  increase  till  the  ikift 
becomes  thin,  and  the  fluid  is  evacuated  spontaneously  or  by  tlie 
surgeon's  knife.  If  tlie  cavity  has  been  opened,  a  certain  deinite 
line  of  treatment  is  followed,  which  will  V»e  described  prvefiitly.  If 
it  o{>en  spoutaneously,  a  sinus  is  left  which  is  of  itself  an  indication 
of  the  nature  of  the  case.  The  fluid  is  thin  and  watery,  ooiK 
taining  often  gritty  particles  of  lione,  unless  infection  by  pyogenk 
organisms  has  taken  place,  when  true  pus  may  be  prment  The 
granulations  are  anlematouM  and  '^  pouting/'  instead  of  being  fiorid 
and  vascular,  as  in  the  true  suppuration  of  necrosis  from  fiycgpnk 
infection.  On  the  introduction  of  a  prolie,  it  will  paas  thit>ii|Jl  eoH 
and  friable  bone,  meeting  with  irregularities  of  surleoe,  bat  lio  herd 
and  ringing  sequestrum  so  characteristic  of  ordinary  neerosia. 
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sinus  will  remain  in  this  condition  for  many  months,  or  years,  unless 
some  treatment  be  adopted  to  shorten  its  progress.  And  during  this 
time  infection  by  the  micrococci  of  suppuration  may  take  place,  and 
render  it  the  more  difficult  to  bring  the  case  to  a  satisfactory  issue. 
Complications  may  arise,  such  as  involvment  of  u  neighbouring  joint, 
amyloid  disease  of  viscera,  or  exhaustion  from  profuse  suppuration. 
Genera]  tuberculosis  may  take  place,  but  it  is  comparatively  rare  as 
a  sequel  to  tuberculous  disease  of  the  bones  of  the  extremities. 

Treatment. — An  enlargement  of  bone  from  tuberculous  disease, 
if  seen  sufficiently  early,  may  for  a  time  be  left  without  any  operative 
measures  for  its  relief.  Meanwhile,  general  treatment  should  be 
adopted,  such  as  good  air,  good  food,  and  absolute  rest  to  the  part 
affected.  A  splint  of  some  kind  should,  if  possible,  be  applied  to 
ensure  this  result.  In  the  case  of  the  foot,  a  knee-rest  is  invaluable, 
as  it  prevents  any  pressure  on  the  diseased  part,  and  yet  enables  the 
patient  to  be  out  in  the  fresh  air  as  often  as  his  strength  allows. 

So  soon  as  softening  of  the  tuberculous  growth  is  thought  to  have 
taken  place,  an  incision  should  be  made,  and,  if  necessary,  the  bone 
perforated  with  a  drill  or  gouge.  If  a  cavity  be  found  or  granulation 
tissue  l>e  present,  a  Volkmann^s  spoon  should  be  used  to  remove 
thoroughly  the  caseous  products  and  tuberculous  tissue.  If  a  large 
cavity  is  left,  a  drainage-tube  may  be  introduced,  l>ut  should  not  be 
retained  for  more  than  twenty-four  or  thirty-six  hours.  In  most 
cases  a  drainage-tube  may  be  dispensed  with  altogether.  The  wound, 
in  favourable  circumstances,  will  heal,  and  if  there  be  no  recur- 
rence or  further  growth  of  tubercle,  the  case  will  be  at  an  end.  On 
the  other  hand,  in  a  few  weeks  or  months  a  further  collection  of 
fluid  may  be  found  beneath  the  cicatrix  of  the  first  operation,  when 
the  same  treatment  must  be  again  employed.  If  a  sinus  already 
exists,  or  pyogenic  infection  has  obviously  already  taken  place — a 
condition  which  would  be  recognised  by  the  presence  of  true  pus — 
then  the  same  operation  of  erasion  is  undertaken,  but  without  the 
expectation  that  primary  union  of  the  skin  incision  will  be  obtained. 
Of  course,  in  all  these  operations  it  is  under8t<K)d  that  the  most 
careful  methods  of  operating  and  dressing  on  aseptic  principles  are 
enforced.  The  same  care  must  be  taken  to  prevent  the  entrance 
and  growth  of  the  pus  microbes  as  in  joint  oi>erations.  The  early 
termination  of  the  case  will  be  found  to  depend  almost  entirely  on 
the  absence  of  pyogenic  infection. 

Chronic  abscess  of  bone^  although  not  differing  materially 
from  the  disease  above  described,  requires  a  few  words.  It  is  more 
chronic  in  its  progress,  more  localised,  and  more  certainly  relieved  by 
operation  than  other  tuberculous  diseases  of  bone.  It  occurs  most 
frequently  in  the  young  adult,  and  nearly  always  in  the  articular 
extremity  of  a  long  bone,  and  by  preference  in  the  upper  end 
of  the  tibia.  But  no  long  bone  can  be  said  to  be  exempt,  for 
it  has  been  found  in  the  lower  extremity  of  the  femur,  in  the 
radius,  humerus,  and  ulna.  It  very  rarely  involves  the  neigh- 
bouring joint,  being,  as  a  rule,  situated  at  some  little  distance  from 
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the  articular  cartilage,  and  circumscribed  by  a  healthy  aonit  of 
chronic  osteitis.  Thera  is  a  history  in  most  cases  of  aotoe  preotdtii| 
accident  or  injury,  followed  by  persistent  pain  in  a  definilt  tpoit 
which  is  always  worse  at  night  and  in  wet  weather* 

On  examination,  an  enlargement  of  Ixttie  is  found  in  the  ^lOiutioQ 
previously  indicatetl,  with  one  sfK>t  {perhaps  not  bigger  tJian  a  *h»llif*jf 
or  sixpence,  which   is  exquisitely  tender  on  jirin  fires*" 
may  be  (edema  and  redness  around,  with  a  soft,  aliunftt 
area  in  its  centre. 

In  the  absence  of  the  small  soft  spot  indicating  jierforation  *'i 
the  excessive  tenderness  limited  to  quite  ft  small  space  ts  Uie  mdip^ 
tion  of  the  position  to  which  a  trepliine  should  l>e  applied,  U  thi»  m 
done  and  no  pus  found,  the  walls  of  the  trephine  opening  thould  t* 
perforated  by  a  drill^  tn  the  hopes  of  reaching  the  small  ooU«ctacNt  ol 
pus  which  is  thought  to  be  present  A  small  »(H|U6«tro]ii  nay 
also  be  found  with  the  pus,  as  in  oilier  ttiWreulous  diseaws  of  ba»a 
If  iifitber  pus  nor  dead  bone  V>e  found,  the  patient  will  prohmMj  W 
relieve^l  by  the  opei-ation  of  a  troublesome  chronic  osteitis,  whldl  Wm^ 
after  all,  perhaps  not  tuberculous.  The  relief  which  La  oliteifiiid 
in  such  a  case  is  due  in  all  likelihood  to  the  removal  of 
from  the  rigid  Haversian  canals. 
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1.  Early  periostitis, — In  quite  the  early  stage  of  a^aiutrifii 
syphilis,  whilst  the  eruptions  are  still  present^  and  when  evm 
the  primary  lesion  may  not  have  ceased,  it  is  uot  uncommon  for  ikm 
patient  to  suffer  from  small  pericmUal  twdes.  He  generally  ooiii* 
plains  of  pain,  ehiiecially  at  night,  and  tej)demess  at  many  diftereol 
parts  of  his  body.  On  examination,  there  will  be  found  on  tilt 
supeiiicial  tisf>ect  of  the  tibise,  clavicles,  atenium^  nbi^  or  skull  mmM 
and  excessively  tender  swellings  atlaehad  to  theae  hanum.  Hdief 
is  almost  at  once  given  by  iixlide  of  potassium  in  lO-gfmin  dxmm^ 
But  the  roe rutt rial  treatment,  which  has  already  lieen  givrn,  miwtOB 
no  account  be  omitted,  as  on  this  dejiends  the  uttimate  sncoev 
of  the  treatment  for  syphilis.  (iS>f  «/#!>  the  Article  on  8TimiU% 
page  407.) 

2.  Late  periostitis.— Several  years  after  the  primary  maniiiH- 
tationa  of  syf)hilis  one  large  periostf^  node  may  be  found  on  one 
or  other  of  the  long  l>ones.  It  is  generally  aocompanusd  by  a 
chronic  osteitis,  and  often  ends  in  a  more  or  less  diffused  oali9oad«coailk 
Iodide  of  potassium  gives  only  temj^torary  ndief,  and,  ai»  a  general 
rule,  a  permanent  enlargemejit  remain^  which  occusionalty  remind* 
the  patient  by  attacks  of  j»ain  and  tendemeiis  of  his  previoua  Utmbla 

3«  A  difflised  osteitis  *  terminating  in  ost<Hi6cler0sb  of  Utarlj 
the  whole  shaft  of  a  long  lx»ne,  may,  how*>ver,  be  preaeDl  witkiQil 
any  definite  ntxle,  a^  al)ove  described*  When  thin  is  ih«i  caaa,  nmnj 
bonea  are  affected,  ai»d  gc»nerally  in  a  i^ymuietriciil  manner.  Tlwy 
are  as  intractable  as  in  the  former  iuatance,  but  relief  of  thm 
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symptoms  may  be  obtained  by  large  doses  of  iodide  of  potassium, 
Mrith  or  without  the  addition  of  mercury,  according  to  the  effect 
produced  by  the  former  drug. 

4.  Qununata  of  bone  are  nearly  always  associated  with  peri- 
osteal nodes  or  a  more  or  less  diffused  osteosclerosis.  Some  portion  of 
the  inflammatory  infiltration,  whether  it  be  in  the  periosteum  or  in  the 
bone,  softens,  and  presents  the  ordinary  characters  of  a  gumma.  (See 
page  408  and  Fig.  82.)  The  overgrowth  of  connective  tissue  which 
at  one  part  organises  and  at  another  undergoes  degenerative  changes 
is  the  most  characteristic  feature  of  syphilis  when  it  attacks  the 
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NecroBifl. 

Fig.  837.— A  Portion  of  the  Frontal  Bone  showing  its  oater  Surface.    An  irregular  sequestrum 
of  which  a  large  portion  is  carioius,  and  involving  both  tables  of  the  skull  unequally,  has 
been  completely  detached  ftrom  the  surrounding  sclerotic  bone. 
(St.  Thomas's  Hospital  Museum,  No.  559.) 

bones,  as  it  is  when  other  organs  are  affected.  An  enlargement  of 
bone,  painful  at  night  and  tender  on  pressure,  is  the  first  indication 
of  this,  as  of  other  diseases  of  bone.  The  special  feature  of  its  gum- 
matous nature  is  the  presence  in  some  part  of  the  swelling  of  a  small 
area  of  fluctuation.  If  this  remains  untreated,  the  skin  will  event- 
ually give  way,  discharging  a  thin  watery  fluid,  and  leaving  an  aper- 
ture with  an  irregular,  perhaps  crescentic,  margin,  like  the  gummatous 
ulceration  of  soft  parts,  leading  to  diseased  bone.  If  the  original 
swelling  has  been  a  softening  periosteal  node,  the  portion  of  bone 
affected  will  be  the  cortex  only  ;  but  if  the  whole  thickness  and  more 
central  parts  of  the  bone  be  the  primary  seat  of  the  trouble,  a  very 
irregular  cavity  and  area  of  disease  may  be  found  to  occupy  the  parta 
below  the  surface.  If  a  large  piece  of  dead  bone  is  found,  it  is  spoken 
of  as  syphilitic  necrosis,  whicli  is,  however,  more  common  as  tlie  result 
of  syphilitic  ulceration  of  the  parts  covering  a  tliin  bone,  such  as  the 
septum  nasi  and  the  irregular  bones  at  the  base  of  tlie  skull.    {See  page 
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treated  by  iodide  of  potassium,  whatever  be  the  exact  anatomical  and 
pathological  condition  present.  It  is  desirable,  however,  to  enforce 
the  doctrine  that  a  gummatous  lesion  of  bone,  even  if  the  skin  be 
red  and  almost  perforated,  should  not  be  opened.  Again  and  again 
such  swellings  have  been  known  to  subside  under  iodide  of  potassium, 
in  gr.  X.,  gr.  xv.,  or  gr.  xx.  doses  three  times  a  day.  When  they 
have  already  opened,  the  same  drug  is  given  in  the  same  or  still 
larger  doses  for  many  months.  An  improvement  is  produced,  and 
in  some  cases  a  cure  effected.  Occasionally,  mercury  is  found  neces- 
sary before  this  result  is  obtained. 

But  in  many  cases,  if  a  sinus  already  exists,  drugs  appear  to 
have  little  or  no  effect.  Possibly  this  is  due  to  the  previous  entrance 
of  pyogenic  cocci,  which,  under  the  peculiar  circumstances  of  the 
surrounding  sclerosis,  cannot  be  properly  dealt  with  by  a  healthy 
granulating  barrier.  What  result  a  rigid  antiseptic  dressing  would 
produce  it  is  impossible  to  say,  as  the  writer  knows  of  no  series  of 
cases  treated  in  this  way  from  the  moment  when  contamination 
could  occur.  For  no  argument  would  be  serviceable  for  this  purpose 
if  the  sinus  has  been  exposed  some  time,  even  although  an  operation, 
such  as  erasion,  has  been  undertaken.  Gummata  in  other  organs 
have  been  succe.ssfully  dealt  with  by  erasion  and  subsequent  careful 
aseptic  dressing.  But  the  peculiarity  of  the  bony  structure  before 
mentioned  around  the  central  lesion  does  not  make  the  comparison 
of  much  service. 

Bony  lesions  of  inherited  syphilis. — These  do  not  differ 

much  from  those  of  the  acquired  disease.  (See  pages  424  and  428.) 
Large  periosteal  nodes  are  not  imcommon,  but  are  more  likely 
to  be  multiple  and  symmetrical.  They  are,  as  a  rule,  less  painful 
and  less  amenable  to  treatment.  They  are  less  frequent  on  the 
skull,  and  on  the  shafts  of  long  bones  are  often  accompanied 
by  a  diffused  osteitis  of  the  whole  bone.  (See  Fig.  90,  page  429.) 
They  sometimes  lead  to  a  general  enlargement,  slight  uniform  curva- 
ture, and  elongation  of  such  a  bone  as  the  tibia.  The  symmetrical 
lengtliening  of  the  tibia  is  most  characteristic,  and  the  diagnosis  can 
generally  be  confirmed  by  old  interstitial  keratitis,  the  physiognomy 
of  the  patient,  and  the  presence  of  the  teeth  so  familiar  to  all  students 
of  hereditary  syphilis.  These  changes  are  most  frequently  seen  between 
eight  and  eighteen  years  of  age.  In  very  young  children  it  is  difficult 
to  distinguish  between  rickets,  syphilis,  and  tuberculosis,  so  far  as  the 
bones  are  concerned,  and  the  diagnosis  is  usually  made  by  the  history 
and  by  other  lesions  which  may  be  present.  No  definite  rule  can 
be  laid  down  for  the  treatment  of  these  bony  lesions  of  hereditary 
syphilis.  Iodide  of  potassium  and  mercury  are  likely  to  be  of  service, 
but  sometimes  cod-liver  oil  and  iron  do  more  good  than  anti-syphilitic 
remedies.     {See  pages  426  and  430.) 

Syphilitic  dactylitis  occurs  both  in  acquired  and  in  hereditary 
syphilis.  Slight  enlargement  of  one  or  more  phalanges  is  the  first 
indication  of  the  disease.  The  whole  bone  is  generally  swollen 
and  slightly  tender.     It  is  most  likely  to  be  mistaken,  in  children 
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Atrophy. — ^This  condition,  as  contrasted  with  hypertrophy,  is 
comparatively  <K)mmon,  arising  from  such  simple  causes  as  want  of 
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Fte.  S4a— Atrophy  of  Femur, 
m)ni  a  woman  who  had 
long  been  betlridden.  (St. 
Thomaa'a  Hospital  Museum, 
Xo.  843.) 


Fig.  841.— Normal  Femur. 
(Royal  College  of  Sur- 
geons  Museum.) 


Fig.  342.— Chronic  Osteo- 
myelitis and  O«teo»eler- 
ohIs.  (St.  Thomas's 
Hospital  Museum,  No. 
405.) 


use  or  the  changes  incidental  to  old  age.    The  bone  becomes  light  and 
porous,  the  cancelli  and  the  medullary  cavity  being  enlarged  and 
filled  with  fat  (Fig.  340).     The  cortical  layer  is  reduced  to  a  mere 
T  T 
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Aihell  ill  advanced  caaes,   and    in    such    circumstances  maj  ht  verj 

brittle,  and  break  with  tlie  slightest  degree  of  violence.  Of  geoMml 
Ctitises,  senile  degeneration  in  the  most  common,  but  it  biui  hmta 
slioM'n  by  Professor  Humphry  that  the  Ix^nes  of  aged  people  after 
fFticturo  unite  as  readily  as  tliose  of  the  young. 

Lnng  conti^ement  to  bed  from  any  cauge  undoubtedly  predll^ 
poses  to  atrophy,  and  possibly  in  part  accounts  for  the  oeemonal 
occurrence  of  fracture  of  the  opposite  thigh-Vione  on  getting  up  aft^T 
prolonged  rest  in  l)ecl  frain  ft  previous  fracture  of  the  femur. 

The   cachexia  of  malignunt  diseaae  is  also   thought   to  tndui 
atrophy  of  l>one,   from   muhiutrition.     Certainly  such   bones 
^ easily  without  the  secondnrj  deposit  of  new  gi-owth. 

It  lias  long  been  a  question  of  speculation  whether  the  boneA 
tlie  itisiine  are  al»o  more  brittle  than  those  in  health.  Hiey  often 
show^  signs  of  atrophy,  but  whether  this  is  peculiar  to  tbe  iniwin^  or 
what  might  Ije  seen  in  those  wdio  leatl  a  very  iruictive  life  from  other 
causes  it  is  difficult  to  suy.  As  regiinls  their  spontaneous  fracture  or 
fracture  from  tslight  niUHen,  there  would  generally  be  a  little  diJ^culty 
in  accepting  the  evidence  of  an  attendant,  whose  iutereat  it  lii»y  Ijc 
to  underrate  the  force  he  has  been  induced  to  use. 

Other  general  causen  there  must  be  of  wluch  little  of  tioiliing 
is  know*n,  For  examph* :  a  girl  of  fourteen  is  recorded  by  Stanley 
as  a  ease  of  fragilitas  ostium,  and  is  said  to  have  had  tbirty-une 
fractures,  all  of  w^hich  readily  united. 

Local  causes  for  atrophy  of  Iwno  are  of  pt*actical  importancr  to 
the  surgeon,  as  the  knowletlge  will  lead  him  to  denl  gently  with 
bones  when  such  a  condition  may  be  suspected  to  exiat.  During 
the  disuse  of  a  liml*  from  ilisease^  such  as  disease  of  the  kne«^ 
joint  or  a  badly- united  fracture  in  which  weight  cannot  W  Ixxnie  no 
the  limb,  tlie  Ixmes  undoubtedly  atrophy  and  become  vers*  brittle, 
so  that  when  the  time  eumes  to  employ  passive  moveinent  of  tll9 
joint  the  femur  is  liable  to  fracture.  Infantile  jiaralysi^b  may  abn 
be  cited  as  another  cause  for  these  local  changes.  It  iii  w«i|J  to  hmt 
in  mind  that,  in  all  these  cases  of  atrophy  of  Ixme,  union  takca  pl«i» 
aa  readily  after  fracture  as  under  mure  healthy  circumfltuicea.  {Sm 
aho  page  726.) 
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This  is  a  disease  of  the  fully-formed  adult  liones  in  which  lM.uidin|t 
or  fracture  of  one  or  more  jmrts  of  the  osseous  framework  of  llie  liody 
is  liable  to  occur  with  very  great  deformity.  As  reganla  lla  tctiml 
causation,  very  little  is  known.  It  is  more  common  in  femalisa  Cllaa 
males,  in  the  proportion  of  alx>ut  ten  to  one  ;  and  in  females  it  irooM 
appear  that  pregnancy  must  l>e  tlie  most  iui)K)rtant  excititi|c  lauiiB, 
for  a  very  large  j»roi>ortion  are  shown  to  Ijc  first  affi*cted  during  tlus 
period.  The  situation  of  thedisaase  is  also  remarkable,  for  in  tboMi 
connecti?d  with  pregnancy,  the  peh-ia  and  lower  [lart  of  the  apiot 
were  the  first  to  give  any  indication  of  the  di^eftw^  Thi«  graal 
mnjurity    of   the    crises    analyscil    by    l>urhan»,    in    Ouy*»    HoeipltAl 
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Reports  (vol.  x.),  began  to  suffer  between  the  ages  of  twenty-five 
and  thirty-five.  It  would  be  out  of  place  here  to  discuss  the 
theories  that  have  been  advanced  to  explain  the  reason  why  the 
bones  should  be  so  extensively  diseased  whilst  the  rest  of  the 
tissues  remain  to  all  appearances  unaltered.     (See  also  page  729.) 

Patholog^lcal  anatomy* — The  disease  consists  essentially  in  a 
softening  of  the  bony  tissua  The  earthy  matter  is  in  the  first  place 
absorbed,  leaving  the  organic  matrix  with  a  faint  indication  of  its 
lacunae  and  canaliculi,  producing  an  appearance  somewhat  similar  to 
a  microscopical  specimen  of  bone  which  has  been  treated  with 
hydrochloric  acid.  The  parts  decalcified  are  gradually  transformed 
into  a  soft  gelatinous  tissue,  without  any  osseous  trabecule.  The 
process  goes  on  till  the  whole  of  the  interior  of  the  bone  is 
converted  into  a  substance  like  jelly,  leaving,  however,  a  thin  layer 
of  cortex  beneath  the  periosteum.  The  vessels,  no  longer  contained 
in  rigid  walls,  allow  their  blood  to  escape,  so  that  the  semi-fluid 
pulp-like  substance  previously  described  is  always  more  or  less 
blood-stained. 

Symptoms. — Nothing  definite  is  complained  of  except  pains 
like  rheumatism,  till  some  very  obvious  deformity  points  out  the 
nature  of  the  case.  Most  frequently  the  discovery  is  made  by 
the  family  doctor  from  an  examination  of  the  pelvis  during  partu- 
rition. The  pelvic  .bones  may  at  first  be  alone  affected.  The  pro- 
montory of  the  sacrum  is  thrust  forward  by  the  weight  of  the  body, 
whilst  the  sides  of  the  pelvis  are  made  to  approximate  by  pressure 
fiujting  through  the  two  femora.  The  pelvis  thus  assumes  the  beaked 
form  so  characteristic  of  this  disease,  as  distinguished  from  the 
rachitic  pelvis.     {See  Fig.  75,  page  369.) 

The  bones  in  osteomalacia,  being  soft,  may  be  bent  and  altered 
in  shape  by  the  hands  of  the  medical  attendant :  a  change  which 
cannot  possibly  be  accomplished  in  the  deformity  produced  by  rickets. 
The  spine  may  also  be  very  seriously  deformed,  and  chiefly  by  a 
very  great  increase  of  its  natural  curvatures.  The  thorax  may 
be  distorted  by  the  bending  or  fracture  of  ribs  from  the  action 
of  the  respiratory  muscles.  The  bones  of  the  extremities  may 
be  bent  and  broken  in  many  places,  allowing  the  feet  to  touch 
the  head,  or  the  limbs  to  assume  the  most  fantastic  shapes.  The 
resulting  deformity  is  the  most  exaggerated  and  most  extreme 
condition  of  which  the  human  skeleton  is  capable.  At  the  same 
time  it  should  be  remembered  that  the  changes  may  be  confined 
to  the  bones  of  the  pelvis  and  lower  part  of  spine,  and  never 
progress  beyond  this  portion  of  the  body. 

The  urine  has  almost  always,  when  examined,  contained  an 
excess  of  lime  salts,  pointing  to  the  conclusion  that  the  inorganic 
constituents  of  bone  are  eliminated  through  the  kidneys. 

The  disease  does  not  of  itself  appear  to  be  fatal,  but  a  large 

proportion  of  recorded  cases  have  died  from  mechanical  difficulty 

arising   at   parturition.      Apart    from    this    cause   of    deutli,    the 

patients  may  live  a  very  long  time  in  a  crippled  and   bedridden 
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ot)ndition,  and  die  only  from  some  intercurrent  nmlndy.  If  Uie 
Tilm  give  way,  and  cause  compression  of  the  lungn,  or  the  •oUcb* 
ing  of  the  l>c>dies  of  the  vertebne  interferes  with  the  int«gfity 
of  the  spinal  ci:ird,  a  fatal  temiinatiun  may  qutekly  5Uperveoe^  mui 
cut  short  an  otherwise  long  and  tedious  complaint.  R««i*iHwy  or 
ob\Hous  iiuprovement  is  stated,  however,  to  have  taken  placse  in 
twenty-two  out  of  tlie  1 4*'»  causes  recoixled   by  Durham ;  oqI  ihej 
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Ffir.  MB.— Due  oT Skull  fir»in  a  u^Ae  i>r  o^t*  ai'^  iKfonnAiiK    (St.  ThiMnu'*  BmiitUi 

NiiMiijti,  No,  lai)  ^^ 


appear  to  have  been  nearly  all  connected  with  pregnaoey  in  which 
the  disease  was  confined  to  the  pehis  and  the  lower  p^i  i       '    '     ^ptlM*. 
Treat itifiit«^—  Beyond  the  ordinary  and  j ml  icioas  - 1  that 

would  Ik^  Muggested  for  any  chronic  and  incurable  oouipUiiiti  there  in 
really  nothing  to  \ye  done.  In  the  early  stages  fractun^  mi^tt 
UT\\U\  but  later  in  the  diiieaae  thin  result  oould  not  \m  <u^eel«d  U» 
take  |>lac45. 
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To  Sir  James 
Paget  we  are  in- 
debted for  the  fii*8t 
clear  account  of 
this  interesting 
disease.  His 
earliest  series  of 
cases  was  published 
in  vol.  Ix.  of  tlie 
Medico  -Chirurgical 
Transactions,  1877, 
and  seven  others 
in  vol  Ixv.,  1882. 
Since  the  publica- 
tion of  these  cases 
a  large  number 
have  been  recorded 
by  other  observers, 
but  without  much 
addition  to  our 
stock  of  knowledge. 
Single  bones  previ- 
ously labelled  in 
our  museums  as 
osteoporosis,  in 
which  the  life-his- 
tory was  incom- 
plete, may  now,  we 
think,  be  regarded 
as  cases  of  osteitis 
deformans.  If  this 
be  so,  one  more  ob- 
scure bone  disease 
has  been  reclaimed 
by  these  observa- 
tions from  the  un- 
classiiied  group  of 
osseous  deformities. 

Causation.  — 

Nothing  whatever 
is  yet  known  as  to 
its  aetiology.  Can- 
cer may  now  be 
excluded  as  having 
any  direct  influence 
in  this  respect;  and 
no     one     constitu- 


Fig.  344.— Skeleton  of  a  Man  aged  70,  affected  with  OateitU  De- 
formans. The  section  of  femur  is  from  the  same  specimen 
(St.  Tbomas's  HospiUl  Museum,  No8.  416,  417.) 
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tioniil    diathesis   or   disease    can    be    traced    through    a   6UI 
nuralier  of  ciu-^s  to  make  it  probsible  tJiat  th€7  have  anjljiing  to 
do  with  its  ori^'iii. 

Pathological  anatomy, — Chronic  intlamination  csp^dallj 

itig  the  long  bones  and  thorn*  iii  lb* 
8kull,  beginning  in  mid  life  or  m  ok] 
age,  apj)eaii9  to  Im»  the  tnost  probabk 
{^athohigical  condition  tlirotigb  all  iti 
8taj;ea  Commencing  as  a  chroniit 
and  rarefying  osteitiii,  in  wbich  Ui^ 
nornml  compitct  tissue  becomtsB  find  J 
porou8  and  i-eticulated,  and  in  wbicb 
also  ivesh  Ixrne  is  formed  beoeatli 
the  [periosteum,  it  slowly  undergom 
that  hypeitrophic  and  partially  «l©- 
mtic  change  that  we  «ee  ao  wdl 
developed  in  the  later  stages  of  Uhi 
malady.  The  nuduHi*  is  alio  filled 
up  with  the  same  i-iortjun  Ijouc  (Fig. 
343).  In  Sir  Janies  Pnget's  wotda: 
'*The  Ijonen  enlarge  and  .noften,  and 
those,  liearing  weighty  bisconie  tm- 
nwturally  eurveil  and  iniHMhapett/' 
The  enjvature  of  the  long  )>one«  m 
certainly  seen  tpnt«  early  Id  lb« 
disease,  and  it  in  fair  to  aiasftme  tbal 
thiii  anse«i  from  the  weight  of  tb« 
body  acting  througli  soft  and  yii^lding 
bone  (Fig,  344).  LAte  in  the  diaenK, 
when  tlie  hone  can  generally  bt 
examined  post-marUm^  the  density  dt 
the  new  foromtion  is  such  aii  to  ecu* 
tradict  any  idea  of  ita  yielding  10 
pressure.  Another  i^uestion  arinea  ta 
to  this  hypertrophic  rarefying  osteslia. 
Does  the  lx>ne  also  lengtbtm  \  A  few 
si>ecimen£i  seem  to  indicate  that  soeb 
may  be  tlie  case^ 

In  the  accomjianying  illttstriitiona 
of  a  caae  recorded  by  tbe  writer 
in  tbe  Fathotogical  Bocietys  Tranaaetions  (voh  xxxix^),  it  will 
be  aeen  that,  lie^ttdes  the  onlinary  symptoms  of  osteitis  defonnaiii^ 
some  single  bones  are  enlarged  and  curved,  and,  loeing  UQffjrii^ 
metrical,  shuw  evidence  of  elongation  (Figs.  345,  346,  34T). 
In  the  right  fore-arm  the  radius  is  very  much  curved  azid  eo- 
larged,  especially  in  its  lower  thirrj,  whikt  the  ulna  is  nl  normal 
size  and  quite  straight.  The  rti/lius  munt  here  \ye  inctm^scd  in 
length,  for  ntherwine  tlie  hand  would  not  b<?  displaced  in  thm 
oppoalte   direction   to  tbe   curvature  of   the  radius,  tho  cisnfi 
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alone  somewhat  reducing  the  length  of  a  bone.  The  left  humerus 
is  also,  notwithstanding  its  curvature,  from  an  inch  and  a  half 
to  three-quarters  of  an  inch  longer  than  the  right  humerus,  the 
measurement  being  taken  along  the  arc  of  this  curve  (Figs. 
346,  347). 

Symptoms. — After  middle  life  or  in  old  age  the  first  symptoms 
of  the  disease  are  generally  noticed^  The  loss  of  height,  stooping 
posture,  and  low  position  of  the  hands  in  the  erect  position  are, 
perhaps,  the  most  remarkable  features.  The  curved  lower  limbs 
held  apart,  with  the  knees  slightly  bent  and  overhanging  the  ankles, 
are  still  more  characteristic  on  careful  examination  of  the  nude 
figure.  The  vault  of 
the  cranium  is  com- 
paratively large  for 
the  face,  and  on  in- 
quiry it  will  often  be 
found  that  larger  and 
larger  hats  have  of 
late  years  been  or- 
dered by  the  patient 
The  upper  part  of  the 
spine  will  be  seen  to 
be  quite  fixed  in 
its  bowed  position, 
whilst  the  ribs  are 
crowded  together 
and  immovable. 
The  breathing  is,  in 
such  circumstances, 
entirely  diapliragm- 
atic,  in  a  manner 
exactly  similar  to  that  of  spondylitis  deformans.  In  the  latter  dis- 
ease, however,  the  immobility  of  the  spine  and  ribs  is  alone  observed, 
combined  possibly  with  general  osteo-arthritis.  But  there  is  no 
enlargement  or  curvature  of  the  long  bones,  and  the  skull  is  entirely 
unaffected.  On  careful  examination  of  the  lower  limbs  in  a  case  of 
osteitis  deformans,  the  long  bones  will  be  found  very  much  enlarged, 
and  uniformly  curved  outwards  and  forwards  from  one  end  to  the 
other.  Other  bones  may  also  be  affected,  and  generally  in  a  sym- 
metrical fashion ;  the  case  previously  described  (Figs.  345,  346, 
347)  being  quite  exceptional. 

The  patients  often  complain  of  pain  in  the  lower  limbs  and  spine, 
but  it  is  not  severe,  and  is  generally  described  as  rheumatism.  The 
general  health  may  remain  entirely  unaffected,  except  from  such 
indisposition  as  may  arise  from  want  of  exercise.  Life  is  not 
materially  shortened,  except  possibly  from  the  onset  of  such  an 
intercurrent  malady  as  bronchitis,  when  the  fixity  of  the  chest  would 
materially  impair  the  patient^s  powers  of  breathing. 

Treatment. — Iodide  of  potassium  has  not  been  found  of  much 


Fig.  346.— The  upper  Extremities  uf  the  Case  shown  in 
Fig.  345. 
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fore-arms  before  the  arms,  and  the  legs  before  the  thighs,  but 
this  change  is  unaccompanied  by  any  curvature  of  the  long  bones.* 

The  patient  gradually  becomes  exhausted  from  general  debility, 
or  dies  from  some  intercurrent  disease. 

Pathology. — As  regards  the  pathology  of  acromegaly,  it 
must  still  remain  in  obscurity.  Enlargement  of  the  pituitary 
body,  which  has  been  frequently  observed,  may  be  a  symptom 
rather  than  the  cause  of  acromegaly,  inasmuch  as  it  is  not  always 
enlarged.  Atrophy  of  the  optic  discs,  which  is  present  in  so 
many  of  these  cases,  is  undoubtedly  caused  by  the  pressure  of 
this  body.  The  thyroid  gland  has  also  been  found  altered,  some- 
times enlarged,  sometimes  atrophied,  and  in  others  normal.  Per- 
sistence of  the  thymus  has  also  been  held  responsible  for  this 
disease ;  but  no  one  of  these  three  organs  can  be  said  to  be  the 
cause,  for  in  some  instances  none  of  them  were  affected. 

Diagnosis. — The  differential  diagnosis  has  to  be  made  from 
myxoedema,  osteitis  deformans,  leontiasis  ossea,  and  arthritis  defor- 
mans. From  myx<Bdema  the  enlargement  of  bone,  if  it  can  be 
detected  in  the  early  stage  of  acromegaly,  would  be  sufficiently 
distinctive.  The  skin  in  acromegaly  shows  no  alteration,  and  the 
hypertrophy  of  the  soft  parts  is  confined  to  the  hands,  feet,  and 
face.     The  hair  also  is  unaffected. 

In  osteitis  deformans  the  long  bones  invariably  become  curved, 
there  is  no  special  tendency  to  enlargement  of  the  distal  ends  of  the 
extremities,  and  the  face  is  small,  whilst  the  skull  is  enlarged. 

Leontiasis  ossea  is  an  affection  only  of  the  facial  bones  and 
skull,  which  may  become  excessively  and  irregularly  enlarged,  much 
more  so  than  in  any  case  of  acromegaly,  but  the  soft  parts  are 
normal,  and  the  distal  extremities  are  unaffected. 

Virchow  has  pointed  out  that  in  acromegaly,  as  in  arthritis 
deformans  (or  osteo-arthritis),  there  are  osteophytic  outgrowths  at 
the  articular  ends  of  the  long  and  short  bones,  and  also  along 
the  margins  of  the  vertebrse  and  the  large  fiat  bones,  such  as  the 
ilium.  "  But  there  is  here  also  a  striking  difference,  for  in 
acromegaly  the  joint  as  such  is  not  affected."  "The  changes  are 
extra-articular,  and  have  their  seat  outside  the  ligamentous  and 
capsular  constituents  of  the  joint." 

LEONTIASIS    OSSEA. 

Virchow,  in  his  work  on  Tumours,  applied  this  term  to  a  rare 
group  of  cases  which  vary  much  in  their  extent,  but  are  similar  in 
their  pathological  anatomy.  Hyperostosis  of  the  facial  and  cranial 
bones  is  the  distinguishing  feature  of  this  disease.  Large  bosses  of 
bone,  often  symmetrical,  are  developed  from  the  lx)nes  of  the  face 

*  For  description  of  skeleton,  see  Broca  :  Archives  Genhales  de  Mid.,  Dec.,  1888  ; 
Virchow:  Berliner  klinisehe  Woclienschrifty  Feb.,  1889:  Henry  Alexis  Thomson: 
Journal  of  Anatomy  and  Physiology,  vol.  xxiv.,  1890.  For  numerous  cases,  see 
**  Essays  on  Acromegaly  and  Bibliography,*'  with  cases.  New  Sydenham  Society, 
vol.  cxxxvii.,  1891. 
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and  cranium,  which  slowlj  and  ftt€«clily  inemuie  in  mn  and 
the  most  hideous  deformity.  The  osteoma,  wiUi  vludi  it  nnf  he 
cornpared,  is  an  isolated  outgrowth  xA  )x»ne,  whereu  hi  \mnpilam  m 
an  enlnrgctment  of  the  whole  lioiie,  all  its  prooeawa  being  uitxilwd  la 
the  growth.  As  it  increases  in  size,  it  Ijecomes  reiy  irregitlar,  A&d 
other  bones  in  the  neighbourhood  become  similarly  a0ect«d.  The  mm 
are  often  displaced,  from  the  gradual  diminution  of  the  orbital  oat 
and  the  nerves  are  compressed,  from  the  narrowing  of  tW  ' 
through  which  they  pass.  Pain,  blindness,  and  defijmiitT  aiw 
principal  clinical  features  with  which  w©  have  to  contend.  (Sm 
Article  XJCXVIL,  on  Diseases  or  the  Head,  Vol  U.) 

3Iany  years  may  elapse  before  these  symptoms  justify  any  < 
interference  ;  and  then  only  when  it  is  more  or  less  unilateral 
possible  in  such  cases  to  interfere  with  advantage  to  tlie  ] 


TRANSPLANTATION    OF   BONE. 

Under  this  heading  may  be  included  re-tmplantatioD  of 
which  has  \yeen  remo\'ed,as  in  trephining  operations,  and  tme 
or  transplantation,  in  which  a  p»iece  or  pieces  of  bone  art 
entirely  from  one  part  to  another  or  from  one  patient  to  aoollicr. 

With  regard  to  the  first,  it  was  formerly  the  practice  lo 
the  disc  of  Ixme  that  had  Wen  removed  into  small  irtkgaun/U  btllMt 
it  was  re-implanted.     In  young  bone  certainly  this  haa  beaa  fpwrf 
to  be  unneceasary  if  the  disc  i«;  not  very  lar^.     In  old  bono^ 
ever  its  mz^  it  would  probably  \ye  wisest  to  drill  one  or  mofv 
throu^.^  it,  to  prevent  the  possibility  of  necrosis. 

Mace  wen  has  pointed  out  that  in  returning  large  «Jab«  of 
after  trephining*  the  best  practice  to  ensure  its  continued  vitali 
and  to  maintain  drainage  in  to  punch  or  drill  holes  a  quiirter4nch 
diameter,  so  that  instead  of  solid  bonev  a  mere  lattice-work  Is  ML 

Tliere  is  no  doubt  a>x>ut  the  possibility  of  8Uceessl«Uy 
planting  a  piece  of  human  l)one  into  a  freshly-made  wtmiid. 
ewen  pulilinhed  a  remarkable  case  in  the  Proceedings  of  the 
Society     in    May,    18S1,    which    illustrates    this   line  of 
Wedges  of  bone   were  removetl   from   the   tibia*   of   chif 
required  osteotomy  for  deformity,  and   were  planted  l>f^ 
muscles   of   a   boy'»    arm    whose    dia]>]iy^H    had    tieen    lost    a 
previously  from  infective  periostitis.     The  two  epiphyses  wcrr 
tually  successfully  united,  and  the  biiy  obtained  a  useful  arm 
wedges  of  bone  were  minutely  divided,  irrenjiective  of  the 
teum,  and  placed  in  a  groove  pre^nously  made  between  the  m 
of  Uie  lx»y*B  arm.     The  operation  was  |»erformed  on  three 
occasions,  two  wedges  lieing  U84»d  each  time. 

Young  and   vascular  Imne   may   not   require  such   mintfte 
division ;  but  if  sultdivided,  care  sliould  lie  taken  not  to  cnni 
bone,  which  should  be  cut  as  cleanly  as  possible.     The  part 
likely    to   l>e   successful    for    transplantation    is    that 
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beneath  the  periosteum   in   a  young  subject,  on   account   of  the 
oeteoblasts. 

The  writer  has  tried  transplanting  portions  of  a  long  bone  with 
its  periosteum  from  a  puppy  for  a  case  of  un-united  fracture  with 
deficient  bone  formation.  The  wound  suppurated,  so  that,  although 
a  successful  union  was  obtained  after  many  previous  failures,  it  is 
doubtful  how  far  the  result  was  due  to  the  transplantation.  More 
will  be  done  in  this  direction  now  that  wounds  can  be  made  to 
heal  without  the  intervention  of  strong  antiseptics,  which  must  in- 
juriously affect  the  young 
cells  in  the  transplanted 
bone. 

TUMOURS  OF  BONE. 

The  general  pathology 
of  tumours  is  given  at  page 
443,  but  it  is  necessary  here 
to  go  more  fully  into  the 
clinical  history  and  treat- 
ment of  these  diseases  in 
relation  to  the  bones. 

Osteomata.  —  Of  the 

innocent  tumours,  we  may 
refer  first  to  the  osteomata. 
We  know  nothing  of  their 
aetiology  except  the  fact 
that  in  the  multiple  osteo- 
mata, occurring  about  the 
epiphysial  lines  of  the  long 
bones,  they  appear  very 
frequently  to  be  hereditary. 
There  are  two  varieties : 
the  ivory  and  the  cancel- 
lous osteoma.  (See  page 
455.) 

The  ivory  osteoma  occurs  chiefly  on  the  flat  Iwnes,  such  as 
those  of  the  skull  orbit,  scapula,  and  pelvis.  It  is  of  remarkable 
density,  resembling  throughout  its  structure,  to  whatever  size  it  may 
attain,  the  cortical  bone  from  which  it  springs.  It  is  generally  single, 
and  causes  little  inconvenience  except  in  special  localities,  such  as  the 
frontal  sinuses,  orbit,  auditory  canal,  or  the  interior  of  the  skull. 
(See  Fig.  101.)  It  may  attain  a  large  size,  and  totally  obstruct  a 
canal  like  that  of  the  ear ;  or,  distending  the  frontal  sinus,  displace 
the  eye ;  or,  growing  within  the  skull,  interfere  witli  the  functions 
of  the  brain.  But  except  in  this  way,  from  slowly  increasing  pressure 
on  important  parts,  it  lias  no  direct  influence  upon  tlie  life  of  tbe 
patient. 

The  spong^y  or  cancellous  osteoma  is  a  far  more  common 
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,  whilst  it« 


Fig.  848.— Osteonmta  (a)  close  to  Epiphysial  Line  of 
Femur.    Each  is  capped  with  cartilage,  wl 
base  is  continaoas  with  the  cancellous  tissue  «>f  the 
shaft.    (St.  Thomas's  Hospital  Museum,  No.  (K)1.)i 


that  of  the  bonroii  wtiich  it  ii 
placeil,  the  cortical  ti«8ui*  it 
that  R|x>t  lieing  f%)M«*iiL  Tlii* 
reiiinvftl  of  Huch  a  growth  wah, 
fiU  thiH  reason,  furuierly  luukiail 
up<in  an  a  cl;uigt'n>uii  pini> 
cwlur^,  its  thr  ii|iriniitiiin  fx- 
jHiHed  th(*  nii^cluUiiry  tuvtie  lo 
wound  inflection,  whieli 
then  the  ftrte  no/ir  of  mirgmj. 
It  i«  nut  uncoituiion  to  find 
ii  krge  iiuntliorof  these  cttln>- 
iiiat^^  whieli  are  then  mort!  or 
Ie88  gjminetricalJT  dii$tribttiteci 
at  the  epiph^noal  rmihi  ol 
thr  long  Iwneay  rytgiftlljF 
thr  femora,  the  tibuiv  ajx) 
the  liumeri.  In  sudi  cuo 
there  h  generally,  ai  belart 
Htati^  ik  fiimily  hintoiy  iif 
similar  growths.  They  mrt 
moat  frcH^uently  fui^en  ftlxmt 
the  age  of  pul^eny  or  «wli«T, 
and  one  or  rnoi^  may  asaamf 
Uirge  proportionM.  They  geno- 
riilly  ceajie  to  gn>w  when  com- 
plete o«mfication  ha^  tttken 
phtee  ill  the  Ixine  to  wliicb 
ihey  ttiv  ttttnelied,  Tbi?  cap 
of  cartilage  then  o^sifir^,  anci 
becames  continuous  with  thv 
cortical  lione  of  the  &balt 
When  Hwbjected  to 
or  friction,  a  bursa  is  freijuently  found  upon  it«  Kumnut.  An 
o»*teonia  n»ay,  however,  anne  much  latter  in  life,  and  is  then,  ta  a 
rule,  iiolitary.  In  such  circurnHtHneeK  it  may  grow  to  a  VFfY 
large  j^ize,  producing  an  iri'egularly  lobulated  tumour  of  bum?,  with 
a  cijinparatively  Btnall  peduncle. 

Fnmi  itK  poHition,  a  cancellous  tisteoma  fnay  give  rise  to  a  vtff]f 
grave  inconvenience.  It  may  interfere  with  tbn  mov«ixi«Bla  of  a 
joints  or,  l>eing  placed  on  the  inner  side  of  the  knoe»  prifVieQt  th» 
patient  fn>ni  grasping  the  nadtlie  in  riding*  or,  growing  from  iW 
inner  aide  of  the  humerus,  project   the  ajin  from  the  «u^-  l*-;    it* 


Ffff.  840.— View  ttimt    \Mhitid    of   tht  ap«ciOMU 
•hown  Ui  Fig.  »«i. 
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contact  with  the  thorax.  A  patient  may  thus  really  require  relief 
from  a  growth,  large  or  small,  which  would  otherwise  be  considered 
quite  unimportant. 

Treatment, — The  ivory  or  compact  osteoma  may,  if  small  and 
situated  in  a  place  where  it  cannot  interfere  by  pressure  on  im- 
portant parts,  be  left  alone.  On  the  other  hand,  it  may,  from  its 
proximity  to  a  nerve,  cause  such  pain  as  to  necessitate  its  removal ; 
or,  from  its  growth  into  the  cavity  of  the  orbit,  so  displace  the  eye 
as  to  render  an  operation  highly  desirable.  There  is  no  reason  at 
the  present  day  why  its  removal  should  not  be  attempted.  Formerly 
the  ohisel  and  saw  were  the  instruments  employed,  and  they  were 
generally  unsuccessful.  But  with  the  "dental  engine,"  a  carefully 
conducted  operation  may  succeed  in'  removing  the  whole  of  the 
offending  part  without  too  great 
violence  to  the  surrounding  tissues. 
It  must,  however,  be  remembered 
that  in  the  skull  the  growth  may 
extend  into  the  cranial  cavity  in 
the  same  way  as  it  projects  upon 
the  surface.  The  operation  must, 
therefore,  only  be  undertaken  when 
something  more  than  the  mere 
symmetry  of  the  part  or  improved 
personal  appearance  is  desired. 
The  cancellous  osteoma  can  be  very 
easily  removed  with  the  chisel,  but 
when  there  are  a  large  number  the 
surgeon  would  naturally  hesitate 
before  he  recommended  the  removal 
of  them  alL  He  would  select  only 
those  which  were  causing  incon- 
venience or  much  deformity.    Most 

of  them  are  capped  with  cartilage,  and  cease  to  grow  with  the  ossifica- 
tion of  this  cartilaginous  cap.  Moreover,  those  which  appear  in  the 
adolescent  period  of  life  generally  undergo  this  change,  with  the 
complete  ossification  of  the  skeleton.  It  is,  therefore,  undesirable  to 
operate  with  the  belief  that  more  trouble  will  ensue  than  at  present 
*  exists.  It  must  be  borne  in  mind  that  such  osteomata  are  generally 
placed  about  epiphysial  lines,  and,  therefore,  in  close  proximity  to 
joints.  Their  removal  will  also  necessarily  open  up  the  cancellous 
tis.sue  of  bone.  For  these  reasons  it  is  essential  that  the  best  anti- 
septic or  aseptic  methods  of  wound  treatment  be  employed. 

Of  other  special  outgrowths  of  bone,  the  auditory  osteomata  or 
exostoses  will  be  considered  in  Art.  XLI.,  Vol.  II.,  and  the  ossi- 
fication of  tendons  in  Art.  XXXIV.,  Vol.  II.  (See  also  page  455 
and  Fig.  102.)  The  subungual  osteoma  (exostosis)  is  capped  with 
cartilage,  from  which  it  continues  to  grow  like  the  other  cancellous 
osteomata.  It  is  attached  to  the  ungual  phalanx  of  the  big  toe,  and 
projects   through    the   matrix  of  the   nail   at   the   tip  of   the   toe 


Fig.  350.— SubatiKual  Osteoma  in  which  the 
Nail  lias  dinamieared.  (From  a  cant  in 
St.  Thomas's  Uuspital  MuHeiun.) 
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(Fig.  350).  The  free  border  of  the  nail  is  turned  upward^  and  the 
soft  parts  over  the  bony  growth  are  frequently  ulcerated  from  frictioo 
with  the  boot  It  varies  in  size,  but  is  scarcely  ever  allowed  to  assmne 
large  proportions,  on  account  of  the  pain  and  inoonvenience  it 
causes  in  walking.  It  is  very  easily  removed  by  a  sharp  spoon  or 
gouge,  but  care  should  be  taken  that  all  the  tissue  covering  it  is  also 
removed.  It  is  otherwise  liable  to  return,  probably  on  acooimt 
of  some  portion  of  the  cartilaginous  cap  being  left  in  siiu. 

Fibromata  of  bone  are  very  rare  except  in  relation  to  the 
jaws  and  base  of  skull.  In  the  latter  position  they  have  been  de- 
scribed as  one  form  of  naso-pharyngeal  polyp.  In  other  positioiii 
fibromata  of  bone  are  probably  intermuscular  or  parooteal  tnmonrt 
which  have  only  secondarily  "become  attached  to  bone.  They  an 
recognised  by  their  exceedingly  slow  rate  of  growth.  The  uniform 
consistence  and  smooth  surCaice  of  such  a  tumour,  coupled  with 
the  absence  of  infiltration  and  freedom  from  pain,  would  be  addi- 
tional arguments  in  favour  of  a  fibroma. 

But  it  must  be  remembered  that  some  of  the  more  chiuoie 
parosteal  sarcomata  present  these  features,  and  if  treated  in  the  way 
in  which  fibromata  are  ordinarily  treated  elsewhere,  by  renoTal 
from  the  tissues  in' 'which  they  grow,  woidd  be  almost  certain 
to  show  their  malignancy  by  an  eventual  recurrence.  If^  therefore^ 
a  tumour  apparently  of  this  nature  be  removed  from  booe,  it  is 
essential  that  a  microscopical  examination  be  made  before  allowing 
the  patient  to  imagine  that  he  is  safe  without  ampatatioo  ol  the 
limb. 

Parosteal  lipoma. — For  cases  of  this  extremely  rare  variety 
of  groiA-th  attached  to  bone,  the  reader  is  referred  to  Bland 
Sutton's  work  on  *' Tumours,  Innocent  and  Malignant,"  1893,  where 
a  series  of  records  in  the  Transactions  of  the  Pathological  Society  are 
alluded  to.  A  deeply-seated  fatty  tumour  is  always  difficult  of 
diagnosis;  and  if,  further,  it  be  beneath  the  deep  fascia  and  fixed 
to  bone,  it  may  be  impossible  to  assert  its  nature  without  ex- 
ploration.    (See  aim  page  451.) 

Chondroma  of  bone. — Some  of  the  cartilaginous  outgrowthi 
are  mere  overgrowths  of  normal  cartilage,  and  are  called  ecckaik- 
dro^^  (P<^ge  454).  These  are  especiaUy  common  in  the  costal  cartila^ 
of  young  women,  and  require  no  treatment.  They  are  also  found  on 
the  laryngeal  cartilages,  and  may  give  rise  to  dangerous  symptoms 
when  they  project  on  the  inner  surface  of  the  larynx.  Along 
the  margins  of  the  articular  cartilages  they  are  seen  as  small 
rounded  nodules,  or  **  lip  growths,''  in  the  osteo^irthritiA  of  mid- 
life. At  the  l>ase  of  the  triangular  cartilage  of  the  noie  they  have 
of  late  received  more  attention  than  they  deserve,  fur  unless 
they  produce  obstruction  they  can  do  no  possible  harm. 

The  true  chnndroma  of  bone  arises  in  the  medullary  caWty,  close 
to  the  epiphysial  end  of  a  long  bone,  or  lietween  the  walls  and  the 
perii>steuni.  It  is  an  innocent  tumour,  and  «loes  not  return  aft«?r 
complete  removal     {See  page  453.)     With  our  present  knowledge  of 
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Fig.  351.  —  Chondroiua  of  Metacarpal 
Bone,  arising  from  the  Medullary 
Canal,  and  covered  with  a  thin  Mhell 
of  bone  continuous  with  that  of  the 
shaft  (St.  Thomas's  Hospital 
Museum,  Xo.  586.) 


histology  we  may  safely  assert  that  if  it  does  return  after  complete 
remov^,  it  is  almost  certainly  a  chondrifying  sarcoma.  It  is,  as  a  rule, 
mainly  composed  of  hyaline  cartilage,  but  may  have  a  varying  amount 
of  fibrous  tissue  in  its  matrix,  or  may 
be  mixed  with  other  embryonic  tis- 
sues. In  the  latter  case  it  is  pro- 
bably a  chondrifying  sarcoma.  Calci- 
fication or  ossification  may  take  place, 
and  the  tumour  be  converted  into  a 
cancellous  osteoma,  which  is,  as  before 
described,  covered  with  a  cartilaginous 
cap.  Fatty  or  myxomatous  change 
may  also  ensue,  especially  in  the 
larger  growths,  when  the  tumour  is 
called  a  chondro-myxoma,  in  which 
distinct  cystic  cavities  are  often 
found. 

Situation. — In  the  hands  and 
feet  they  are  frequently  multiple, 
arising  in  the  medullary  tissue  of 
the  phalanges  and  metacarpal  or 
metatarsal  bones  (Figs.  100,  351). 
But  they  are  far  more  frequent  in  the 
hands  than  in  the  feet.     A  complete 

shell  or  plate  of  bone  may  be  found  upon  the  surface.  When 
multiple  they  do  not  individually  grow  to  any  great  size,  but  cause 
great   inconvenience   from   interference  with  the  functions  of  the 

hand  or  foot  (page  453). 

When  a  chondroma 
arises  from  one  of  the  larger 
bones,  it  is  commonly 
single,  and  may  then 
assume  enormous  propor- 
tions (Fig.  352).  The 
scapula,  pelvis,  or  the  ends 
of  one  of  the  long  bones 
are  the  usual  sites  for 
one  of  these  growths,  but 
scarcely  any  bone  in  the 
skeleton  can  be  said  to  be 
free  from  the  possible  de- 
velopment of  a  chondroma. 
{See  Fig.  100.)  In  these 
situations  the  tumour  gene- 
rally grows  from  the  peri- 
osteum, and  not  from  the 
medulla  ;  but  the  bone  may 

Fig.  352.-Chontlroma  of  Humerus  which  might  pes-  be  partially  absorbed  by 
sibly  have  been  a  Chondrifying  Sarcoma.  (Fn>ma  T^ro^i^inrP  Manv  of  these 
plaiter  cast  in  St.  Thomaa's  Hospital  Museum.^         pressure.       iviany   Oi    tneso 
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enormous  cartilaginous  tumours  would  at  the  preiieiit  tiin**  l»^ 
clas«itiecl  H8  chondrifying  sarcomata ;  and  tlie  pue4»ibility  cif  tiii* 
Vieing  tlie  case  in  any  large  chondrcmia  should  bo  bortie  in  ttiiiid  by 
the  surgeon  in  charge  of  the  patient. 

Auc— The  multiple  tunitiurH  of  the  hands  fimt  m&ko'  tb«r  w^ 
l>earMnce  in  children,  alxiiit  pulierty,  or  in  the  youne  adalt^  iiid 
increase  slowly  in  size  for  tu^nie  years,  and  then  r»  f  rionary. 

The  large  single   chondroma  arisen   much   hit  ,  ami  COB* 

tnnies,  as  a  rule,  indetinitely  to  increase  as  long  as  iht*  iiuttent  Itf 
but  without  any  ulterior  t^onHequence  except  that  of  inoanvtifiien 

DlEi|niO!^iK* — ^^  <vii*tilaginou«  tumour  is  gh»bular  in 
with  a  ^li^'htly  lobulateil  surface.  Its  conHist^^iice  ih  dense^  \mt  i 
and  may  in  parts  suggest  the  presence  of  fluid  1  beneath*  Then^  i 
no  infiltration  i>f  the  surrounding  ti«fiueH,  the  skin  and  nm§cli 
moving  freely  over  the  tumour.  It  merely  pusfies  ai»ide  the  ov* 
lying  and  adjacent  structures,  without  inTading  them  in  it*t  grciwc 
As  a  general  rule,  it  is  pei'fectly  painless,  unless  some  nerve 
accidentally  sti"etched  or  pressed  upoiu  It  is  inconvenient  frtrni 
weight  and  sis^,  and  may  impair  the  function  of  the  pa-rt  itiviilvi^ 
But  l>eyimfi  this  it  has  no  influence  on  the  duration  ni  life.  It  iiT 
exceedingly  slow  in  its  progress,  taking  many  years  in  attJiininig  any 
great  size.  If.  on  the  other  liand,  a  tumour  which  i*  thought  fn»m 
its  consistence  to  l>e  cartilaginous,  should  lie  more  raftid  in  it^ 
growth,  K*>me  dt»ul>t  may  Im?  entertained  as  to  the  jHjsHihilily  of  lib 
being  a  ehDndrifying  sanx)ma.  The  rate  of  inertjasc  is*,  tlierefurr, 
the  crucial  jMjint  in  diagniKHis  between  a  pure  chondroma  luid  n 
chiiTidrifying  sarcoma. 

Tl»e  cliondromata  of  the  hand,  as  a  rule,  give  riiie  to  little 
difficulty  in  diagmrsis.  The  ago  of  the  patient*  the  particular  Imi 
affected,  their  endosteal  origin  with  plates  uf  lame  on  the  out 
surface,  their  slow  growth  and  freedom  from  pain  and  temleme 
make  the  diagnfisis  tolerably  easy,  Tul>ercular  ilactyltlis,  with  whu 
at  some  stages  it  might  l»e  confused,  is  temler  on  prrHKum  and 
accompanie<l  by  Sfime  intiamnuitory  intiltnitioFi  ;  ancl  in  the  end  it 
softens  and  discharges,  and  genentlly  results  in  a  shortened  or 
stunted  Wm^,  Syphilitic  dactylitis  produces  a  uniform  eidarge* 
ment  of  the  whfile  Ixme,  with  HttJe  or  no  tendency  to  softening 
suppuration.  It  never  produces  the  globular  outline  of  a  chondruw 
nor  it«  elastic  »ensation  on  pressure.  It  is,  mor«H>\*t?r,  prtibal 
accompanied  liy  a  hist^ir)'  or  other  signs  uf  syphilis. 

Trc'filineiat. — Th«»  illustration  (Fig,  353)  sIjowh  how  imjaiiwablr 
it  would  l>e  to  ileal  with  some  cases  of  muUijde  chtindromata  of  the 
hand  without  sacriticing  the  i>art  l>y  ampntatioru  And  yet  in  thi* 
caiie  it  would  have  lieen  diMtinrtly  w  n>ng  to  have  removed  hi*  ban 
fur  he  cijuld  liold  a  Isxik  anti  materially  assist  his  right  hand,  whi<5 
was  the  less  tleformefl,  in  his  daily  occU|»atitin.  He  was  eigbterli 
year%  of  age,  and  had  hml  these  tumours  sinct*  the  age  of  twa  Till 
the  left  hand  wiis  alwstilutely  useless  it  would  have  la*«'U  «  mialorliiiw 
to  him  to  have  l*»Jit   it.     In  other  c/w*es,  however,  a  tingcn*  omy  he 
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removed  to  increase  the  usefulness  of  the  whole  hand.     Occasionally 
the  tumour  may  be  excised  from  the  bone  in  which  it  grows. 

On  two  occasions  the  writer  has  succeeded  in  removing  a 
chondroma  which  projected  only  on  the  flexor  aspect  of  a  meta- 
carpal bone,  leaving  the  cortex  on  the  dorsum  perfectly  free.  The 
tumour  grew  from  the  medullary  cavity,  as  is  usual  in  such  cases, 
and  when  removed,  a  thin  strip  of  cortical  bone  only  was  left  in  situ 


Fig.  353.— Multiple  Chondromata  of  Hands  in  a  I-Ad  of  18.     (From  a  photograph  by  Burgess.) 


(Fig.  351).     No  recurrence  took  place,  and  the  patients  recovered, 
with  the  perfect  use  of  their  hands. 

With  regard  to  the  large  single  chondroma  of  the  long  and  flat 
bones,  no  definite  rules  can  be  laid  down.  One  that  is  steadily, 
although  slowly,  increasing  in  size  should  be  removed,  for  no  one  can 
estimate  the  size  to  which  it  may  grow,  and  the  very  magnitude  of 
any  subsequent  operation  may  in  the  end  deter  the  operator  from 
incurring  the  risk  to  life  from  shock.  It  may  sometimes  be  removed 
from  the  bone  to  which  it  is  attached,  or  the  shaft  may  be  so 
seriously  damaged  as  to  necessitate  amputation.  An  exploratory 
operation  must  be  done,  with  permission  for  the  surgeon  to  act  in 
each  case  as  he  thinks  best  for  the  patient.  If  there  be  any  reason- 
able doubt  as  to  its  innocent  nature,  amputation  would,  of  course,  be 
the  safest  course  to  pursue. 


ou 
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S&rconia. — A  primary  malt^uaiit  tyiiiour  of  Ixine  b  alwaj 
one  uf  tbi'i  varic^ties  of  sarcoma^  tmd  n)U«t  tiec€»Httrily 
amputation  or  very  serioua  niutilatif>ii  of  tho  part  iuvulved,  {Sm 
page  466.) 

Aj^  reganls  the  struct ure^  little  need  W  «idded  t<>  what  In 
!iaid  elsewhere  (page  466),  except  that  a  large  prop/rtion  i>f  j 
of  boue  are  attributed  by  the  patients  to  aoine  detinite  injury. 

The  iiHwt  imp>rtaiit  di«tinetion  han  to  Ix?  dniwu  at  the  very  oqI 
set  between  the  feiitral  and  pf ri|»hrnii  Mircfjmata. 

Central  and  |>eriplierai  »«airroniata.— The  former  surt^  am  , 
the  name  indicates,  frtmi  the  medullary  tlnsue  of  the  bone,  and  i 
t>e  called  endoateaL     The  latter  iirise,  as  a  i 
in    the    osteogenetic  layer   on    the  surface 
fmne,    and    are    genendly    datcrib^ 
fterioitteal, 

Tliere    ii*    another    and    rarer    variety 
}K^riplieral    sarcomata,    usually   deatgnaled 
jmroste.aL     The.se   arise    in  the  tissue  imii 
ately    outside    the    periu*iteum,     and    otily 
condarily   invade   Itone.     But,  ijiaMiuucb  aa 
treatment   m  aUnoat  the  same  as  for  the  6«| 
peritwteal  sarcomata,  it  in  desirable  to  i 
them  in  referencje  to  this  subj«M:t. 

PatltaloirieHl   aiialoaiy.     B^ith    eentr 
and  peiipherai  sarcomaUi  may  be  romui-43nJit*dt^ 
«pind levelled,  or  a   combination   of   biith*     In 
the  central  alone,  if  we  except  an  epulis,  is  aj 
true  niytdoid  jyircoiua  e%^er  found. 

Secondary  changes  may  ensue  in  them  all, 
the  periosteal  having  an  especial  t«iidieuey  to 
chondnfy,  i>ssify,  or  calcify,  whiUt  tbe  ceo 
are  more  lialjle  to  degeneriitive  aofteiili^, 
may  Ix^come  cystic,  fatly,  or  inyxoinatoui;.  Tin? 
central  are  alstj  often  exceedingly  VAseular:  a 
condition  whicl*  may  at  one  time  lead  to  hiemorrhages  in  itm  sub- 
stance, and  in  another  to  distinct  pulsation. 

With  regard  to  tlie  cotkrse  anatomy  of  the.se  sarcomata,  the  sid^ 
periosteal  growth  shows  in  most  cases  a  distinct  radiation  outwai^Ja 
from  the  Ixtne  to  whicli  it  is  tixed*  Round  these  columns  or  lititfl 
ossification  or  calcification  takes  place,  so  that  the  central  [ 
is  often  com|K>sed  uf  fan-like  radiating  lione*  As  the  gruwtli  tx 
creasesj  tlie  periosteum  is  fai-ther  removed  from  the  bon<%  so 
the  area  in  which  the  radiation  may  occur  becomes  hirger 
occupies  a  greater  part  of  the  tumour.  But  Iwme  is  nevar 
in  the  peripheral  part  of  such  a  sarcoma,  lieing  ct^ufined  to  tlie  4 
portion^  if  found  at  alL  Soft  new  giY»wth  may  also  be  loond  « 
the  periosteum  and  within  the  medullary  canaL  All  thtm 
are  well  shoi^Ti  in  Fig.  357. 

The  central  sarcoma  starts  in  the  medullary  canal,  and  gmtiiiaUy 


ttoi 
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approaches  the  surface  by  destruction  and  expansion  of  the  bone 
within  which  it  grows.  The  periosteum,  irritated  by  its  presence, 
produces  new  bone,  so  that  a  complete  shell  or  plates  of  bone  are 
always  found  upon  its  surface.  This  is  the  chief  distinguishing 
feature,  both  in  the  clinical  and  naked-eye  examination  of  the 
central  sarcoma  of  bone.     (See  Figs.  355,  356.) 

The  malignancy  of  sarcomata  of  hone  is  shown  by  the  tendency 
they  exhibit  towards  local  recurrence  after  removal,  by  the  frequent 
occurrence  of  deposits  of  the  same  growth  in  distant  organs,  especially 


Fig.  365.— Giant-celled  Sarcouia  of  the  upper  Bnd 
of  a  Tibia  removed  by  Amputation  from  a 
man,  aged  35,  under  tbe  writer's  care.  He 
had  noticed  in  1878  some  swelling  after  an 
ii\jury  five  years  before.  No  recurrence  had 
Uken  place  ten  yean  after  anipuUtiou.  (St 
Thouuui'8  Hospital  Museum,  No.  602.) 


Pig.  356.— The  outer  Half  of  preceding  Speei> 
men  macerated,  and  showing  imperfect 
ahell  of  new  bone.  (St.  Thomas's  Hos- 
pital Museum,  No.  663.) 


the  lungs,  and  by  the  occasional  invasion  of  the  lymphatic  glands. 
The  usual  method  of  dissemination  is  by  the  veins;  hence  the 
frequency  with  which  the  lungs  are  invaded.  On  the  other  hand, 
the  lymphatics  are  very  rarely  involved  ;  and  when  they  are  so,  it  is 
generally  on  account  of  the  position  of  the  primary  growth.  In  a 
pelvic  sarcoma  the  glands  may  be  very  early  invaded  by  the  simple 
and  direct  extension  of  the  growth  without  travelling  along  lymphatic 
vessels.  But  having  once  gained  access  to  a  lymphatic  gland,  it  may 
be  distributed  further  from  gland  to  gland  by  lymphatic  vessels. 

The  sarcomata  of  bone  differ  very  much  in  the  degree  of  malig- 
nancy they  present.  Some  invariably  return  locally,  or  appear  else- 
where, no  matter  how  early  in  the  course  of  the  disease  or  how  far 
removed  from  the  seat  of  the  tumour  the  operation  is  performed. 
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On  the  ntbc^r  hand,  the  my^^loid  Kfu-Gomatii  so  iieMom  n^tufli 
reinoval  that  they  may  ahiH>8t  be  Kxjked  upon  as  lienign  growthicJ 
But  it  18  nec<^HHary  here  to  wt^te  that  such  a  tumour  for  »o  faroursblt] 
a  pn>gnosi.H  munt  not  only  have  a  few  giant  cells,  hut  tiiuat  he  raaini^ 
composed  of  such  colls  to  the  exchision  of  othen*.  The  perto«l«all 
spindle  celled  sarcoma  18  prolmhly  the  mottt  niaHgiiant^  and^  $pf*«iksiigf 
in  general  terms,  the  periosteal  are  all  rather  more  miiUgtiaEit  ih 

the     crntml     sarool 
mata. 

of  Uith  central  an<l| 
peripheral  SAroamatii  I 
if    we    excluile    tbi 
jawa,  which  are 
sidered  la  a  sejjarat«  ' 
article      (tee      pafeiJ 
y32  aiid  0S8),  i*  th«l 
articular  extremitir^J 
of    the    long   h»j(»is 
and  ftomc  honi?^  andll 
Kome   epiphyiK 
more    likely    to    bo 
attacked  than  otlieriw 
For    example :      tiia  j 
lionet  of    tbr   linrrri 
extremities  are  more  \ 
fre<|ueat)y    attJurkf4| 
than    those    ol 
upjjer,    pro^jahly  on 
account       of      their 
I^Teater     liainlitT    u>« 
injury  ;       and      tho 
lower     end     of    th» 
femur  and  tapper  rod 
of  the  tibia  are  mi>ni 
ctnnmonly       affect  «1  i 
than    th«*   other    ex-  , 
tremitie*     of     th««e 
same  liones,  prohKhly 
for  tike  same    reason    that    the    knees    are   more  ofton  rxpOMvl    to 
tritial  injurieji  than  any  other  partis  of  the  lower  limbs. 

jy*rt  a*je  at  which  the  jtarconmta  of  hone  most  commonly 
18  that  of  the  youn^  adult,  but  no  age  can  he  «aid  to  be  exempt 
The    central    tumours    are    more    fretjuent    in    mtddife,   and    ik%\ 
Buhj»eno^t*^al  in  young  eliildren,  if  any  distinction  he  made  bettrvca  ( 
tite  two  as  to  this  point  of  age. 

Lrocal  aiftn*!  and   clia|rii4>aift. — The  duration  ol  the  dtxeaw' 
Vwfore  c4>minK  under  observation,  «nd  the  rapidity  with  v  ^ 
tumour  has  increased,  are  the  first  and  most  important  points  ■ 


Bod  <  Pitfteriorly,  the  gruirth  hftj^^xrveded  gob- 

peri  -      It  hMM  a1«<i  luvAileil    the    medtilljir)' 

otlin  M'te<l  into  the  joinl     From  i  girl  tiiider 

Uie  wiiu  I  r»  L-nre  iu  18^,  «gvHl  17,  wbo  HM  ulive  &nd  w«ll 
il^ffit  yr«r»  iifl«T  atiipiitfttiOQ.     (8L  Thumut'a  HoepUal 
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the  surgeon  directs  his  attention.  As  a  rule,  the  more  malignant  a 
tumour  the  more  rapidly  it  grows.  The  increase  in  size  in  the  more 
innocent  tumours  may  be  measured  by  years ;  whereas  in  the 
malignant  cases  a  few  weeks  or  months  may  suffice  to  see  a  tumour 
double  its  original  size.  The  rate  of  growth  amongst  the  sarcomata 
of  bone  varies  considerably.  The  subperiosteal  increase  more  rapidly 
than  the  endosteal,  and  these  again  vary  amongst  themselves 
according  to  their  different  degrees  of  malignancy.  Some  opinion 
as  to  prognosis  after  operation  may  therefore  be  formed  from  this 
rate  of  growth  before  removal. 

To  distinguish  between  the  central  and  peripheral  sarcomata  of 
bone  is  the  next  most  important  point  in  the  diagnosis  and  conse- 
quent treatment.  The  central  tumours  are  spherical  in  outline, 
whilst  the  periosteal  are  long  and  fusiform  in  the  shaft  and  pyriform 
at  the  extremities  of  a  bone,  with  the  base  or  broader  part  directed 
towards  the  articulation.  This  gradual  diffusion  along  the  shaft  of 
a  long  bone,  with  infiltration  of  the  surrounding  tissues,  is  very  cha- 
racteristic of  a  periosteal  sarcoma,  which  may  be  at  first  localised  on 
one  side  only  of  a  bone.  The  central  or  endosteal  sarcoma  has  a 
distinct  bony  capsule  or  plates  of  bone  on  its  surface,  and  if  the  parts 
beneath  are  soft  and  yielding,  will  often  give  on  pressure  a  curious 
rustling  sensation  or  egg-shell  crackling.  The  periosteal  tumour,  on 
the  other  hand,  will  be  smooth  or  tuberous  on  the  surface,  with  no 
bony  plates,  but  a  hard  and  unyielding  centre. 

PtdscUion  is  of  frequent  occurrence  in  the  central  tumours  of  the 
long  bones,  especially  in  the  articular  exti-emities.  It  is  also  found 
in  some  of  the  multiple  periosteal  sarcomata  of  the  flat  bones.  Pul- 
sation over  a  small  area  of  the  upper  end  of  the  tibia  was  in  one 
instance  under  the  writer's  observation  the  only  symptom  present  of 
an  endosteal  sarcoma.  There  was  no  swelling  and  no  expansion  of 
bone.  When  submitted  to  operation,  the  interior  of  the  head  of  the 
tibia  was  found  to  be  replaced  by  a  soft,  almost  diffluent,  marrow- 
coloured  growth,  which  on  microscopical  examination  proved  to  be  a 
giant-celled  sarcoma. 

Spontat^ous  fracture  may  occur  in  either  the  central  or  peri- 
pheral sarcomata ;  in  the  latter  it  depends  upon  the  occurrence  of 
an  extension  of  the  growth  through  the  Haversian  canals  to  the 
medulla.  Occasionally  it  has  been  the  first  indication  of  the  disease, 
when  the  tumour  has  then  grown  with  very  great  rapidity. 

Pain  is  almost  always  a  prominent  symptom,  and  is  often  the 
means  by  which  the  patient's  attention  is  drawn  to  the  presence  of  a 
local  swelling.  It  is  sometimes  so  severe  as  to  induce  the  patient  to 
submit  to  what  might  on  other  grounds  l>e  considered  as  an  oi>eration 
of  doubtful  utility.  On  the  other  hand,  it  may  bo  entirely  absent  in 
a  centitil  myeloid  sarcoma. 

The  size  to  which  a  sarcoma  of  bone  may  grow  varies  enormously, 
and  no  opinion  as  to  its  nature  can  be  formed  from  this  circum- 
stance alone.  In  one  case,  whilst  still  quite  small,  general  systemic 
infection  may  have  already    taken   place,    whilst    in    anoth(*.r    the 
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very   largest   tumour   may   be  removed   without   rncmretice  oi  tlit 
disease. 

The  ffifign^^t  of  a  sarconift  of  Hone  from  a  simple  tumrmr,  sodi 
BA  A  chondn^mn,  is   generally    eKsily  made  from   the  hiMU»nr  ^  i*« 
rate  of  growth,  its  varving  coirNi«tence  in  diffeivnt  j>art>*^  and  tiin  < 
presence  of  piiiu.      A  chondrifying  sarcoma  may*  however*  pn*%efit  * 
Honje  dit!k-u!ty»  and  the  rate  of  growth  may  he  the  onJy  tiMAlti  of 
jirri  V  i  ri  g  a  t  n  d  eh  n  i  te  eoncl  u  si  on .     ( See  page  912.) 

In  very  nan.^  and  exceptional  circumstances  some  fomM  of  in- 
flamniation  of  Imne  may  he  mistaken  for  sarcoma.     (See  pag<^  SST.f 

A  pulsating  tumour  of  bone  may  at  times  ])Te9eiit  Tery  gn-at 
difficulty  in  diagnosis  from  an  aneurysm.  This  is  especially  the  r«» 
about  the  pelvis  or  groin  or  in  the  pojdifreal  Rpace,  The  points  of  iin* 
poTtance  would  be  the  exact  situation  of  the  growth,  which  might  Tie 
out  of  the  direct  line  of  the  main  vessel,  the  presence  of  bony  platen 
upon  the  surface,  or  the  illHh^fined  outline  in  the  periosteal  growth, 
the  less  impulsive  character  of  the  pulsation,  and  unaltered  rondition 
of  the  arteries  l>elow.  But  th^'  most  experienced  surgeons  hiiire 
ligatured  arteries,  on  the  supposition  that  the  swelling  wan  an 
aneurysm  when  the  subsequent  course  prtived  it  to  lie  sarcoma  of  bone* 

Treatment*  1.  SnbpeHo(tt^nl  garcmna., — Amputation  at  tlie 
earlient  poswihle  moment  should  be  done  for  the  most  maHgiiaxit 
of  the  sarcomata  of  bone  :  namely,  the  subperiosteal  At  one  time  it 
was  thought  necessary  to  remove  the  w*hole  l>one  from  which  the 
tuimour  arose :  e.g.  by  amputation  at  the  hip-joint  in  a  caae  of  •mb- 
periosteal  sarcoma  of  lower  end  of  the  femur.  The  mortality  frrjm 
the  operation  alone  was  consequently  very  high,  and  the  patient,  if 
he  lived,  was  still  found  to  be  exposed  t*>  the  same  risk  of  dimemi* 
nation  of  the  growth  in  the  lungs  as  if  he  had  \w^n  submitted  to  ati 
amputation  at  a  less  dangerous  spot.  Provided  there  is  snflicient 
mom  for  performing  anipuiHtion  through  tissues  free  fn»m  infillni' 
tion,  there  is  no  reason,  with  our  moiT  recent  experience,  for  a 
removal  so  high  as  at  the  joint  al:K)ve  the  bone  involved.  There 
should,  however,  be  plenty  of  room,  and  skin-flaps  with  circttUr 
division  of  muscles  at  the  spot  where  the  l>one  is  sawn  would  be 
safer  than  any  variety  of  musctilar  flap,  for  the  periosteal  growth  h 
liable  to  spread  upwards  between  the  fibre-s  of  any  mut9cl#  which  is 
involved  at  the  primary  seat  of  infection,  Tlie  sawn  section  of  boni- 
also,  in  such  a  case,  should  l>e  carefully  inspected,  to  see  that  their  i>e 
no  medulliiry  growth  from  extension  through  the  Haversian  i^nak. 
With  these  precautions,  an  amputation  may  b«?  done  thniugh  the 
bone  which  is  the  seat  of  a  sobperiosteal  sarcoma.  If  the  dineiwe 
i>e  not  enidicat«>d,  it  is  as  likely  to  appear  in  the  lungs  as  in  the 
stump,  provided  tliat  the  amputation  has  Ijeen  don©  at  a  &ir 
distance  from  tlto  tumour 

OccaHionally  the  pain  may  Ije  so  severe  and  distreHsing  «a  to 
induce  the  patient  to  sulmiit  to  an  amputation,  even  when  h%  I* 
aasat^»d  that  little  hope  can  be  entertained  of  A  permanent  reliif 
from  the  diseaae. 
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Parosteal  sarcomata,  although  less  malignant,  must  be  treated  on 
almost  the  same  lines  as  the  subperiosteal,  as  they  infiltrate  the 
surrounding  tissues,  and  cannot  be  dissected  oflf  the  bones  without 
the  danger  of  local  recurrence  (Figs.  358,  359). 

2.  EndosUal  or  central  sarcoma. — Being,  as  a  rule,  much  less 
malignant  than  the  subperiosteal  growth,  re-section  of  the  portion  of 
bone  involved,  or  an  amputation  close  to  the  disease,  may  fairly  be 
entertained.  If  there  be  good  reason  to  think,  from  its  comparatively 
slow  growth  and  pulsation,  that  it  is  a  giant-celled  sarcoma,  re-section 
should  always  be  done,  provided  that  a  useful  limb  will   be  left 


Fig.  S58.— Paro«t«al  Sarcoma  from  Foot  of  a  Woman  aged  40,  under  the  writer's  caiv. 
years'  history  of  growth.    (From  a  photograph.) 
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behind.  This  is  certainly  the  case  in  the  bones  of  the  fore-arm,  but 
in  the  femur  and  tibia  some  doubt  may  reasonably  be  felt  as  to 
whether  the  patient  will  not  be  better  off  after  an  amputation  than 
after  re-section,  although  by  either  method  the  disease  may  be 
eradicated.  If  the  central  growth  proves  after  excision  to  be  a 
round  or  spindle-celled  sarcoma,  the  case  must  be  most  carefully 
watched,  as  local  recurrence  is  much  more  likely  to  take  place  than 
after  a  giant-celled  sarcoma.  Amputation  well  above  the  limits  of 
the  disease  must  be  at  once  performed  on  the  first  suspicion  of  such 
a  recurrence  of  growth. 

Sarcoma  of  individual  bones.  Tibia. — Periosteal  sar- 
coma in  the  lower  third  of  this  bone  will  require  amputation 
thix)ugh  the  knee-joint  by  one  of  the  various  methods,  at  the  option 
of  the  surgeon.  In  exceptional  circumstances  the  amputation  might 
be  successfully    accomplished  just   below    the    knee,    through   the 
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tibia,  but  ^veat  cure  myst  l>e  taken  that  the  soft  fmrta  nrt 
free  from  intiltration.      If  the  disease  be  sitaatiMl  in  the  upper  tbtf 
of  tibia,  tlie  amputation  must  Ik*  clone  through  the  lowor  Uiird 
middle  of  thigh,  nocordiug  to  the  extent  of  growth.     An  •»Of]ofii««I 
sareotna  of  tibia   may   be  reraovefl  by   aniputatioiit  just  ftbavii  th^ 
di»ease.     A  re-sectiou  would  leave  a  usele^^s  limb, 

Fibulfi. — A  j>eriasteal  sai*coma  s^hould  lie  i-euiaved  hy  am  put 
on  the  same  lines  as  for  tho  tibia. 

An  endosteal  sarcoma  of  the  (ilmla  may  fairly  be  submitted  t^ 
re-section,  and  tbe  wise  carefully  watt* lied, 

Femuf\^ln  the  lower  third  of  the  femur  a  Hubperioeteal  sar 
would  require  amputation  as  high  up  towards  the  hip  jotiit  aa 
to  the  patient  from  shook  would   dictate.      Skin-flaps  and  aawiag 
through  the  neck  of  femur  or  trochanters  would  probaH*-  V-^  it. 


'A 

FkvN&fbe  ttMtbomi  in  Fig.  SSfi.    RpmoviHl  hy  Llsfmitc  »  liiuimtfthon,  im/0.     >'»  iwt{|*.| 
fgooe  Ibof  yean  •ft4BrwArdi.    (St.  Thi>y>jiji'ji  UmitiibU  M  Lui«iitUf  No,  3&«». ) 

serviceable,  m  far  as  local  recurrence  is  ooneemed,  aa  diaartacttlalioa 
at  the  Inpjoint.  tSes  Fig.  357,  where  success  waa  obtainad  bj  a 
much  ir>w«^r  amputation. 

In  the  middle  of  the  thigh  nothing  less  than  amputation  at  the 
I  lip. joint,  with  short  akin-flaps,  would  be  of  any  avail.  And  even 
this  tmn  only  l)e  successful  qnite  early  in  the  disease,  or  wh^'rc  it 
appears  not  to  have  spread  rapidly  along  the  shaft*  A  subiM<riostrttl  i 
sarcoma  in  the  u]>per  end  of  the  femur  must  be  regarded  ua  hopel«ai 
fi"om  an  operators  point  of  view. 

An  endosteal  sarcoma  of  the  femur  would  require  amputaliaa 
immediately  above  the  disease.     In  the  head  and  neck  of  femur — 
where.,  however,  it  is  exceptionally  rare — re-section  might  be  '^      -^  t 
of  on  account  of  the  dangers  of  amputation  tlirough  the  ^ 
If  there  be  a  doubt — aa  theix^  well  might  be — aa  to  the  naturv  vi  t&d 
tumour  on  licc^iunt  of  ita  distance  fmoi  the  surCaoe^  an  exploratioii  I 
might  first  l»e  ma^lc.     If  found  to  be  an  endosteal  growUu  rensec^tioa  ' 
would,   perhaps,    l>e    the   l>est    treatment,  especially   if   theris   w<?n> 
reaaona  to  think  that  the  case  was  one  of  giaut-celled  sareofita. 

Baduis  fuid  uhui. — Pf^riosteal  sarcomata  of  the  lower  thirds  olj 
these  l>ontvs  must  l>e  treated  by  amputation  just  Ifclow  or  juat  abova 
the  e]lK>w-joLnt,  according  to  the  extent  to  which    the  growtli  fai 
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invaded  the  soft  parts  of  the  fore-arm.  In  the  upper  third  amputa- 
tion through  the  middle  of  the  humerus  would  probably  be  necessary, 
so  as  to  be  quite  clear  of  the  muscles  arising  from  the  condyles. 

Central  sarcomata  of  both  radius  and  ulna  should  be  treated  by 
re-section.  The  writer  has  successfully  removed  both  the  upper 
and  lower  end  of  the  radius  for  myeloid  sarcomata,  leaving  in  each 
case  a  useful  hand  and  fore-arm.* 

Humerus, — Disarticulation  at  the  shoulder-joint  or  amputation 
through  the  surgical  neck  will  probably  be  required  for  a  sub- 
{)eriosteal  sarcoma  of  the  middle  and  lower  thirds  of  the  humerus. 
For  the  same  disease  in  the  upper  third  of  the  bone,  the  removal  of 
the  upper  limb,  with  the  scapula  and  a  portion  of  the  clavicle,  may 
be  the  only  effectual  way  of  relieving  the  patient. 

An  endosteal  sarcoma  of  the  humerus  should,  if  possible,  be 
treated  by  re-section,  for  even  if  no  union  can  be  obtained  after 
operation,  some  mechanical  contrivance  will  render  the  hand  ser- 
viceable. 

Clavicle. — ^The  circumstances  in  which  this  bone  may  be  suc- 
cessfully removed  for  periosteal  sarcomata  are  very  rare.  Bland 
Sutton  t  has  removed  the  acromial  end  for  a  giant-celled  sarcoma 
with  success.     {See  Fig.  115.) 

Of  the  flat  bones,  the  scapula  has  been  frequently  removed  in 
whole  or  in  part  for  sarcoma.  The  lower  segment  especially  can  be 
successfully  excised ;  but  the  removal  of  the  whole  bone,  and  with 
it  the  arm  and  outer  half  of  clavicle,  which  would  generally  be 
necessary,  is  a  formidable  operation,  almost  comparable  in  its  i-esults 
with  disarticulation  at  the  hip.  The  new  growth  is  also  nearly 
certain  to  reappear  in  the  lungs. 

Portions  of  the  pelvis  may  at  times,  in  quite  the  early  stages  of  the 
disease,  be  capable  of  removal,  but  the  possibility  of  doing  this  will 
always  be  exceptionally  rare. 

If  either  the  skull,  sternum,  or  pelvic-  bones  are  invaded  by 
sarcomatous  new  growth,  it  will  generally  be  found,  on  careful 
examination,  that  there  is  more  than  one  tumour :  a  condition  which 
would  quite  preclude  any  operative  interference.  This  is  especially 
the  case  in  the  subperiosteal  sarcomata  of  these  bones.  And  more 
than  one  lx>ne  is  then  often  simultaneously  affected,  when  a  wide 
and  rapid  dissemination  may  generally  be  expected. 

The  proi^o»is  of  sarcomata  of  bone  may  be  gathered  from 
what  has  been  previously  said  as  to  their  malignancy.  But  after  the 
tumour  has  been  removed  and  examined,  a  much  safer  opinion  can 
be  given  as  to  the  probable  result.  It  would  be  wise,  therefore,  to 
withhold  a  decided  opinion  till  the  necessary  operation  has  been 
performed. 

Carcinoma  of  bone. — As  a  primary  disease,  it  is  almost  un- 
known ;  in  fact,  it  is  believed  by  many  to  be  impossible,  as  there  are 
no  epithelial  tissues  from  which  it  could  arise.     Secondary  growths  are 

♦  Clin.  Soc.  Trans.,  vol.  xxvii.,  1894.     t  CUu.  Soc.  Tnmfc.,  7ol.  xxiV.,  1891. 
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not  uncommon,  especially  after  scirrhus  of  the  breast.  In  these  < 
carcinoma  may  develop  in  the  cancellous  tissues  of  any  of  the  bonesi 
and  may  give  rise  to  spontaneous  fracture  or  to  persistent  pain.  In 
the  latter  the  post-mortem  examination  may  reveal  secondary  growths 
in  the  bodies  of  the  vertebree. 

Epithelioma  frequently  involves  bone  by  direct  extension  from 
the  primary  growth,  especially  in  the  case  of  the  lip  and  tongue. 

Cystic  tomoiirs  of  bone. — Those  which  are  connected  with  the 
teeth  will  be  found  described  under  Disrases  of  the  Jaws  (Art 
XXXI.,  page  935). 

Both  sarcoma  and  chondroma  of  bone  may  contain  cavities  filled 
with  serous  and  bloody  fluid.  The  large  majority  of  cystic  tamoan 
of  bone  occur  under  one  or  other  of  these  headings,  and  the  reader 
must  be  referred  to  the  preceding  pages  for  an  account  of  their 
origin. 

Hydatids  may  also — although  very  rarely — produce  cystic  cavitiet 
in  bone.  Several  specimens  are  preserved  in  the  museums  of  the 
Koyal  College  of  Surgeons,  St  Thomas's  Hospital,  and  i3tnj*n  Hos- 
pital. The  bone  becomes  Uiin  and  expanded,  and  gives  rise  to  tlie 
symptoms  of  a  central  cystic  tumour.  If  tapped,  a  diagnosis  may 
be  made  from  the  examination  of  the  fluid  But  a  qpontaaeooa 
fracture  is  sometimes  the  first  indication  of  the  disease;  and  an 
operation  for  re- section  has  demonstrated  its  nature  by  the  eacape  of 
hydatids.  The  treatment  would  consist  in  the  removal  of  the  eysts, 
leaving  only,  perhaps,  a  shell  of  bone.  But  under  modem  conditions 
of  wound  treatment  this  shell  may  be  expected  to  fill  with  healthy 
granulations.  Amputation  would  be  rarely  called  for.  {See  aim 
page  321.) 
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In  this  section  it  will  be  convenient  not  only  to  consider  diseases 
of  the  jaws,  but  also  the  affections  of  those  structures  so  closely 
associated  with  them,  namely,  the  gums  and  teeth. 

Diseases  of  the  gums. — The  muco-periosteum  in  immediate 
relation  with  the  alveolar  borders  of  the  jaws  is  liable  to  a  variety 
of  diseases. 

Over|froi¥th* — This  affection,  often  spoken  of  as  "hyper- 
trophy," consists  of  a  general  increase  in  thickness  of  the  gums, 
which  in  some  cases  is  so  marked  as  almost  to  obscure  the  teeth. 
The  mucous  membrane,  in  severe  examples,  forms  a  vascular  fold 
on  the  lingual  and  labial  aspects  of  the  teeth,  especially  the  incisors 
and  canines.  It  occurs  in  children,  but  the  extreme  cases  are  met 
with  in  young  adults.     The  cause  is  quite  obscure. 

TreatmenL — Scarification  with  a  scalpel  or  Paquelin's  cautery 
after  the  parts  have  been  cocainised.  When  the  gum  hangs  in 
pendulous  flaps,  the  redundant  tissue  may  be  excised. 

Ijead  staining. — In  chronic  plumbLsm  a  blue  line  exiKts  at 
the  dental  margins  of  the  gums,  due  to  a  deposit  of  sulphide  of  lead. 
The  metal,  contained  in  the  blood  as  a  soluble  salt,  combines  with 
the  sulphur  of  the  sulphuretted  hydrogen  set  free  by  decomposition 
of  food  particles  in  the  mouth. 

Treatment, — The  general  treatment  is  to  determine  the  cause  of 
the  plumbism,  and  administer  iodide  of  potassium  with  the  object 
of  dissolving  the  lead  deposited  in  the  tissues.  Quinine  and  iron  are 
useful.  Local  treatment,  such  as  the  removal  or  stopping  of  carious 
teeth  and  the  regular  use  of  the  toothbrush,  is  indicated. 

Spongy  gnniA. — The  gums  are  liable  to  become  swollen  and 
engorged  from  a  variety  of  causes,  general  as  well  as  local.  Among 
the  more  important  general  causes  must  be  included  scurvy,  syphilis, 
and  chronic  mercurialism.     Local  causes  are  stomatitis  and  alveokir 


Spongy  gums  are  often  very  tender,  mastication  being  a  distress- 
ing process ;  they  bleed  freely  and  exhale  a  fcetid  odour. 

Treatment. — Remove  the  cause ;  improve  the  general  health  by 
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tonics  and  a  liberal  diet ;  keep  the  mouth  clean  by  the  frequent  use 
of  astringent  waslies. 

Alveolar  abscess. — In  the  great  majority  of  cases  absceaset 
in  connection  with  the  alveolar  borders  of  the  jaws  arise  in  the 
sockets  of  teeth,  and  are  due  to  septic  changes  in  the  pulps  of  teeth, 
the  roots  of  carious,  or  dead  teeth. 

The  simplest  form  of  alveolar  abscess  is  that  known  as  "gum- 
boil,'' which  is  a  small  collection  of  pus  immediately  beneath  the 
gum,  and  is  almost  invariably  associated  with  a  carious  or  dead 
tooth. 

The  deep  variety  of  alveolar  abscess  begins  around  the  root  of  a 
tooth.  The  course  of  events  in  many  cases  is  the  following: — A 
portion  of  the  crown  or  neck  of  a  tooth  is  slowly  destroyed  by  oariet, 
or  by  accident,  and  the  pulp  is  exposed :  septic  inflammation  fc^owi 
and  pus  forms  in  the  pulp  chamber.  The  septic  changes  extend 
along  the  root  or  roots  and  establish  suppuration  in  the  socket  of  the 
tooth,  giving  rise  almost  invariably  to  "toothache,"  which  penists 
until  the  pus  finds  a  way  of  escape.  The  pus  may  well  up  around 
the  neck  of  the  tooth,  or  so  expand  the  alveolus  in  relatioD 
witli  it  as  to  perforate  the  thin  shell  of  bone,  and  burrow  betwwn 
the  alveolus  and  muco-periosteum ;  it  may  then  point  in  a  Tariety 
of  directions,  according  to  the  situation  of  the  initial  focus  ci 
suppuration. 

In  many  cases  it  points  at  that  portion  of  the  gum  immediatdy 
in  relation  with  the  tooth.  Alveolar  abscess  in  connection  with  a 
lateral  incisor,  second  bicuspid,  or  first  molar  of  the  maxillary  (upper) 
set,  will  point  in  the  roof  of  the  mouth,  or  may  even  extend  hack- 
wards  to  the  soft  palate.  An  abscess  connected  with  the  central 
maxillaiy  incisor  will  sometimes  open  on  the  floor  of  the  nasal  fossa. 
Pus  connected  with  the  second  bicuspid,  the  first  or  second  molar, 
may  open  into  the  antrum  ;  when  connected  with  any  of  the  maxil- 
larj'  (upper)  teeth  it  may  open  in  the  roof  of  the  mouth,  or  any  part 
of  the  cheek,  and  it  has  been  known  to  point  at  the  inner  can  thus  or 
the  orbit. 

An  alveolar  abscess  connected  witli  the  mandibular  (lower)  teeth 
usually  points  on  the  gum  or  mucous  membrane  between  the  cheek 
and  gum.  In  a  severe  case,  it  will  burrow  beneath  the  mucoo* 
membrane  and  gain  the  connective  tissue  beneath  the  skin  of  the 
cheek  and  buccinator  muscle.  Pus  will  sometimes  travel  long  dis- 
tances and  point  on  the  cheek,  in  the  submaxillary  r^ion,  at  the 
chin,  or  even  as  low  as  the  clavicle.  Alveolar  abscess  pointing  at 
the  chin  is  usually  associated  with  the  mandibular  (lower)  incisors. 

The  signs  of  an  alveolar  abscess  are,  in  the  early  stage,  toothache : 
as  the  suppuration  becomes  established,  pain  and  swelling  of  the 
jaw,  furred  tongue,  raised  temperature  and  other  febrile  symptoms, 
and  enlargement  of  the  adjacent  lymph  glands,  and,  in  exceptional 
instances,  pyaemia  and  deatli. 

Trealmenf. — Ascertain  the  cause,  searching  particularly  for 
carious  teeth,  dead  teeth,  or  hidden  roots  left  behind  during  extraction. 
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If  the  tooth  is  hopelessly  destroyed,  or  is  reduced  to  its  roots,  it 
may  be  extracted.  In  very  many  cases  a  free  incision  into  an 
alveolar  abscess  will  relieve  pain,  the  sinus  will  often  close,  and 
after  the  inflammation  subsides  a  dental  surgeon  will  treat,  success- 
fully stop,  and  thus  preserve  the  tooth.  When  a  troublesome  sinus 
persists  after  the  drainage  of  an  alveolar  abscess,  the  oflending  tooth 
should  be  extracted. 

Many  persistent  sinuses  are  due  to  a  small  fragment  of  root  left 
in  the  socket  after  extraction  of  the  tooth,  or  to  a  small  piece  of 
necrosed  bone. 

When  an  abscess  forms  after  a  tooth  has  been  "  filled  "  it  is 
necessary  to  extract  it,  unless  the  patient  is  willing  to  submit  to 
drilling  of  the. tooth.  This  can  be  carried  out  under  gas,  and 
may  save  the  tooth.  An  abscess  at  the  root  of  a  dead  tooth  is 
occasionally  treated  in  this  manner. 

Whenever  possible,  incisions  into  alveolar  abscesses  should  be 
made  in  the  mouth. 

Abscess  (empyema)  of  the  antrum. — A  collection  of  pus 

within  the  antrum  is  in  nearly  all  cases  secondary  to  suppuration 
connected  with  teeth,  especially  the  second  bicuspids,  and  the  first 
and  second  molars  of  the  maxillary  set.  Inflammation,  and  occasion- 
ally suppuration,  of  the  antrum  may  be  due  to  extension  from 
adjoining  cavities.  An  antral  abscess  in  some  cases  follows  injury 
to  its  walls. 

The  presence  of  pus  within  the  antrum  is  indicated  by  local  pain, 
which  is  sometimes  very  acute,  but  more  often  of  a  dull  aching 
character.  There  is  often  tendemes.s,  and  the  gum,  as  well  as 
the  mucous  membrane  of  the  nasal  fossa  of  the  aflected  side,  is 
swollen,  inflamed,  and  tender.  Febrile  symptoms  attend  the  forma- 
tion of  pus,  which  sometimes  declares  its  presence  by  trickling  from 
the  nostril  when  the  head  is  bent  forwards,  or  into  the  pharynx  when 
the  patient  is  lying  on  the  back. 

Occasionally,  in  acute  cases,  the  overlying  skin  is  inflamed,  and 
epiphora,  due  to  implication  of  the  nasal  duct,  is  by  no  means  rare. 

Pus  may  collect  in  the  antrum,  and  give  rise  to  very  few 
symptoms,  and  these  may  be  ambiguous.  This  condition  is  known 
as  **  latent  empyema  of  the  antrum." 

Exceptionally,  suppuration  in  the  antrum  may  be  due  to  a  fungus 
— e.g,  aspergilltis  fumigatus, 

Diai^osis. — In  a  large  proportion  of  the  cases  in  which  the 
symptoms  indicate  a  collection  of  pus  within  the  antrum  as  their 
most  probable  cause,  it  is  by  no  means  an  easy  matter  to  come  to  a 
certain  diagnosis.  This  is  due  to  the  fact  that  the  signs  relied  upon 
as  indicative  of  an  antral  abscess  are  simulated  by  inflammation  of 
adjacent  cavities — for  example,  the  nasal  fossa,  frontal  sinus,  and 
even  the  naso-pharjoi^c.  It  is  also  important  to  remember  that  it  is 
sometimes  extremely  difficult  to  decide  between  an  antral  abscess  and 
a  tumour  growing  in  this  cavity  before  it  has  begun  to  expand  its 
wall& 
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There  art*  two  important  si<n»s  of  ]mH  in 
the  most  certain  is  the  |)erioclical  discharge 
in  conjunction  with  the  symptoms  ah-eady 
■Ign  will  be  found  on  examining  the  upfM'r  I)i 
and  if  one  of  these  be  found  with  an  exposinl 
with  stopping,  or  dead,  or  reduced  to  a  st 
carefully  tested  and  extnicte<l  In  many 
will  follow  the  withdrawal  of  the  tooth. 

Failing  this,  the  surgeon  may  resort  to  w 

illumination  of  the  antrum.     A  small  but  jkj 

introduced  into  the  mouth  of  the  juitient  (sit 

with  his  head  covert^l  wii 

li})s  are  then  closed,  and 

]f  the  antrum  is  clear,  a  I 

of  light  immediately  ap|K 

eyelid.  Should  the  cavity 

of  illumination  is  absent. 

cies  in   this  test.     When 

ap]>ear,  it  is  (juite  certain 

Should  the  antrum  remaii 

pens  with  some  hejilthy 

i»e  due  to  a  tumour,  or  ' 

possible  for  an  antrum  to 

(not  j>UH  or  blood),  and 

Transillumination,  thougi 

tion,  is  neviTthelesH  uselu 

Anoth(.>r  metliod  of  d 

of  pus  is  to  cocainise  the  i 

over  a  limited  area  immed 

pai-t  of  the  inf(»rior  turl 

auti-um  with  an  exploring 

is   useful   in   cases    of    1 

antrum. 

Pus  sacs* — In  comuiction  with  alveolar 

IS  necessary  to  describe  the  pus  sacs  sometim 

of  carious  t«eth. 

It  occiisionally  hapjiens  in  extracting  cj 
to  tind  at  the  ii]>ex  of  the  root  a  small  tib 
ecarcely  larger  tlian  the  head  of  a  pin,  or 
bantam's  egg ;  the  average  Rvie  and  slia|)e  of 
apple-pip.  The  cavity  of  the  sac  is  usually 
rich  ill  eholeaterine. 

Pus  i?ac8  occur  in  connection  with  the 
auil  iiLuxillary  teeth  ;  thc^y  sometimes  attain 
jaw  wht'ri  they  invade  tlie  antrum,  and  it  is 
these  C)'stii  are  of  sutlicient  size  to  simulat 
ft!  that    c^a,\itif.     ^^^s  ^'^^  "^  e<>nnection  m 
b-'tn  0ljai^^>tveA  aa  large  as  a  pijj««f»n's  egg 
Macs  aixi  ^\xv\\y^  a\)scesses,  and  the  siic  is 
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lined  with  granulations  such  as  usually  beset  the  wall  of  an 
abscess. 

Treatment. — This  is  the  same  as  that  used  for  abscesses  in 
general — evacuation  through  the  most  dependent  part.  When  the 
suppuration  is  due  to  a  carious  tooth,  extraction  of  the  tooth  and 
the  enlargement  of  its  aperture  of  communication  with  the  antrum 
will  afford  good  drainage.  It  may  be  necessary  from  time  to  time, 
when  the  discharges  are  offensive  and  abundant,  to  irrigate  the 
cavity  with  some  mild  antiseptic  solution. 

When  the  teeth  are  sound  the  cavity  may  be  perforated  with  a 
bone-drill  through  the  canine  fossa,  and  drainage,  assisted  with 
free  irrigation,  resorted  to.  As  soon  as  free  drainage  is  established, 
many  cases  do  well  and  rapidly  close  ;  in  others,  a  sinus  persists  for 
many  months.  In  such  it  is  well  to  make  a  thorough  search  for 
dead  bone,  pieces  of  teeth,  and  foreign  bodies  within  the  antrum. 

Diseases  of  the  bone. — The  jaws  in  common  with  other  bones 
are  liable  to  periostitis  and  necrosis. 

Acute  periosteal  abscess. — The  most  frequent  cause  of  this 
affection  is  injury,  and  it  is  common  as  an  extension  of  alveolar 


Periosteal  inflammation  and  abscess  of  the  jaws  are  accompanied 
by  the  usual  signs  of  periostitis,  such  as  a  local  swelling  attended 
with  severe  pain  and  swelling.  General  febrile  symptoms  are 
markedly  manifest. 

Treaimeiit, — Immediate  incision  into  the  inflamed  and  swollen 
tissues,  made,  whenever  practicable,  through  the  mucous  membrane, 
so  as  to  avoid  external  scars  ;  the  incision  should  extend  quite  down 
to  the  bone,  or  there  will  be  great  risk  of  necrosis  and  a  troublesome 
sinus ;  all  these  complications  may  often  be  avoided  by  prompt  and 
free  incision.  When  the  case  has  been  allowed  to  run  its  own 
coarse  and  destroy  the  underlying  bone,  the  sinus  must  be  main- 
tained until  the  necrosed  lx)ne  separates.  The  sinus  is  then  dilated 
or  slit  up  and  the  dead  bone  removed. 

Necrosis. — This  condition  may  follow  injury,  alveolar  abscess, 
and  syphilis,  excessive  use  of  mercury,  irritation  from  the  fumes 
of  phosphorus,  and  tubercla  Extensive  necrosis  of  the  jaws  occurs 
as  a  sequel  to  the  acute  exanthemata  and  typhoid  fever.  (See  page  884.) 

In  cases  where  necrosis  follows  an  alveolar  abscess,  the  amount 
of  bone  which  dies  is  usually  very  limited,  and  in  most  cases  involves 
merely  a  superficial  lamina  of  bone.  Where  it  occurs  as  a  sequel  to 
scarlet  or  typhoid  fever,  the  greater  part  of  the  maxilla  or  mandible 
may  die.  In  such  cases  the  suppuration  is  very  profuse,  and  the 
necrosed  jaw  will  be  found  quite  loose,  merely  lodged  in  a  bag  of 
niuco-periosteum.  It  is  a  curious  fact  that  when  the  body,  alveolar 
and  palatine  processes  of  the  upper  jaw  necrose,  although  the  peri- 
osteum remains,  new  bone  is  not  produced.  On  the  other  hand,  the 
whole  of  the  body  of  the  mandible  and  a  large  portion  of  its  rami 
have  been  destroyed,  and  a  new  lower  jaw  has  been  formed  by  the 
periosteum,  as  the  shaft  of  a  long  bone  would  be  produceil  under 


928 


DISEASED    OF    THE   JAWS. 


similar  conditions.  It  is  said,  however,  that  »  uii 
under  such  coinH lions  is  not  p*?rnianent,  but  silowjy  re^ibwrfea.  tlili 
IB  not  true  in  all  ca^eH.  In  at  leai^t  one  instance  a  boy  wmi  able 
to  crack  a  nut  with  a  mandible  of  this  kind  ten  jcmtn  td%m  iti 
reproduction,     (Warren  Tay.) 

Plta»|fttiorii»  iiefxosis.^ — This  curious  and  now  rare  iUie«» 
arises  froui  the  edects  o(  the  fumes  ot  phos[>horutt  on  the  «i posed 
pulps  of  teeth,  and  then  upon  the  bone  of  the  jaws.  The  nuitj 
of  this  diseaHe  h  due  to  the  compulsory  (Factories  Act)  examtnatiOfl 
or  ojHrmtives,  leading  to  the  rejection  of  tho4»©  with  dental  cariai, 
and  the  employment  of  red  amorphous  pho^plionis  in  the  pisoe 
of  the  yellow,  eivsily  oxydisable  form  of  thiis  eleiiHMit  («Swp*go9^l*) 
The  thi^e  chief  features  of  thi»  disease  are  :  kn  in.HidioaaDeaii  tW 
extent  to  which  it  may  involve  the  jaws,  and,  coiiicideiit  witb  tlie 
destruction  of  the  iKine,  the  formation  of  a  sheath  or  shell  of  poioQi 
osseous  material.  The  soft  tissues  overlying  tlw  jaws  ore  avofldt, 
spongy,  and  bleed  freely  on  flight  provocation.  As  soon  wm  tbe  dtaA 
bone  is  removed,  the  inviting  sheath  of  jiorous  bone  is,  as  •  rule, 
quickly  absorlied.  The  gi'eenish  colour  of  the  necrosed  fragiMOl* 
is  often  a  striking  feature. 

Although  in  the  majority  of  cases  phosphortia  lueoroaia  ii  OMl 
with  in  those  employed  in  the  manufacture  of  lucifer  maldiea,  if 
may  occur  in  other  circumstaoaces ;  thus,  in  one  iimtaaoeiy  a  mia 
su  tie  reel  from  this  variety  of  necroaia  in  conHeipienoe  of  sucking 
habitually  a  piece  of  ginger  which  he  <»rried  in  his  waiskoat  pocket 
with  lucifer  matches*  In  Exceptional  instanccf),  fatal  pyafoiia  and 
abscess  of  the  brain  have  supervened  on  phosphorus  necrosis, 

TrtaimrHt, — Necrosis  of  the  jaws  is  treated  ou  the  prindpiii 
applicable  to  bones  in  generuL  As  a  rule»  wait  until  th«  dead  bint 
htis  ^parated  before  attempting  its  removal*  During  this  waitiiif 
period  means  must  be  taken  to  allow  of  free  escape  of  pus,  and  lbs 
patient  strictly  enjoined  against  swallowing  it.  Tlte  moutii  ta  ktpl 
clean  by  the  free  use  of  lotions  contiaining  iinctun?  of  myrrb,  or  rwft 
w«ak  solutions  of  Condy  s  fluid.  The  last  (ireparation  produ^r*  a 
superficial  discoloration  of  the  teeth,  but  it  is  easily  removed  \ff 
the  use  of  a  rotatory  brush.  Stumps  of  teeth  in  reh&tioQ  witb  the 
diaeaaed  segment  of  the  jaw  should  be  removed* 

Affections  of  the  jaws — such  as  alveolar  abaoott  or  eart<%  and 
many  cases  of  necroais — ^would  Ih«  prevented  if  individmda  woold  ie<dfc 
more  timeJy  aid  from  the  dentaJ  surgeom  As  soon  as  d«ntal  carias  ii 
detected  its  course,  under  pro|ier  treatment,  will  not  only  ba  aiiastid, 
hot  the  pulp  of  the  teeth  may  be  sa^ed  exjtosure ;  and  ••ven  if  tx< 
pose<J,  the  prompt  devitalisatiou  of  a  looth,  by  destroy ij»|^  Um  palf 
by  means  of  arsenic,  etc.,  would  often  prevent  the  Ibnnalioii  m 
alveolar  abaoess. 

Pjr^nii^a  aiweolarla. — This  disease  consasta  of  slow 
ol  the  alveolus,  and  gi-adual  loosening  of  the  teeth,  i 
muco-purulent  discharge  from  the  free  edges  ol  the  guma. 
The  disease  begins  with  a  very  slight  degree  of  in  ' 
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the  gum  and  alveolar-dental  periosteum,  accompanied  in  the  majority 
of  cases  by  a  deposit  of  tartar  on  the  denuded  surfaces  of  the  teeth 
beneath  the  level  of  the  gum.  This  tartar  sometimes  occurs  in  small 
nodules,  or  it  may  form  large  masses  on  the  roots. 

Pyorrhcea  alveolaris  may  be  limited  to  a  few  teeth,  but  in  many 
instances  it  attacks  the  whole  set,  and  renders  a  mouth  edentulous. 

There  is  reason  to  believe  that  this  malady  may  be  constitutional 


Fig.  361 Leontiasis  Ossca.    (St.  ThomaH's  Huapital  Maacuni.) 


in  origin.  Other  careful  observers  deny  this  and  maintain  that  it  is 
a  local  affection. 

Treatment. — This  is  very  unsatisfactory.  It  consists  in  removing 
all  tartar  from  the  teeth.  The  swollen  margins  of  the  gums 
should  be  swabbed  with  a  solution  of  percbloride  of  mercury  (1  in 
5,000).  Some  writers  have  reported  benefit  from  the  use  of  pure 
carbolic  acid  or  powdered  sulphate  of  copper,  applied  to  the  groove 
between  the  teeth  and  the  gum  by  means  of  a  pad  of  cotton-wool 
on  the  end  of  a  probe.  In  severe  cases  the  only  treatment  of  any 
avail  is  to  anticipate  the  effects  of  the  disease  by  wholesale  extraction 
of  the  teeth. 

lieontlasls  o«»ea. — This  disease,  remarkable  for  the  hideous 
u  u 
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manner  in  wkich  it  deforms  the  skull,  h  fortunately  r»r»t  lu  effict* 
are  coDfinetl  almost  entirely  to  the  Uones  of  the  skiilL  It  m*)'  attJick 
the  ci-anial  bones,  or  be  limited  to  a  few  bones — such  as  the  nttjdik, 
the  frontsbl,  and  etinnoid. 

When  the  disease  attacks  the  skull  generiilly,  the  bonisat  thickett. 
and  encroach  upon  the  cranial  cavities;  and  in  the  case  of  ilia  arhito, 
nasal  fossm,  ethmoidal  cells,  sphenoidal  sinuses,  and  tike  antia, 
obliterates  them.  The  nerve  foramina  of  the  skull  are  naiTOWolf 
and  the  nerves  traversing  them  compressed* 

Of  all  the  skull  boues  leontiasis  ossea  seems  espeeiAUj  proDs  to 
affect  the  maxillae,  and  the  leading  features  of  the  disease  are  dis- 
played in  FigK.  361,  3 G 2,  All  parts  of  the  bone  an*  thick  and  dejm, 
the  antrum  is  obliterated,  and  the  body  of  the  hone,  tniiisfomieii 
into  a  solid  nmlular  boss  of  dense  bone,  blocking  up  Uie  naal 
fossae  and  encroaching  on  the  orbits,  dtsjilace  the  cyebalU,  Sir 
Astley  Cooper  sttvted  that  this  woman  (Fig.  362 1  •  d  a  hidaaia 

appearance,  even  for  Billingsgate^  whrre  she  obt;.  i  living  as  a 

tiah  woman. 

The  disease  b^Lns  during  childhooil  and,  as  a  nil€^  progrew 
with  extreme  slowness,  and  mrely  attiticU  attention  until  tht 
protubei-ant  bosses  form  in  the  niaxilhe.  Gradually  the  nervei  ol 
special  sense  are  nipped  and  their  functions  deKtroycd,  ITse 
complete  history  of  six  patients  is  known.  In  one  (Forcad«tt) 
the  disease  was  noticed  at  the  age  of  twelve  years^  and  the  pati«at 
died  at  forty- live.  The  best  known  Bntish  case  is  that  reporttd 
by  Bickersteth,     (Ste  page  905.) 

Fronj  observations  on  a  recent  case,  and  a  study  of  the  araikUi 
i-ecoi-ds  of  known  specimens^  especially  the  famous  Jadelot  Cfaiiioa 
and  similar  specimens  from  niiimnials  (monkeys,  bears,  and  Uom\ 
the  disease  appears  to  be  a  nranifestation  of  rickets. 

Treatment. — Nothing  is  of  any  avail  in  staying  the  course  of  the 
disease.  When  the  bosses  on  the  maxUlse  are  Urge  enough  to  distort 
the  cheeks,  they  may  be  easily  removed  with  a  cbiseL 

Acromegaly* — The  jaws,  especially  the  mandible,  art  eoo^ 
spicuously  anected  in  tins  extraordinary  disease,  and  produce  t))« 
profound  alteration  in  the  physiognomy  which  gives  such  a  markfd 
character  to  this  affection.     {Ste  page  901.) 

Actinomycosis.— This  disease  may  attack  any  part  of  tJM 
alimentury  tract,  and  hsH  been  on  several  oocasionH  observed  ia 
the  jaws,  to  which  it  gains  acce^  by  means  of  carious  tiscth.  Thf 
fungus  (actinomyces)  has  been  detected  In  the  cavities  of  cariooi 
teeth^  which  seem  to  ofler  favourable  conditions  for  its  development 
There  in  reason  to  bi^ieve  that  the  fungus  may  be  present  and  caait 
no  harm.  Occasionally,  however,  it  gives  rise  to  inflammaiCMfy 
troubles,  which  in  their  begiuning  simulate  an  alveolar  abaceas  or  a 
sarcoma.  The  swelling  rapidly  increases,  involves  surrounding  tisaiieit 
and  i Duplicates  the  skin.  8inu»e^  form  and  dbcharga  mtoos  or 
purulent  l^uid  containing  small  yellow  grains,  which  contain  diiatcr 
of  jictinomyces,  and  lead  to  the  identiBcation  of  the  disease^ 
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adjacent  lymph  glands  enlarge.     Secondary  foci  of  the  disease  may 
develop  in  the  lungs  or  intestine.     (See  pages  49  and  314.) 

The  disease  is  very  grave,  and  may  terminate  in  death  within  a 


X^ 


Fig.  362.— Leontiaaia  Oasea.    (After  BickerHteth.) 

few  months.     Occasionally  it  runs  a  more  chronic  course  (one  to  two 
years). 

Treatment, — This  to  be  effectual  must  be  radical :  prompt  removal 
of  the  diseased  tissues  by  scalpel  and  sharp  spoon.     To  be  of  any  real 
u  u  2 
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aervioe,  these  measures  must  be  adopted  in  the  ©arli*  ^r  ^i  t;:* -,  mt  m 
diaease,  before  there  ia  wide  uiiiltration  of  tiHf$ue«t,  nr  vo-nbrv  i* 
in  internal  organs. 

TUMOURS  OF  THE  JAWS. 

Thme  will  lie  consirlered  under  four  hfadtngn,  according  a**  tkm 

ariae  from  (\)  l»oiie,  (2)  gums,  (3)  teptli,  or  LK-TUfV  tli^  (4)  antrum. 

1.  tumours  arising  in  bone   and   periosteonci   of  tlie 

jaws.— Thea«  Wloiif,'  to  tlie  si^uie  genem  as  llione  eojumoa  to  boofli 
in  general,  and  include  osteonmta  and  Bjircoinata. 

Osteoniala.— These  are  m>mewhat  rare  tumours,  woru  Inn^uent 
on  the  msmdible  than  the  ujuxilla,  and  are  usually  iieiii»iU»  (Fig-  3^)i 


Ff(.  aOai-OfiieoiiM  rtf  MttiidlUla.    (8U  OMrxe  «  HtMfittBj  M 


Many  cases,  formerly  described  as  osteoinata  or  exctftotos  of  t^ 
jaws,  wert}  examples  of  leoutiasb  ottiea,  shells  of  bone  dll9  to  omlUtt^ 
tion  of  perio.steal  sarcomata,  and  large  odontomea.  Locttliaed  ottl- 
growths  of  1>ones,  often  described  as  exostoHeSf  are  not  inlhsqncnl  in 
connection  with  the  niuiul  pmce^s  of  the  maxilla.  Tbe  alKiotiob  ii 
sometimes  bilateral  (Fig.  364)  and  itji  ctmse  U  obsourci.  Samll 
irregular  oeiseouB  prominences  often  occur  along  tho  alveolar  bonlsn 
of  the  maxilla  and  mandible.     (See  jtage  li07,) 

Sitrcomnta* — These  occur  at  any  age,  even  in  inlants  a  lev 
months  okL  They  usually  spring  from  the  periostmim  or  muvo^ 
perioHt4_Miin,  nnd  are  ei|ually  common  in  boUi  jaws.  They  belooc 
to  the  round  and  spindJe-celled  species ;  and,  aa  a  nile^  grow  witk 
great  rapidity,  recur  quickly  alter  removal^  and  attain  la  gnil 
proportions  (Fig.  365). 

The  spindle-celled  species,  aa  is  usual   with   these  i:i 

other  situations,  often   contain    tracts  of    hyaline  cart  jt* 

many  tmuours,  erroneously  described  by  previous  surgical  wni«n^ 
aa  euchondromata  of  the  jaws,  belong  to  this  species  of  sajrcomata* 

Sarcomata  tpringing  from  the  gums  usually  project  into  tiM 
^4kce  between  the  cheek  and  the  teeth  ;  when  large,  th&f 
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Fig.  364.— Bilateral  Exostoses  of  the  Nasal  Process 
of  the  Maxilla.    (Alter  Hutchinson.) 


great  displacement  of  the  teeth  and  marked  alterations  in  the  con- 
formation of  the  alveolar  borders  of  the  jaws.     When  very  large 

they  will  protrude  l)eyond  the 
lips.  These  tumours  were 
formerly  called  **  malignant 
epulides."  {See  also  page  914.) 
Periosteal  sarcomata  of  the 
jaws  are  rare  befoi-e  the  age 
of  fifteen,  but  they  are  occa- 
sionally found  in  very  young 
children.  (See  also  page  914.) 
Myeloid  sarcomnta  occur 
in  the  maxilla,  and,  as  a  rule, 
arise  in  connection  with  the 
nasal  or  alveolar  processes,  and 
occasionally  in  the  pre-maxilla. 
In  the  mandible  they  spring 
from  the  body  of  the  bone,  and 
expand  its  inner  and  outer 
plates. 

To  judge  from  current  de- 
scriptions, it  would  be  ima- 
gined that  myeloid  sarcomata 
are  fairly  frequent  in  the 
alveolar  borders  of  the  jaws ;  this  error  is  due  to  the  circumstance 
that  sufficient  attention  has  not  been  devoted  to  sarcomata  arising 
in  connection  with  the 
developing  teeth.  When 
the  specimens  preserved 
in  museums  as  examples 
of  myeloid  sarcomata 
are  critically  examined 
they  will  be  found  to 
fall  in  three  categories  : 

(1)  fibrous   odon tomes  ; 

(2)  sarcomata  origi- 
nating in  the  follicles 
of  teeth ;  (3)  myeloid 
sarcomata.  The  char- 
acters of  myeloid  sar- 
comata are  described  on 
pages  468  and  914. 

2.  Tumours  of 
the  gums. — These  be- 
long to  four  genera  : 
fibromata.  sarcomata, 
papillomata,  and  epi- 
thelioma. 

All   tumours    of   the  Fig.  SOS.— Large  recurrent  Sarcoma  of  MandiWe. 
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gam  were  formerly  called  epulides  ;  but  when  the  ink 
etDployed  to  assist  in  the  cIcLssili cation  of  tumours,  it  was  (bliod  tiMl 
some  epulides  were  baitKkDiatous,  otbei-s  tibrous,  a  few  myxaamlUm^ 
and  so  on.  As  a  consequence  the  term  came  to  hare  Mxnantf  m 
topographical  significance.  It  will  be  wise  to  restrict  the  tafm  k» 
tumours  compose<l  of  tibrous  tissue  arising  from  the  guina  or 
Uie  peritknital  membrane. 

r  itiroiiuita  (eimlide^),— A  fibroma  arises  either  in  < 
with  the  root  of  a  decayed  tooth  or  from  the  retained  root  ol  a 
carious  tooth  hidden  by  the  gums.  An  eptdis  of  tlua  ehar»ct9 
is  made  up  of  tibrouH  tissue  covei-ed  exteniallj  with  thm  glngmt 
mucous  membrane  ;  it  may  be  pedunculated  or  8eaul%  uid  oeea^ 
sionally  two  may  be  present.  When  freely  excised  and  iJie  itsoip 
or  carious  tooili  (with  which  they  are  invariably  associated)  removed, 
the  growth  rarely  returns.  Although  an  epulis  m  seldom  lat^^  ihaa 
a  walnut,  it  may  attain  a  size  equal  to  the  closed  &kX^  QimA  a 
tumour  will  exercise  great  pressure  upon  the  dental  aixshei^  ditlart 
the  clieek,  niter  the  shape  of  the  maxilla  and  mandibte^  < 
upon  the  palate,  and  even  protrude  between  the  lips. 

It  is  tm]>ortant  to  bear  in  mind  that  some  of  the  moat  i 
sarcomata  in  their  early  stage  very  closely  Hitnulate  the 
tibroniata.      Prognosis  in  such  cases  should  \)e  guardedly  gii 

^nrcoiiinia  of  the  gums  were  referretl    to   in    the 
aecti^-n. 

Pii|>tllaiiiiifH  are  not  common,  and  are  unimportant 
present  tlie  usual  characters  of  warts  in  other  situations. 

E|iltlieli«»iiia. — This  is  a  freijuent  and  very  grave  conditicm. 
It  may  l>egiu  in  any  part  of  the  gum,  but  ap]iear8  more  fre^ueotly 
in  the  mucous  membrane  covering  the  lower,  than  in  that  ol  tile 
upper  alveolar  processea.  It  occasionally  starts  at  the  ei%e  fli 
leucoplakic  or  iclithyotic  patches,  which  ore  sometimea  fonod  tm 
the  gums  as  welt  as  on  the  tongue  and  mucous  memlnranf*  of  tlbe 
cheek.     More    frequently  tlie  dLs^ease   starts    near    t  p  d  a 

carious    tooth,    and    very   quickly    inlilti*ates   the    i.  mii 

membrane  ;  thus,  whilst  it  is  emtling  the  Ixme,  it  is  cteefping  \ 
the  mucous  membrane  towaitlH  the  cheek  on  one  side  atul  tJie  t 
on  the  other.  The  way  in  m  hich  epithelioma  erodes  aack  m  Urn  i 
compact  bone  as  the  mandible  is  very  astc»nishing.  SamtllU' 
may  be  observed  when  the  disease  attadcs  the  gums  in  rehitioii  witli 
the  maxilla  ;  &a  the  alveolar  process  is  destroyeil  tlie  cavitj  ol  iIm 
antrum  is  exposed,  and  a  foul  ulcerating  cliasm  formed.  One  of  like 
facts  connected  with  epithelioma  of  the  mucous  membranie  of  tW 
mouth — and  it  matters  little  whether  the  diseaas  begtna  on  the 
t<3ngue,  cheek,  hani  or  soft  palate,  or  gums— is  the  extaUkllilBflfy 
si^e  which  the  infected  lymph-glands  in  the  neck  aomelinMia  mtldfei 
whilst  the  ulcer  scarcely  exceeds  1  cm,  in  diameter.  Thb  ia  yngik 
hearing  in  mind,  l^ecause  an  enlargement  of  the  cer%*ica]  lyoifli^ 
glands  in  individuals  past  middle  age  should  always  induce  tll0 
suf^geon  to  examine  the  various  recesses  of  the  mouth  and  faaq 
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for  small,  inconspicuous  epithelioniatous  ulcers,  which  are  very 
liable  to  escape  detection.  Death  is  usually  due  to  exhaustion, 
the  result  of  pain,  distress  of  mind,  diflSculty  in  taking  food,  and 
hsemorrhage.     Many  die  from  septic  pneumonia. 

3.  Tumours  of  the  teeth. — These  belong  to  two  genera: 
odontomes  and  sarcomata. 

Odontomcs. — These  tumours  demand  careful  consideration,  as 
they  are  clinically  innocent,  and  in  treating  them  surgeons  have 
performed  many  unnecessarily  severe  operations  in  ignorance  of 
the  nature  of  the  tumour. 

Odontomes  are  as  frequent  in  the  maxilla  as  in  the  mandible. 
The  anatomical  peculiarities  of  teeth  tumours  were  considered  on 
page  456,  which  should  be  re-read  in  connection  with  this  section. 

Epithelial  odontomes. — These  occur  most  frequently  about 
the   twentieth    year. 
They  are  encapsuled  ;  A 

but  when  the  over- 
lying mucous  mem- 
brane ulcerates,  they 
somewhat  resemble 
epithelioma,  and  are 
sometimes  mistaken 
for  myeloid  sarco- 
mata. When  large, 
they  erode  and  de- 
stroy the  surrounding 
bone  (Fig.  366). 

Follicular    odon- 
tomes       (dentigerOUS    Fig.  saa.— Epithelial  OUoutome  of  the  Mandible.     (After  Pepper 

cvst8^   Thpqp     APft  <**^  ^"7'*  Hoapital  Muaenm.) 

cjr&ta;,  ±  iie»u      are   ^  Divided  bone ;  6,  teeth ;  c.  cy«u  oontainiDg  a  glairy  fluid ;  d.lobulet 

most     common     be-  »' '»»« growth, 

tween    the     seventh 

and  twenty-fifth  years.  The  clinical  signs  vary  with  their  size 
and  situation.  They  may  be  bilateral,  and  as  many  as  four  may 
be  present.  When  small  and  impacted  between  the  plates  of 
the  mandible,  diagnosis  is  sometimes  diflBcult,  but  the  key  to 
the  nature  of  the  case  is  furnished  by  detecting  the  absence  of 
a  tooth,  as  follicular  odontomes  only  arise  in  relation  with  unerupted 
teeth.  In  the  early  stage  they  are  liable  to  be  confounded  with 
myeloid  sarcomata.  Later,  when  the  tumour  has  emancipated  itself 
from  the  jaw,  its  walls  expand  and  foi-m  a  globular  fluid-containing 
tumour,  which  may  give  rise  to  fluctuation  and  egg-shell  crackling. 

When  these  tumours  arise  from  the  follicles  of  maxillary  teeth, 
they  quickly  invade  the  antrum ;  when  bilateral,  they  hideously 
distort  the  face.  Several  cases  have  been  recorded  in  which 
tumours  as  large  as  the  specimen  represented  in  Fig.  367  have 
occupied  both  antra. 

Fibrous  odontomes, — This  species  occurs  as  tumours  impacted 
in  the  mandibles  or  occupying  the   antra  of  children   from    the 
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Fig.  S68.— Radicular  Odon- 
tome  from  the  Mandible. 
Nataral  size.  (Ham* 
phreys  and  Windle.) 


size  (Fig.  368) ;  those  in  the  upper  jaw  are  sometimes  as  big  as  a 
bantam's  egg,  and  occasionally  exceed  this  size.  Some  large  odon- 
tomes  from  the  antrum  have  been  described  as 
exostoses,  but  careful  histological  examination 
shows  that  they  are  composed  of  dentine, 
cementum^  and  enamel  (Fig.  369). 

To  the  present  time  upwards  of  thirty  com- 
posite odontomes  are  known;  of  these  two- 
thirds  were  situated  in  the  mandible,  and  the 
remainder  occupied  the  maxilln.  The  largest 
specimens  were  from  the  upper  jaws,  and  in 
some  of  them  the  clinical  facts  were  very 
extraoixlinary. 

Composite  odontomes  resemble  teeth,  in  that  for  a  time  during 
their  development  they   remain  hidden  below  the  gum  ;   in   due 

course  they  enter 
on  an  eruptive 
stage,  when  the 
suppuration, 
and  conHtitu- 
tional  disturb- 
ance dependent 
thereon,  dmw  at- 
tention to  them 
(Fig.  370).  In 
some  cases  the 
eruption  of  an 
odontome  has 
placed  life  in 
jeopardy. 

Most  cases  of 
odontomes,  when 
they  come  under 
observation,  are 
usually  regarded 
jaws,    or    necrosed    bone.      When    a    young 
tumour  of  the   jaw,  couies  under  observation, 
it  is  incumbent  on  the  surgeon  to  satisfy  him- 
self that  the  tumour  is  not  an  odontome  before 
proceeding  to  excise  a  portion  of  either  mandible 
or  maxilla. 

4.  Tumours  of  the  antrum.— These  in- 
clude the  following  genera : — Myxoma,  sarco- 
mata, and  epithelioma.  In  addition,  the  antrum 
is  extremely  liable  to  be  invaded  by  tumours, 
originating  in  the  orbit,  nasal  fossa,  naso- 
pharynx, gums,  and  teeth. 

myxoma, — Tumoui-s  of  this  genus  growing 
identical,   and   usually   associated    with   the 


Fig.  309.— Laiige  Coinpoaite  Odontome  from  the  Antrum. 
size.    (T.  Duka.) 


Natural 


as    tumours  of  the 
individual,  with   a 


necrosed   bone. 


Fig.  870.— CorapoHiteOdon- 
tome  from  the  np))er 
Jaw.    Natural  size. 


the    antrum 
u  u  ♦ 


are 
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common  maeofifl  polyptis  of  the  nose.     When  very  nnniatiQi^ 
expand  the  body  of  the  bone  and  produce  great  disfigurement* 

The  second   variety  of  myxoma  springs  from   tJie  infrM)>ri>it 
nerve  and  invades  the  antrum.     Its  chief  clinical  feature  ia  agoniiiiig 
pain.      Such  a  tumour  la  scarcely  likely  to  be  diagoiMed  itslal  it 
begins  to  expand  the  surrounding  lx)ne, 

^arcamala.— These   are  of   the   round    or  the   qnjifOa 
species,  and  arise  from  the  umco-periosteum  of  the  antrum. 
growth  leads  to  exfiansion  of   tbis  cavity,  and  enlai^gemeiii  of  i 
maxilla,  causing   it   to   encroach  on  the  nasal  foma  and 
respiration.     Very  often   an   antml   tumour  pushes  up  tha 
plate  and  displaces  the  eyeball  (proptosis)  and  in  a  certain  pr 
of  cases  the  alveolar   border  is   depressed.     Tlie  nasal  duet  is  fn 
9uently  implicated,  and  when  comj>letely  obstrncted  epi[ihora  is 
conseciuence.     Clinically,  a  sarcoma  originating  within  the  ant 
behaves    like    a    central    tumour    of   n    long   bone,  and   by  de 
processes  of  the  tumour  make  their  way  through  the  thin  w»Jls 
implicate  the  skin  of  the  cheek,  or,  projecting  into  the  \ 
ulcerate,  and  give  rise  to  frequently  recuning  hiemorrhag«.     Wl 
an  outrunner  of  the  tumour  makes  its  way   through  the 
wall  of  the  antrum  it  will  enter  the  zygomatic  and  spheno-maxiU 
fo68ie,  and  creep  thence  into  the  temporal  fosaa,  or  make  its  ^ 
through  the  sjjheno-maxiUary  fissure  and  ramify  in  the  orbit^  c 
through  the  sphenoidal  fissure  or  foramen  rotnndum  into  tli«  i 
fossil  of  the  cranium. 

Kpillieliotnit. — In  the  majority  of  cases  of  epithellOllia  of  th#' 
antrum  the  disease  begins  in  the  gingival  muooua  membrane,  often  in 
the  socket  of  a  tooth,  and  e^rly  invades  the  antrum.  There  is,  ho  we  vert] 
a  rare  disc^ase  to  which  this  cavity  is  liable,  named  by  Becla 
'^epithelioma  t^r^brant,"  usually  rendered  in  Engliah  aa  " 
epitliefioma."  It  is  quite  open  to  question  whether  the  disease  is 
epithelioma,  but  it  is  certainly  an  excessively  malignant  and  ex- 
tremely  insidious  disease. 

It  commonly  attacks  patients  past  middle  life.     They  complain 
of  pain  in  the  jaw,  for  which  no  adequate  cause  can  Ijo  assig 
Gradually   a  slight  fulness  ia  observed   in  the  infra-orbital  reg 
with,  perhaps,  cedema  of  the  e3'elid  ;  the  skin  becomes  brawny, 
at  last  an  epitheliomatous  ulcer  appears  in  the  skin  of  the  cha^  i 
the  antrum  is  then  found  to  be  filled  with  a  tumour.     When  ftueh 
case  is  submitted  to  operation,  and  the  skin  of  the  cheek  lyUectiJ,! 
the  extensive  inroads  the  disease  has  been  silently  making  on  thtl 
surrounding  parts   will    be    seen    to   l^   truly   extraordinarj.     The 
greater    part    of   the   maxilla   will    be   found    destroyed,    and    out- 
rtmner*8  from  the  growth  will  l>e  found  in  the  orbit  and  among 
pterygoid  umscles.     The  skin  of  the  cheek  is  usually  so  intilt 
that  it  must  be  removed.     The  successful  treatment  of  such 
demunds  much  biildness  on  the  part  of  thn  operator,  as  he  will 
it  necessary  to  saiTifice  the  eye  and  the  orbital  contents,  the  [ 
aspect  of  the  maxilla,  and  a  portion  of  the  skin  covering  the  diealrl 
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as  a  result,  a  large  yawning  chasm  remains.  Life  is  rarely  pro- 
longed, but  by  the  removal  of  the  tumour  the  patients  are  spared 
much  pain  and  discomfort 

Diagnosis  of  tumours  of  the  jaw. — This  is  a  matter  which 
in  many  cases  is  simplicity  itself,  and  in  others  surrounded  by  the 
greatest  difficulties. 

In  the  case  of  the  mandible,  the  chief  point  is  to  decide,  if 
possible,  whether  the  tumour  arises  in  connection  with  the  teeth 
or  the  periosteum.  Tumours  of  the  teeth  in  young  patients,  in  the 
immense  majority  of  cases,  are  innocent.  In  those  who  are  over 
thirty  the  tumours  most  likely  to  occur  in  connection  with  teeth 
sockets  are  epithelioma  and  actinomycosis,  and  these  are  scarcely 
likely  to  be  mistaken  for  innocent  affections.  Tumours  growing 
from  the  bone  are  osteomata  or  sarcomata,  and  the  hardness  and 
slow  increase  of  an  osseous  tumour  are  not  likely  to  be  confounded 
with  the  rapid  growth,  pain,  and  constitutional  disturbance  caused 
by  a  sarcoma. 

It  is  in  connection  with  the  antrum  that  the  great  difficulty 
is  met  with.  Rapid  growth,  bulging  walls,  great  pain,  and  bleeding 
from  the  nose  are  ominous  indications  of  sarcomata;  nevertheless 
many  sarcomata  cause  no  pain  or  even  discomfort  until  the  late 
stages.  Slow  growth  and  painlessness  may  mean  some  species  of 
odontome.  Pain,  fever,  and  purulent  discharge  may  indicate  abscess 
of  the  antrum  or  suppuration  around  a  composite  odontome. 

Early  signs  of  antral  tumour  are  obstruction  of  the  nasal  fossa, 
bulging  of  the  hard  palate  or  cheek,  or  proptosis  and  epiphora. 
Enlarged  pre-auricular  and  sub-maxillary  lymph  glands  occur  with 
epithelioma.  Lastly,  nasal,  orbital,  and  naso-pharyngeal  tumours 
invade  the  antrum,  and  very  closely  simulate  primary  tumours  of 
that  cavity.  A  sarcoma  of  the  ramus  of  the  mandible  is  apt  to  be 
confounded  with  a  tumour  of  the  parotid  gland. 

The  most  satisfactory  manner  of  avoiding  errors  in  diagnosis, 
and  consequently  grave  blunders  in  treatment,  is  to  study  carefully 
on  museum  preparation  the  morbid  anatomy  of  tumours  of  the  jaw, 
especially  those  illustrating  their  early  stages. 

Treatment  of  tumours  of  the  jaw.— One  principle  only 

underlies  the  treatment  of  tumours  of  the  jaws :  that  is,  removal 
at  the  earliest  possible  moment.  Unless  the  whole  of  the  tumour 
can  be  completely  extirpated,  no  operation  should  be  undertaken. 
The  mode  of  removal  varies  with  the  tumour.  Encapsuled  tumours 
— such  as  odontomes  of  all  species — mei'ely  require  enucleation. 
Localised  tumours — such  as  epulis  and  osteoma — should  be  excised 
with  a  piece  of  the  underlying  bone.  Diffiise  tumours — such  as 
sarcomata  and  epithelioma— -demand  wide  removal.  In  the  case  of 
the  mandible,  it  is  often  necessary  to  excise  the  body  of  the  bone 
from  near  the  symphysis  to  the  angle.  Occasionally  the  symphysis 
is  excised.  This  is  rare.  In  the  case  of  the  maxilla,  wide  reuioval 
of  the  bone  is  nearly  always  demanded. 

In  doubtful  tumours  of  the  antrum  the  cautious  surgeon  explores 
u  u*  2 
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it  bj  Bheaati  d  a  peifoiKtion  through  the  canine  £o0A  before  ranrtii^ 
to  extirpttSBOB.  In  all  cases  where  there  is  doubt  as  to  the  natsre  elf 
the  nuaoar.  <mi  imio  ii  he^Ofn  proceeding  to  cut  it  auL 

BcMita* — ^The  efiects  of  treatment  in  the  case  oi  mcsfhd 
tUDOsn  are  rrrj  gratifTing,  and  with  care  man j  tomoaim  can  be 
enndeated  from  within  the  month,  and  leave  no  erterna]  scar  or 
diaJSgareiDent — a  master  of  especial  importance  in  the  case  of 
frmairi  In  sareonata  and  epithelioma  the  resolts  of  excsaoo  are 
not  enoooragii^  PktientB  recoT^,  as  a  role,  eaail j  eooo^  even 
after  openukms  of  appalling  magnitude;  but  the  djuease  qnickhr 
reciDiy  and  maj  demand  repeated  operations.  Although  opetaaoa 
in  these  cases  ofleis  no  prospect  of  permanent  cure,  it  nerevthelesi 
frees  the  patient  from  pain,  relieres  him  of  a  foul  and  dtagmmimg 
maas^  and  in  manj  instanres  not  onl j  makes  life  fsirl j  oomlortahle, 
but  actoaUj  proloogs  it. 

In  the  case  of  myeloid  saioomata  life  maj  be  prohmged  manj 
jean  by  operation,  and  in  many  instances  the  benefit  is  pennanenL 

THE  TEMPORaMANDIBULAR  JOINT. 

The  <ii«»««**  uf  this  joint  are :  acute  arthritis,  dircmic  arthiitai^ 
enlargement  of  the  condyle  and  neck  of  the  mandible,  and  anchyiosiSb 

1.  Acute  artlnitis. — ^This  is  occasionally  due  to  traumatiim, 
but  more  frequently  occurs  as  a  sequel  to  the  exanthemata,  especially 
scarlet  fever,  and  as  a  sequel  of  rheumatic  fever.  It  is  more  common 
in  children  than  in  adult& 

The  symptoms  are  those  common  to  acute  inriammation  of 
joints.  They  are  local  pain,  swelling,  and  redness.  The  pain  is 
increased  by  movement  of  the  joint  and  by  pressure.  Febrile 
Myroptoms  are  present. 

Should  the  changes  proceed  to  suppuration,  the  pus  may  point 
immediately  over  the  joint,  or  in  children  find  its  way  into  the 
external  auditory  meatus  through  the  foramen  in  the  tympanic  fJale, 
and  simulate  otorrhiea.  Exceptionally,  the  condyle  dies,  and  the 
necrosis  may  involve  the  neck  and  outer  surface  of  the  ramus  of  the 
mandible. 

Trmtment. — In  the  early  stage  rest  for  the  joint  by  interdicting 
speech,  and  supporting  the  chin  by  a  soft  bandage  tied  around  the 
head.  The  patient  should  be  kept  on  liquid  diet  Should  the 
condyle  necrose,  it  will  require  excision. 

2.  Chronic  arthritis. — This  is  a  somewhat  unusual  disease,  and, 
like  OS  tec-arthritis  of  other  joints,  is  incidental  to  advanced  life.  The 
disease  may  be  unilateral  or  bilateraL  The  inter-articular  disc  and 
the  articular  cartilage  gradually  disappear,  the  condyle,  and  less 
fretjuently  the  glenoid  fossa  undergo  erosion,  and  the  synovial 
membrane  becomes  villous.  Occasionally  the  margins  of  the  fossa 
become  li{)i>ed,  and  processes  of  bone  form  around  the  borders  of 
the  condyle. 

In   the   majority  of  cases   the    [>atients  complain  of  aching  in 
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the  joint,  a  creaking  sensation  on  movement,  and  are  occasionally 
annoyed  by  partial  dislocation  when  the  mouth  is  widely  opened. 
This  condition  is  by  no  means  uncommon  in  thin  delicate  women 
after  middle  life. 

Treatment, — Mild  counter-irritants  to  the  joints  are  sometimes 
beneficial.     Internal  remedies  are  of  no  avail. 

3.  Enlargement  of  the  condyle  and  neck  of  the  mandible. 

— This  is  a  somewhat  rare  condition,  but  it  produces  unmistakable 
distortion  of  the  face.  From  the  few  examples  which  have  been 
examined — 'post-mortem,  or  after  removal  by  operation — the  changes 
in  the  condyle  are  those  characteristic  of  chronic  (osteo-)  arthritis. 

In  severe  cases  it  has  been  found  necessary  to  excise  the  condyle 
and  its  neck. 

4.  Closure  of  the  jaws.  —  This  condition  presents  two 
varieties  :  (1)  Spasmodic  and  (2)  organic. 

Spasmodic  closure  of  the  Jaurs  is  sometimes  induced  in 
consequence  of  irritation  of  the  mandibular  division  of  the  fifth  cranial 
nerve,  leading  to  reflex  contraction  of  the  muscles  of  mastication. 
This  condition  is  sometimes  called  trismus,  and  is  occasionally  due 
to  the  impaction  of  a  wisdom  tooth.  It  is  important  to  bear  this  in 
mind,  as  the  discovery  and  removal  of  the  tooth  at  once  brings  about 
a  cessation  of  the  symptoms. 

Trismus  is  not  infrequently  simulat.ed  in  hysterical  women. 

Orgfanie  closure  of  the  Jaurs  is  brought  about  in  the  following 
ways :  anchylosis  of  the  temporo-mandibular  joint,  contractions  due 
to  cicatrices,  and  defective  development  of  the  mandible. 

Anchylosis. — This  may  be  due  to  adhesions  the  result  of  acute 
arthritis.  Anchylosis  has  followed  fracture  of  the  base  of  the  skull, 
the  presumption  being  that  the  fracture  implicated  the  glenoid  fossa. 
The  condition  has  not  been  demonstrated  post-mortem. 

Cicatricial  contraction.^ — This  may  follow  sloughing  of  the 
buccal  mucous  membrane  due  to  cancrum  oris,  or  to  scars  on  the 
cutaneous  surface  of  the  cheek,  the  results  of  extensive  burns,  or 
upon  the  neck  and  front  of  the  thorax,  in  very  severe  cases  of  lupus, 
inflammatory  infiltrations  of  the  masseter,  and  operation  on  the  face 
for  epithelioma,  rodent  ulcer,  gunshot  injuries,  and  the  like. 

DEFECTIVE  DEVELOPMENT  OF  THE  MANDIBLE. 

Individuals  occasionally  come  under  observation,  complaining 
of  inability  to  separate  the  jaws.  On  examining  them  the  jaws 
will  be  found  so  firmly  closed,  that  in  many  cases  food  can  only  be 
introduced  into  the  mouth  in  a  state  of  fine  subdivision,  and  in 
severe  cases  through  a  gap  due  to  loss  of  two  or  more  incisor  teeth. 

On  examination  no  disease  of  the  mandible  or  temporo-mandibular 
joint  can  be  detected,  but  what  strikes  the  surgeon  most  is  the 
stunted  character  of  the  mandible.  This  produces  a  peculiar 
appearance,  owing  to  the  fact  that  the  face  above  the  level  of  the 
mouth  corresponds  in  development  to  the  age  and  stature  of   the 
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individuuK  l^ut  the  mandible,  cbin»  and  aasoclated    ttrticiur«A 
in   degret;   of   development  similar   to    Uiose   of  a  cliiid  of  Bix  or 
seven   years  of   age.     These  characters   lead   to   ready 
of    thf^    condition    (Fig.    371).       Of    the    cause    of    this 
nothing  is  known. 

Treiiliiienl. — ^Spaamodic   closure   of   the  jaw   dae  to  tronbW 
eonneetc^l  with  the  wisdom  tooth  usually  reBponda  to  mppropfiat 
rueasures.      In    fact,    many    casea   of   trismus   terminate    with 
eruption  of  the  wisdom  tooth.      In  some  cases,  when  there  in  dool 

as  to  the  |K>sition  of   liis 
the  second  molar  haa  been  ei 
tracted  ;  this  haa  afTordrd 
i-elieved  the  nerve  from     pr 
sure,  and  the  tooth  h&»  fiuU 
qucntly  erupted.     At  the  tin 
of  extracting  the  second  molarJ 
a  careful  aearch  should  l>e  mad 
for  tho  errant  thinl  molar* 

When  the  closure  is  due  to 
anchylosis,  whether  it  be  tib 
or  oaseous,  the  beat   treat 
is  excision  of  the  coodylea ;  a 
the  most  successful  caa^s  it  hi 
been   new 
to  excise 
Sornni  gqod 
suits   havr   fd 
lowed    diiHsiQ 
of  the  neck 
the  condyle. 
When 
f  '   oloofun}    fMoIl 

i  from   tile 

Ffg:  STL— Ctotore  of  the  Jaw  dtse  Io  dofocsfcivB  Devel(«iituexit  tif  t|i«t   tfitt<i>t;t^n     . 
MftndiWr,    (Hmophry.)  tr»cuuii     ( 

Cicatrix, 
surgeon  Has 
face  one  of  the  most   trying  cases  in    sui-gery.      Attempts   are 
first   made    by    the   use   of    lever    gags    iind    spring  gags  to   Itmili 
I  he  amount  of  contraction,  usually  with  little  avail     Then   eflJa 
are  made  to  establish  a  false  joint  after  tl»e   netliod   introduced  hy^ 
Esmarch.     This  consists  in  i-einoving  a  wedge-sliaj*ed  pi«*ce  from  the 
mandible  at  a  spot  anterior  to  the  cicatrix,  the  apex  of  tlie  we 
tieing  at  the  alveolar  boi-der. 

In  less  severe  cases  it  may  not  be  necessai'y  to  remova  m 
shaped  piece  of  bone ;  then   Rkzoli's  operation  may  be 
Tills  consist*  in  dividing  the  jaw  from  within  the  mouth  hy'mfi 
cutting  force jis. 

Esmaroh  s  procedure,  however,  is  the  operation  UJuaUy  ado 
and  it  certainly  gives  the  best  results. 


^ 
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In  some  cases  it  may  be  necessary  to  perform  Esmarch's 
operation  on  both  sides.  In  cases  where  excision  of  the  condyles 
has  failed,  Esmarch's  operation  has  subsequently  been  practised 
with  success. 

In  closure  of  the  mouth  from  defective  development  of  the 
mandible,  excision  of  the  condyles,  and  even  division  of  the  necks 
of  the  condyles  has  been  follow^  with  very  satisfactory  results. 


EXTRACTION    OF    TEETH. 

Although  the  treatment  of  the  teeth  constitutes  a  veiy  special 
branch  of  the  Art  of  Surgery,  it  is  nevertheless  the  duty  of  eveiy 
medical  practitioner  not  merely  to  be  capable  of  extracting  a  tooth 
with  skill,  but  to  understand  how  to  save  a  damaged  tooth.  All 
village  surgeons  and  practitioners  in  remote  stations,  surgeons  in 
the  army  or  the  navy,  and  even  operating  surgeons  in  large  towns, 
should  know  how  to  be  able  to  extract  a  tooth  properly. 

Teeth  require  extraction  for  the  following  conditions:  (1)  When 
they  are  the  cause  of  an  alveolar  abscess.  (2)  When  the  crowns  are 
so  destroyed  by  caries  that  they  cannot  be  prepared  to  hold  a  stop- 
ping, or  utilised  for  an  artificial  crown.  (3)  It  is  occasionally 
necessary  to  remove  a  tooth  when  the  dental  arch  is  very  crowded 
and  irregular  in  consequence.  (4)  Impacted  wisdom  teeth.  (5) 
WTien  the  crown  of  a  tooth  has  sharp  edges  and  irritates  an 
epithelioma  of  the  tongue  or  cheek.  (6)  Canine  teeth  lodged 
transversely.  (7)  All  stumps  should  be  promptly  extracted.  (8) 
A  carious  tooth  associated  with  an  epulis.  (9)  In  operations  for 
the  removal  of  a  portion  of  the  mandible  or  maxilla.  (10)  When 
an  abscess  or  great  pain  ensues  on  an  immediate  root-filling. 

It  is  a  very  pernicious  practice  to  extract  teeth  simply  because 
they  ache.  In  many  instances  the  pain  is  due  to  an  exposed  pulp. 
When  this  is  the  case,  the  tooth  may  often  be  saved  by  proper 
treatment.  This  consists  in  destroying  the  pulp  by  arsenical  paste  ; 
it  is  then  extirpated,  the  pulp  cavity  and  root  or  root's  canal  are 
then  rendered  aseptic,  and  subsequently  stopped. 

When  teeth  are  fractured  by  blows  or  falls  the  pulps  should  be 
destroyed — in  some  cases  the  pulps  may  be  extracted  immediately 
under  gas — and  the  roots  serve  as  admirable  foundations  for 
artificial  crowns. 

The  method  of  extraction. — Two  instruments  are  now  used 
for  the  extraction  of  teeth  :  forceps  and  the  elevator.  Forceps  are 
of  various  patterns,  and  so  adapted  to  the  different  kinds  of  teeth, 
that  they  may  be  grasped  and  extracted  without  crushing  the 
crowns. 

It  is  the  duty  of  the  student  to  make  himself  acquainted  with 
the  peculiarity  of  each  tooth,  including  the  number,  shape,  and 
disposition  of  its  roots.  He  should  master  the  characters  of  the 
forceps  designed  for  each  tooth,  and  watch  the  mode  of  using  them 
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In  extracting  a  molar-tooth  from  the  mandible,  the  beginner 
is  very  apt  to  pull  hard  upon  it ;  suddenly  the  tooth  yields,  and 
the  forceps  comes  in  contact  with  the  crown  of  an  upper  molar  or 
bicuspid :  sometimes  the  concussion  is  so  great  as  to  knock  off  a 
part  or  the  whole  of  the  crown.  Knowledge  of  the  liability  should 
be  sufficient  to  prevent  such  an  accident  Lastly,  should  a  tooth 
or  stump  fall  into  the  patient's  mouth,  do  not  proceed  with  the 
extracting  until  it  is  recovered  and  removed. 


XXXIL     rXJTEIES  OF  THE   JOESTi?  AXD 
DISLOCATIONS. 


'• — Tht  Joeal  eoodmoos  mn- 
GmuA  viiL  eocxnsMOf  of  a  jaims  will  vmnr  with  die  uovre  of  Ike 
injiirj.  and  die  foe  of*  i^  articvIacicBL  mrolTcd.  Hcatt  Uovb  tad 
cmaluns  riokfcice.  »  froK  a  s{mxls  sftoc  or  rmflvaiT  acodent,  a^ 
inflict  much  dammjee  on  a  /ocbs  vztkcnt  npouiBg  dM>  ikni.  Tk«t,  die 
tfticalar  esds  ol  die  booes  bsit  W  sp&LtcrcdL  or  blood  cjucmif^ 
extrmTmsAied  into  die  euKcfiooft  tane.  The  joint  mxw  be  dirteiAd 
vith  bl'yxL  A2>d  p^Draocs  cf  cardljj^e.  Kxie,  licuBieiiums  daae,  or 
ftjr.ovi^  Ei^€inbr&i:<e  &om  or  exLUreir  d<ec;fccb^  Tbe  mun  tukis  of 
the  limb  r^Aj  aI^jo  be  mptomL  In  sli^t  coctrwiDfis  all  diene  ievwe 
ledoixs  are  abw-i::,  %iA  tike  -r-clj  cLazjz^*  f'xxnd  are  cliche  pen- 
arci<:iiUr  broLsinc.  azid.  p«rhap«w  soo^  Cvxd  extrmTasauoo  in  the 
cancellous  bone,  viih  seroas  excda^i-i'C  into  the  joint  causing  beat 
and  w^-llin^.  The  term  -  sjnT'vius  "  was  formetij  applied  to  these 
caaesw  It  is  doabubl  if  extensile  inAamiration,  in  the  abaence  of 
org&ni'^iris,  exista.  and  the  articular  effasion  maj  be  looked  apon  ai 
iTierely  the  result  of  irritatiocL 

C«M4e^«eMce«. — In  severe  crushes  ot  a  joint  implicating  the 
main  vessels,  gancrene  maj  ensce.  c-r  s^o:*n*iarT  skraghin^  of  the  dtt- 
tendfrd  «kic.  the  injury  lecominj;  comfjoond.  Then  ditfitae  soppQia- 
tion  and  ^^  ariou.^  septic  disorders  are  very  prone  to  arise.  Necrooi 
of  the  Vjone  ends  may  follow,  widi  sep^radon  of  seqaestra  and  acvte 
ab<Ke»6.  The  moet  severe  cDii>utational  pyaemic  sympums  maq 
follow*  a  m^^ierate  contusion  of  a  joinu  espmally  if  the  eptphiiial 
region  V^  brui^^i  in  a  yoang  per»>n.  even  thoogh  the  skin  renaini 
intact.  The  f  Atholosrical  explanation  is  not  easy.  It  may  be  ration- 
ally  •uppoaed  tliat  the  on^anisms  ' strvptoeocci  or  staphylococci)  so 
abun'iiujtiy  found  in  these  case^  sain  access  to  the  ctradatioB 
from  nonie  unsuspected  source,  and  arriving  at  a  part  where  the 
normal  resistance  and  vitality  of  the  tissues  are  lowered  by  the 
injury,  are  thus  able  to  ^row  and  multiply,  forming  a  source  of 
potent  general  systeitiic  infection. 
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Bruising  or  effusion  of  blood  at  the  epiphysial  line  may  lead  to 
subsequent  arrest  of  growth,  and  this  is  important  from  a  prognostic 
point  of  view.  Effus^  blood  is  usually  absorbed,  but  fibrinous  masses 
may  long  remain  in  a  large  joint,  as  the  knee.  Portions  of  bone 
or  articular  cartilage  may  become  permanently  detached  after  a 
severe  blow,  but  this  is  comparatively  exceptional,  the  loose  bodies 
found  after  these  accidents  being  usually  pre-existing  inflammatory 
formations  bi-oken  off  by  the  violence.  Anchylosis  may  follow  any 
severe  crush  of  a  joint.  This  is  usually  fibrous,  as  the  cartilages 
are  not  entirely  removed.  Should  the  injury  be  compound,  and 
followed  by  suppuration  and  destruction  of  cartilage,  osseous 
anchylosis  (synostosis)  may  eventuate. 

Slight  contusions  may  also  be  followed  by  tuberculous  disease  of 
the  bone  in  predisposed  delicate  individuals,  by  abscess  and  central 
necrosis  of  the  articular  ends,  and  lastly,  by  the  rapid  growth  of  a 
soft  sarcomatous  tumour.  The  latter  affection  is  rare,  but  it  may  be 
readily  confounded  with  abscess,  unless  an  exploratory  puncture 
be  employed.  Contusions  and  severe  sprains  of  the  larger  joints  in 
elderly  persons  may  originate  a  kind  of  chronic  arthritis,  associated 
with  roughening  of  the  articular  surfaces,  calcareous  deposits, 
"  lipping "  of  the  articular  margins  of  the  bones,  in  fact,  many  of 
the  changes  commonly  attributed  to  chronic  rheumatoid  arthritis. 
In  the  hip^  absorption  of  the  head  of  the  bone  may  occur,  with 
consequent  shortening.  After  a  severe  contusion  of  this  articulation, 
gradual  shortening  with  grating  and  creaking  on  motion,  and  lame- 
ness with  loss  of  power  over  the  articulation,  are  familiar  to  surgeons. 
Some  of  these  cases  are,  doubtless,  overlooked  fractures  of  the  neck 
of  the  femur.  Tlie  majority  can  only  be  explained  as  the  con- 
sequences of  chronic  arthritis  originated  by  the  injury. 

Treatment* — Crushes  of  a  joint  implicating  the  bone  ends,  and 
rupturing  the  main  vessels,  demand  amputation.  As  a  rule,  very 
extensive  bruises  are  well  recovered  from,  if  only  the  skin  remains 
intact.  All  the  efforts  of  the  surgeon  should  be  directed  towards 
subduing  the  subsequent  inevitable  severe  inflammation.  The  ice- 
bag  or  Leiter's  tub^  should  be  used  with  caution,  if  the  skin  be 
much  bruised  or  likely  to  perish.  The  limb  should  be  well  elevated 
and  carefully  fixed  in  splints ;  the  patient,  if  robust,  kept  on  low 
diet,  with  occasional  purgation.  In  strong  young  adults,  either  in 
sprains  or  contusions,  when  there  is  intense  inflammatory  reaction, 
free  application  of  leeches  may  be  practised  with  the  best  results. 
Should  suppui'ation  set  in,  or  necrosis  ensue,  the  complications  must 
be  treated  on  general  principles.  Continuous  immersion  in  warm 
baths,  or  continuous  irrigation  will  often  give  excellent  results  in 
compound  crushes  of  joints.  The  stream  of  water  in  irrigation 
must  be  free,  and  flow  from  a  large  receptacle  raised  above  the  bed. 
By  this  means  compound  crushes  of  the  larger  joints  may  now  be 
saved,  which  formerly  would  have  been  condemned  to  amputation. 
I  strongly  advocate  this  treatment. 

SpraillB  of  joints. — A  sprain  may  be  defined  as  a  wrench  or 
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In  some  instances  effusion  long  persists,  with  painfulness  of  the 
joints  and  imperfect  restoration  of  its  functions  (chronic  sprain).  In 
such  cases,  one  or  moi*e  painful  spots  are  usually  to  be  detected  on 
pressure  about  the  joints  these  being  probably  due  to  the  entangle- 
ment of  nerve  filiunents  in  the  healed  tissue.  In  such  cases,  the 
administration  of  nitrous  oxide  gas  and  the  carrying  of  the  limb 
through  all  its  normal  movements  will  result  in  the  audible  rupture 
of  adhesions  and  the  setting  free  of  the  nerve  twigs,  the  symptoms 
rapidly  improving.  The  surgeon  will  iind  valuable  indications  as  to 
the  time  to  commence  movement  in  a  sprained  joint  from  the  local 
temperature.  So  long  as  a  joint  is  hot,  caution  must  be  exercised. 
When  it  is  cool  to  the  touch,  movements  may  be  freely  adopted. 

After  a  bad  sprain  a  large  joint  is  painful  and  insecure  for  many 
months,  owing  to  the  weakness  of  the  ligaments  from  rupture,  and 
the  impairment  of  movement  and  functions  of  the  tendons  in  their 
sheaths.  Nothing  is  so  beneficial  for  these  cases  as  prolonged 
massage,  with  tonics  and  sea  air,  and  carefully-made  leather  supports. 

Iiyurles  of  tbe  tendon  sheaths  in  sprains.— Hitherto 
enough  attention  has  not  been  drawn  to  the  condition  of  these 
important  structures  in  severe  sprains  or  blows  upon  joints.  Blood 
is  extravasated  into  the  synovial  slieaths,  with  serous  exudation. 
The  subsequent  organisation  impedes  the  free  play  of  the  tendon,  and 
this  explains  the  extraordinary  stiffness  and  weakness  of  a  joint 
which  may  persist  for  months  after  a  bad  sprain.  Again,  the  fibrous 
vincula  which  retain  the  tendon  in  a  groove  may  give  way,  allowing 
actual  displacement  This  is  well  known  to  occur  in  the  case  of 
the  peroneal  tendons,  and  it  may  reasonably  be  assumed  that  it 
occurs  elsewhere.  The  most  cautious  prognosis  must  be  given  in  a 
bad  sprain,  especially  in  a  large  joint  of  the  lower  extremity  and  in 
those  who  are  obese,  aged,  rheumatic,  or  gouty.  The  majority  of 
these  cases  may  be  looked  upon  as  more  serious  than  fractures. 

Wounds  of  joints. — These  are  peculiarly  dangerous  injuiies. 
The  gravity  of  the  case  will  be  in  proportion  to  the  size  and 
synovial  complexity  of  the  articulation  involved,  the  nature  of  the 
injury,  and  the  cleanliness  or  otherwise  of  the  instrument  with 
which  it  is  inflicted.  Serious  examples  would  be  a  bullet  wound  of 
the  knee  splintering  the  bone,  or  the  opening  of  this  articulation 
with  a  dii-ty  butcher's  knife.  An  example  of  a  favourable  kind 
would  be  the  clean-cut,  aseptic  wound  into  the  knee  made  by  a 
surgeon  in  removing  a  loose  body,  which  usually  heals  with  no  local 
trouble  or  constitutional  disturbance. 

Symptoms. — It  is  in  punctured  wounds  that  the  main  difficulty 
arises  in  deciding  whether  the  articulation  is  opened,  and  especially 
is  this  the  case  when  the  external  orifice  of  the  wound  is  situate 
at  a  distance  from  the  joint.  Two  symptoms  of  the  gravest  signi- 
ticance  ai-e,  escape  of  synovia,  and  rapid  swelling  of  the  joint  from 
effused  blood. 

Synovial  fluid  may  escape  from  a  wounded  bursa  or  tendon 
sheath ;   but  this  symptom  should  always  lead   to  great   care  in 
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treatmeDt,  and  injiidicious  probing  Bliould  be  avoided, 
swelling  of  the  joint  U  sufficientljr  concliMive^  in  eaaes  c 
wound,  to  lead  the  surgeon  to  suspect  tliat  tJie  aftii 
been  opened. 

In  favourable  cases,  beyond  a   little  transteot  eflVni 
of  note  happens  ;  the  wound  heals,  and  the  articulation  is  i 
to  its  ordinary   state.      In    neglected  punctures,   and 
dirty  wounds^  the  phenomena  of  acute  intra-artieular 
ensue,  and  tetanus  may  possibly  supervene  if  earth  or  strent  soil  hm 
gained  aecesa. 

Acufe  ftopiir  urthriti»,  nbficcgs^f  Jeiat,  lMH»  ■itj—JMr 
abscess,  suppnmiive  si  noiltis.  Sympkmu, — Th«  joisit  rma&ih 
swells,  becomes  red  and  dusky,  very  hot,  and  intenselj  fwalttt  the 
integuments  pitting  on  pressure.  It  is  usually  flexed,  and  mnj  attsnipli 
at  movement  are  dreaded  and  resisted,  the  patient  'shmkag  <Ni 
with  pain  and  apprehension.  Occasimally,  the  muscles  wpmnmoMmMf 
contract,  nibbing  the  inflamed  articuhu-  sur&ioes  upon 
When  the  cartilages  are  eroded  and  the  canoos  bone  m 
rubbed  together,  agonising  "jumping'*  pains  arise,  wo 
these  cases.  This  symptom  is  marked  at  night  when  the 
is  ''dropping  to  sleep,'' and  the  control  of  the  will  is  leai|mwi]j 
removed  from  the  irritated  nerves  and  mu»cJe&  It  quite 
sleep  or  rest.  The  patient  is  in  high  fever,  with  a  dry 
in  bad  eases  may  be  delirious.  Bigoi^  sweating,  and  ^ 
absoeaes  may  indicate  pyiemia.  As  the  case  ptognmm,  thm  wkolt 
limb  swells  enormously,  and  abocewcs  form,  b<irrc»wtii|^  maaam^  iW 
muscular  planes.  These,  w^hen  opened^  leave  disrtis raging  lysoso^ 
communicating  with  the  now  carious  booe  etids^  The  jotnt  mar 
become  displaced  and  totally  disorganised  ;  or  tl  supporteo  i 
position,  anchylosis  may  ultimat^y  ensue,  should  thm 
vive.  The  anchylosis  will  be  bony  if  the  cartilsges  are 
destroyed  and  removed.  These  cases  may  prove  istel  faMDi 
aeplionmia,  tetanus,  or  exhaustion  from  hectk  and 
pnrmiloiL  They  may  be  regarded  as  some  of  tlie  most  gimve  i 
of  surgery, 

'Freatment  of  wonn^s  Into  J^iua. — ^In  extsnam  ti^a 
with  comminution  of  the  bone  ends«  or  when  cocupoanii  fmitmtr^ 
extend  into  large  j<Mnta,  as  when  a  bullet  strikes  the  fsSBur  in  Ito 
lower  third  and  fissures  extend  into  the  knee,  ampola^aii  ja  eflsn  l»- 
quisite.  In  some  esoei,  and  eq>eci^y  in  the  kip  ai>d  joints  oj  the  ly 
extremity,  primary  r»«ectioa  may  be  advisable.  The  valtte  «f  eo»- 
linuous  irrigation  in  these  caseis  is  very  gieai.  In  pmiel 
the  parts  should  be  carefully  cleansed,  and  the  weand  weQ  ' 
out  with  hot  '0)  perchknide  of  mereary  eohttkn.    To  t 

the  skin,  car  t  , »  aiMl  hot  water  may  first  be  enp 

should  be  followed  by  ether,  and  sobsequently  by  a  Mkm  (I  in  Ij 
of  corrosive  sublimate^  with  recti^ed  spirit  and  hoc  water. 
if  clean  out«  may  be  acoursldy  uniled  at  once.     Shenld  the 
th^  tt  ound  be  tagged  and  bruised,  immediate  union  had  f 


4 


WOUNDS    OF  JOINTS.  »5l 

attempted.  In  cases  where  the  surgeon  has  reason  to  suspect  that 
some  septic  material  has  gained  entrance,  the  strictest  watch  should 
be  kept  upon  the  temperature  and  local  symptoms,  and  any  accumu- 
lation of  serum  or  pus  in  the  track  of  the  wound  should  be  afforded 
speedy  exit.  In  more  extensive  injuries,  when  it  is  determined  to 
save  the  joint,  every  recess  of  the  cavity  should  be  flushed  clear  of 
blood  and  dirt  by  hot  perchloride  lotion  (1  in  4,000),  and  large  drain- 
age-tubes should  be  inserted  in  convenient  dependent  situations. 

After  healing  of  a  punctured  wound,  should  swelling  and  fever 
supervene,  with  the  signs  of  acute  suppuration,  the  joint  should  be 
aspirated,  and  if  i^ro-pus  is  found  in  it,  the  articulation  must  be 
opened  and  freely  drained,  and  especially  irrigated.  This  is  too 
often  insufficiently  done.  In  the  knee,  where  there  are  several 
complex  pouches,  a  tube  may  reach  into  one,  and  not  the  others.  In 
this  articulation  abscess  may  readily  burrow  up  the  front  of  the 
femur  beneath  the  quadriceps  muscle,  and  even  point  near  Scarpa's 
triangle.  The  deep  bursa  beneath  the  quadriceps  is  also  very  apt  to 
become  filled  with  pus.  A  knowledge  of  this  will  point  to  the 
importance  of  inserting  large  tubes  in  more  than  one  situation. 

Secondary  amputation  for  suppuration  following  wound  of  a 
joint  is  seldom,  if  ever,  needful  in  the  upper  extremity,  and  in 
the  case  of  the  knee  or  ankle,  such  an  operation  should  never  be 
performed  during  high  fever,  when  the  limb  is  swollen  and  infil- 
trated with  products  of  inflammation.  When  abscesses  are  opened, 
and  the  temperature  has  become  hectic  in  type,  the  chances  of 
recovery  after  amputation  are  far  greater.  In  a  child  a  movable 
articulation  may  be  obtained,  even  after  suppuration,  if  the  joint  be 
promptly  drained.  In  adults,  firm  fibrous  anchylosis  usually — but 
not  universally — follows.  Bony  anchylosis  will  only  occur  if  the 
whole  of  the  cartilage  be  destroyed,  and  the  bone  ends  kept  in  accurate 
apposition.  It  is  most  important  to  maintain  the  limb  in  such  a 
position  that  its  future  usefulness  may  be  ensured,  even  if  stiff. 
Anaesthetics — especially  chloroform — which  I  believe  to  be  the  best 
agent  to  administer  to  patients  who  are  ill  and  in  great  suffering,  are 
here  very  useful,  to  enable  the  surgeon  to  straighten  a  flexed  and 
painful  joint. 

Dislocations  of  joints.  Nomenclatare  and  compara- 
tive frequency* — Dislocations  are  well  divided,  for  purposes  of 
description,  into  the  traumatic,  spontaneous  or  pathological,  and  the 
congenital.  Besides  these,  dislocations  are  spoken  of  as  complete  or 
incomplete,  and  partial,  simple  or  compound,  and  complicated,  when 
associated  with  fracture. 

An  idea  of  the  frequency  of  different  dislocations  may  be  obtained 
from  the  records  of  the  Middlesex  Hospital  for  ten  years,  quoted 
by  H.  Morris  in  Holmes'  "  System  of  Surgery."  Out  of  283  cases 
of  dislocations  of  all  sorts,  there  were  :  Of  the  shoulder,  133  ;  hip,  8  ; 
clavicle,  8;  patella,  10;  jaw,  12;  knee  (partial),  1;  knee  (semi- 
lunar cartilages),  5 ;  foot  (including  ankle,  astragalus,  and  sub- 
astragaloid  displacements)  9  ;  radius  and  ulna  at  elbow  20 ;  upper 
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ead   of   ultm,    9;   upper   end  of   radium,   6;  wmt,  6;  thumbs  39; 
fingers,  17. 

The  fi'equeocy  of  shoulder  di»lucatiuQB  ia  accouuted  fur  hf  Um 
jamt  being  maiiily  dependent  fur  its  aacurity  upuii  muaclen,  mxid 
alau  for  other  reasons,  which  will  he  liiireaf tor  aUited,  The  f »uwrr  of 
levemge  of  a  long  lione  in  producing  dislocation  is  well  shown  ia 
the  hip.  It  is  dithcult  t^j  uudei-staad  how  di&placeaic-Jit  of  tku 
arttculatiou  could  occur,  were  it  not  for  the  eQhots  of  indirect  vioUmoo 
at^tin^  at  j^reat  tueehanieal  advantage. 

Prc><li«l>oii>iiiip  mustes. — Acuidents  which  generally  &eed  coik 
nidarable  violence  to  pi\#dace  Uietn  are,  of  neceaaity,  more  cutiitiion  in 
the  nialo  »ex,  in  active  adult  life,  than  in  femaleH  or  yonug  children* 
Occupations,  a^  mining,  machinery-work,  and  the  Idee,  predusjiupic  to 
thene  injuries.  Congenital  laxity  of  the  ligamcmts  Is  ivn  inijiorunt 
cause ;  and  some  pi-ofesaed  acrobats,  as  the  celebrated  Warren,  hnvii 
the  power  of  spontaneoUHiy  dislocating  certain  joints.  Many 
individuals  are  al>le  piirtially  to  di^^phice  the  thumb  at  the  we^ 
car po  phalangeal  joint,  owing  to  laxity  of  the  captiule  and  l*terml 
ligament!^. 

The  weakness  and  laxity  of  ligaments  ful lowing  injurtts  of  JoJlsU 
wuth  eliuHiun,  im  a  liad  sprain,  is  an  undoubted  predis]XKiiiig cmoae  ol 
dislocation ;  and  exiKistwl  joints,  as  the  shoulder,  are  more  liable  t» 
sutler  that!  othei^.  Once  a  joint  ha^  been  dislocated,  it  may  readily 
be  again  put  out.  Previous  diseikjse,  with  excessive  synofiai  dia- 
tension,  may  predisi.>oi»e  to  dblocation.  Kaock-kiiee  is  said  tu 
tlie  patella  prone  to  l^ecome  displaced*  Paralysia  of  luuaoltt  fuimi 
joint  also  renders  the  articulation  insecure. 

Exciting  causes* — In  Home  eases  this  is  viulence  applied  fiirectir 
to  the  displaced  l^^tne,  as  when  a  heavy  blow  on  tlie  thtuub  in  fighting 
dislocates  the  tii^st  phalanx.  Far  more  commotdy  the  furicn  is 
indirect,  aM  when  the  iiead  of  the  femur  is  dislociited  from  a  Hoavy 
fall  un  the  f*-Kjt  of  an  aixiucted  Emb,  Some  **liall  and  socket  "jouila, 
as  the  shoulder,  have  been  dijdoeated  by  muscular  action  lUoine*  m  im 
the  spasms  of  epilepsy,  the  act  of  swuuming,  or  striking  out  ftl  an! 
missing  an  adversaiy.  The  lower  jaw  and  patella  are  known  to  In 
displaml  by  muscular^  action  alone.  When  once  a  bone  is  dialooa&ed» 
the  action  of  the  muscles  in  drawing  it  into  secondary  puatbona 
is  very  important  and  marked.  Sometimes  muscular  actiuo 
sistently  I'epixiduces  a  dislocation  (recurrent  disl(x:4fction). 
there  is  undue  laxity  of  the  ligaments,  or  w^aut  of  ujiion  in 
after  the  primary  injury,  or  concomitant  fracture  of  an  articulatinf . 
surface  at  one  part. 

OeueriEl  |iaiiiolo|iy  of  ri^rtfiit  irttuiniiiic  €ll«&l«M-ttt*otito« 
— ^The  severity  of  the  local  injuries  found  m  recent  dislo*-:*  i 

vaiy  greatly  with  the  distance  the  Ujiie  is  thrown  from  r 

oomiections  and  tlie  nature  of  the  violence  which  product  it,  vh« 
wrenching  or  twisting  movements  indicted  on  a  limb  eutAUgled  la 
powerful  machinery  being  pecidiarly  disastroui^  llie  capsule 
ligaments  are  always  more  or  less  lacerated,  some  of  tlie  shoil  m 
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torn  or  stretched ;  the  neighbouring  vessels  and  nerves  may  be  pressed 
upon,  contused  or  actually  torn.  Gangrene  or  diffuse  aneurysm  may 
even  supervene.  Much  blood  is  extravasated  alx)ut  the  articulation 
and  in  the  substance  of  the  contused  and  torn  muscles.  Fractures 
may  co-exist,  and  when  the  ligaments  are  very  strong — as  the  liga- 
mentum  teres — a  portion  of  bone  is  often  torn  away  rather  than  that 
the  ligaments  themselves  should  yield.  Grave  cerebral,  thoracic  or 
abdominal  injuries  are  sometimes  found  associated  with  dislocations. 
An  evident  displacement  of  the  hip,  for  instance,  may  readily  draw 
away  the  surgeon's  attention  from  graver  or  more  fatal  co-existent 
lesions  in  other  parts. 


Pig.  872.-01(1  Dislocation  of  the  Ellww  backwards.  The  head  (of  the  radius  has  worked  for 
itself  a  new  nocket,  and  the  ulna  is  welded  to  the  humerus  by  tlriu  fibrous  adhesions. 
(St.  George's  Hospital  Museum.) 

General  patholo§y  of  unredaced  traumatic  disloca- 
tions*— When  a  dislocation  remains  unreduced,  the  inflammation 
of  the  muscles  and  peri-articular  structures  speedily  terminates  in 
exudation  and  organisation,  so  that  the  muscles  l)ecome  structurally 
shortened,  and  incapable  of  relaxation  after  anwsthesia.  The  new 
adhesions  fix  the  bone  to  its  fresh  surroundings,  enclosing  it  in  a  kind 
of  spurious  capsule,  and  the  old  articular  cavity  becomes  filled  with 
fibrous  deposit,  and  subsequently  is  rendered  shallow  and  well-nigh 
obliterated.  The  displaced  head  of  the  lx)ne,  by  pressure  absorption, 
soon  works  for  itself  a  cavity  in  the  bone  upon  which  it  rests  and 
moves,  and  becomes  itself  altered  in  shape,  and  smooth  and  por- 
cellanous  on  the  surface  (Fig.  372).  The  main  vessels  and  nerves 
may  be  glued  to  the  displaced  bone  or  fragments  of  capsule  by  firm 
fibrous  adhesions.  This  is  a  matter  of  vital  importance  in  the 
instance  of  old  dislocations  of  the  shoulder. 


DI8L0GATI0KS, 


The  time  taken  for  theHO  clianges  to  occur  cnn  haitllT  he    -  -       v 
mately  statp<i     Bislacations  have  been  reduced  aft-er  nlmoct  m 

periods.  Whether  it  is  best  U)  attempt  this  treatment  h  imvUivt 
matter.  As  a  ^rneral  rule,  if  a  dislocation  of  a  large  joint  htm 
remained  unredueed  as  long  as  it  would  take  a  fritcture  <d  ik» 
correspcmding  long  Vione  firndy  tij  nnite^  great,  and  often  tnsapermblev 
difficulties  will  be  found  in  redTiction,  I  believe  this  stut^fneDt  will 
be  fiiund  re  liable  in  practice. 

Oeiierul    pntliolog^jr    of    coiigoiiicnl    cUf^lciemloii* — TIm 
various  pathological  factors  which,  separately  or  combined,  are  foy 
in   congenital  dislocations   are   weU    summed    up   by    Haitiiltofi 
followH  I — 

(1)  Physiological  cauacK,  arrest  of  development,  or  an  origiiuJ 
defect  in  the  gernu 

('2)  Pathological  causes — as  ner%^e  lesions, contraction  and  paralysifl 
of  muscles,  litxity  of  ligaments,  hydrarthrositi,  or  other  artictilai'  dtMttei 

(3)  Merhanieal  causes — an  intra-utenne  violence  applied   to  Iko 
fietus  or  liy  injuries  during  delivery. 

Considering  the  latter  cases,  it  may  be  remarked  that 
them  are  really  trne  traumatic  displacements  that  may  he 
Others  are  separations  of  the  epiphyses,  followed  by  arrest  ofgroi 

Some  of   the  more  pronounced  forms  of  congenital  dijtJocatio 
are  common  in  idiots ;  and  such  congenital  deformities  as  hare-lip^'' 
webbed  digits,  or  extroversion  of  the  viscera  may  also  co-exist     The 
bone  ends  are  usually  ill-shaped  or  stunted,  and  the  normal  articular 
Burfftces  altered  in  sha]>e,  shallow,  or  actually  aljsent. 

OeiK^iEil  piilliolciify  of  spoilt n neons  or  fintholoiricsl 
clis]»1»€M^iii4*iilt«» — It  has  lieen  already  pointed  out,  that  in  *:a«e« 
where  ligaments  have  Ix^en  severely  stretclied  or  ruptured  by  aptmiai 
or  previous  dislocation,  displacements  may  take  place  fit)m  thedwkliil 
uiuscuhir  exert  ion  J  and  that  some  contoi-tionists  can  produce  otttuii 
dislocations  uppai^ntly  at  will.  Venieuil  well  sums  up  tlie  caum  ol 
pathological  displacements  under  the  terms,  dislocation  by  <ltJiffittoii, 
by  dt'ttfrurtifm,  or  by  df'/arttmtum.  The  majority  of  8|K:intaiieo«ta  lUsk 
jdHcements  met  with  in  ])ractice  are  really  examples  of  detirneium 
froiu  disease  of  joints,  with  implication  of  the  bone  ends  aivd  tiga- 
mentous  attachments.  Good  clinical  examples  of  dislocation  from 
destruction  are  seen  in  tul^erculous  afiections,  when,  the  ligameiili 
being  gradually  disintegrated,  the  bone  surfaces  become  dit|>JaoeiL 
This  is  occasionally  experienced  in  tlie  knee.  In  certain  camm  ti 
pyannia,  and  espec*ially  as  a  sequel  to  bsd  eases  of  the  spe^fio  imwtn 
— typhoid,  scailet  fever,  ftiid  the  wocalled  **  puerperal  atate** — 
distrtmoji  of  the  joint  may  occur,  the  ligaments  are  softmcd,  and 
dislocations  take  place  most  unexj.ectedly,  and  often  without  obvimia 
su[)puration.  In  iictual  practice,  dislocation  from  dUtenaMai  Ji 
gent  rally  j^een  in  the  hip,  and  in  the  joint  affections  associated  wkk 
the  acute  fevers  (such  as  typhoid).  The  head  of  the  femur  ta  g^etictmDy 
displactnl  baokwards* 

In  theae  cases  the  fiatient  is  usually  too  111  to  allov 
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replacement  of  the  bone,  and  the  eflbrts  of  the  surgeon  must  be 
directed  towards  maintaining  the  limbs  in  a  good  position  for 
subsequent  firm  anchylosis.  Should  the  patient  recover,  excision 
or  osteotomy  may  be  afterwards  performed  with  good  result. 

Dislocation  from  deformation  is  more  usually  partial  than  com- 
plete. The  distortions  of  the  joints  of  the  fingers,  in  chronic 
rheumatoid  arthritis,  are  familiar  examples. 

Deformation  displacements  are  principally  of  interest,  from 
the  possibility  of  confounding  them  with  traumatic  dislocations, 
when  the  sufferers  from  these  conditions  of  the  joints  are  exposed 
to  falls  or  other  violence. 

Partial  or  incomplete  dislocations. — When  large  flat 
surfaces  of  bone  articulate,  as  in  the  knee  or  astragalo-calcanean 
joint,  partial  displacements  are  the  rule  rather  than  the  exception. 
In  the  "  ball-and-socket "  joints,  as  the  hip  and  shoulder,  much  dis- 
cussion has  arisen  as  to  their  possibility.  Many  of  the  related  cases 
have  doubtless  been  mistaken  for  disease,  as  for  rheumatoid  arthritis  ; 
others  may  be  attributed  to  speculative  diagnosis  in  injuries  associated 
with  much  swelling.  When  fracture  co-exists,  a  portion  of  the  capsule 
and  articulating  surface  may  be  carried  away  with  tlie  head  of  the 
bone.  This  can  hardly  be  looked  upon  as  true  partial  dislocation.  In 
"partial  dislocations"  of  the  shoulder  the  capsule  is  said  not  always 
to  be  ruptured  ;  and  although  it  is  possible  for  a  dislocation  of  the 
head  of  the  humerus  to  occur  without  rupture  of  the  capsule,  probably 
this  is  complete — i.e,  the  articular  surfaces  are  quite  separated. 
Many  cases  diagnosed  as  partial  dislocations  of  the  shoulder,  are 
really  displacements  of  the  long  biceps  tendon. 

The  cases  of  South  and  Lre  Gros  Clark  point  strongly  to  the 
conclusion  that  partial  dislocation  of  the  shoulder  is  possible,  but 
not  probable.  This  subject  will  be  again  alluded  to  from  time  to 
time  in  speaking  of  the  symptoms  of  dislocation  of  the  larger  joints. 

General  symptoms   of  dislocation.— These   may  thus  be 

summarised  :  a  person  is  subjected  to  some  force  acting  upon  a 
previously  healthy  and  well-acting  articulation.  He  may  be  con- 
scious of  a  "snap"  or  sensation  of  tearing  violence,  and  forthwith 
the  movements  of  the  joint  are  more  or  less  lost,  and  passive  motion 
becomes  difficult,  impeded,  and  painful.  Severe  "  numb  "  pain  is 
experienced  in  the  course  of  the  main  nerves  implicated.  The  appear- 
ance of  the  part  to  the  eye  is  by  far  the  most  impoi-tant  sign  of 
dislocation.  The  sound  joint  should  always  be  compared  with  the 
injured,  when  alterations  in  contour,  and  of  the  distances  and  rela- 
tions of  salient  bony  points  to  each  other,  will  be  apparent  to  sight, 
measurement,  and  palpation. 

No  crepitus  is  elicited  if  the  parts  are  examined  directly  after  the 
injury.  Very  shortly  the  sheaths  of  the  tendons  and  joint  surfaces 
become  roughened  by  exudation,  whereupon  a  crepitus,  hard  to  dis- 
tinguish from  that  of  fracture,  may  be  appreciated  in  a  joint  merely 
dislocated. 

On   reduction,   the  parts  are  restored  to  their  normal   shape. 
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and  consider  constitutional  dicUJieaes  in  the  prognosis  and  treatment 
of  joint  injuries.  This  is  perhaps  more  important  in  the  slighter 
cases.  A  delicate  young  person,  the  offspring  of  tuberculous  parents, 
will  readily  suffer  from  tuberculous  disease  of  an  articulation  after  a 
slight  blow  or  sprain  implicating  the  hip,  spine,  or  ankle.  So  in 
the  rheumatic  or  gouty,  a  slight  joint  injury  may  be  associated  with 
such  severe  pain  and  intense  local  reaction  as  to  lead  a  superficial 
observer  to  imagine  that  serious  mischief  was  taking  place.  In  such 
instances  appropriate  remedies,  especially  the  salicylates,  will  speedily 
remove  the  symptoms.  In  the  syphilitic,  periostitis  is  readily  in- 
duced by  a  slight  blow,  and  is  very  obstinate  unless  the  iodides  be 
administered.  The  most  inveterate  chronic  joint  affections,  asso- 
ciated with  a  tendency  to  fibrosis  and  calcification,  are  found  after 
injury  in  those  who  suffer  from  chronic  gout  or  rheumatism ;  and 
prognosis  in  such  should  always  be  guarded. 

The  treatment  of  compound  dislocation  of  the  lari^er 
ioints. — Injuries  of  the  joints  of  the  upper  extremity  are  less 
serious  than  like  injuries  to  joints  of  the  lower  extremity.  The  age 
of  the  patient  and  his  condition  of  general  health  are  powerful  con- 
siderationis  in  determining  the  question  of  amputation.  A  healthy 
country  boy,  or  young  adult,  will  recover  from  conditions  which  would 
be  hopeless  in  the  aged  or  intemperate,  or  the  subjects  of  visceral 
disease.  Primary  amputation  for  compound  injuries  at  the  hip, 
should  always  be  avoided,  if  possible.  Lesions  which  make  the 
surgeon's  mind  lean  towards  amputation  are  extensive  splintering 
of  the  bones,  ruptures  of  the  main  vessels  and  nerves,  extensive 
lacerations  of  the  soft  parts,  or  these  conditions  more  or  less  combined. 
Simple  reduction  of  a  compound  dislocation  should  never  be  attempted 
unless  the  wound  in  the  skin  is  clean-cut,  and  there  is  no  extensive 
laceration. 

Compound  dislocations  of  the  ellx)w  generally  do  well,  but  the 
joint  frequently  anchyloses.  If  primary  resection  is  had  recourse 
to,  plenty  of  bone  should  be  removed  in  joints  like  the  elbow, 
where  subsequent  movement  is  required.  In  resections  the  pai-ts 
should  be  very  freely  exposed,  and  no  separated  fragments  of  bone 
should  be  left  to  necrose  and  keep  up  irritation.  This  is  espe- 
cially important  in  compound  dislocations  of  the  astragalus.  Very 
free  drainage  should  be  carried  out  by  larger  tubes  than  those  usually 
employed,  and  the  parts  should  be  repeatedly  flushed  with  hot  anti- 
septic lotions,  and  frequently  dressed  afterwards  so  long  as  serous 
oozing  persists.  The  continuous  irrigation  treatment  is  here  very 
applicable.  No  fixed  rule  can  be  laid  down  for  the  treatment  of 
these  injuries.  The  local  conditions  and  the  constitutional  peculiari- 
ties, the  surroundings  and  occupation  of  the  patient,  will  all  be 
carefully  weighed  by  a  judicious  surgeon. 

SPECIAL   DISLOCATIONS. 

Dislocation    of  the   lower  jaw.     causation.— When   the 

mouth  is  widely  open  the  condyle  of  the  jaw  and  the  inter-articular 
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cartilage  advance  as  far  as  the  Bummit  o£  the  fimtnentui  Artaculimr . 
The  posterior  fibres  of  the  lateral  and  capsttJar  UgRtneiata 
further  progress.  Sudden  muscular  action,  especially  of  tb©  extrniflll 
pterygoid,  may  now  dislocate  the  jaw  ;  and  this  accident  occtiri  mi 
the  acts  of  yawning,  vomitings  or  bawling  with  the  uioutb  wick^ljrj 
open.  It  is  also  occasioned  by  violence,  aa  a  blow  froiu  a  6st  on 
chin  when  the  mouth  is  open,  the  action  of  n  gag  in  motilli 
tions,  and  the  like, 

ITlorbid  anat€»iti>« — As  a  rule,  there  is  no  great  laeermlioo  ' 
ligameut&.     The  displaced  condyle  and  cartilage  are  drawo  ii| 

by  the  nuumei^er 
pterygoid  iDUKslea^ 
lodged  under  the ; 
in  front  of  the  emh 
(Fig.  373).  It  li« 
stated  titat  thts 
process  bt!coisiaa  hii 
Against  tlie  bade  of  thm^ 
malar  >x>De ;  but  it 
questionable  if  the  pr^l 
oesa  is  sutEciently  ionfi 
to  become  thus  tixnl.] 
unless  tlie  muscles  should  j 
be  much  lacerated,  Th*| 
int«r-articular  cartik^l 
ia  not  invariably 
plac^  with  tlie  b 
This  accident  b  ma 
common  in  womtfi  i 
the  middle  pedodof  ttft, 
and  is  ne&rly  alvayij 
bilateraL  The  diapUe 
ment  forwards  ia  tkil 
only  known  dislociiikiii^j 
but  if  fractun!^  oa 
displacements  outwards  and  also  liackwards  have  been  related*  i 
the  h«ad  of  the  bone  has  even  been  driven  into  the  auditory  e»ni 

Syntptoms^^ — In  the  forward  dUlocaiwH  the  mouth  is  widely  1 
opened,  the  chin  and  lower  incisor  teeth  are  advanced^  the  aides  at  I 
the  face  are  elongated,  and  there  is  a  marked  hollow  in  the  satittml  I 
position  of  the  condyle,  which  can  lie  felt  anterior  to  it.  The 
displaced  coronoid  may  be  felt  hj  examining  through  tlu*  moolli^i 
The  chin  h  fixed,  and  cannot  be  elevated*  The  niaasriers  aadi 
liei^Mirals  are  spaamodiciUly  contracted,  and  their  contour  is  nvideaf^  j 
Thme  is  much  pain  from  pret^ure  on  tlie  auriculo-temfioral  ii«rv%4 
articulation  and  deglutition  are  well  nigh  impossible^  and  tbe  cstivs 
drips  ciipiousiy  from  tlie  open  mouth  (Fig.  374). 

In  unilaUrai  didocaiion  the  symptoms  are  less  tnarked,  sfid  %kmi 
accident  ma}*  te  overlooked.    The  mouth  is  partially  opened  and  I 
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Fig.  374.— Appearance  of  a  Patient  with  Disloca- 
tion of  the  Jaw.    (After  Anger.) 

with     well-guarded      thumbs 
upon   the   lower    molar  teeth 
downwards    and     backwards, 
thus  disengaging  the  coronoid 
process  and  condyle  from  be- 
neath   the    zygoma;    at    the 
same    time,    with    his   fingers 
and  palms  he    lifts  the  chin 
upwards    (Fig.     375).       The 
elevator  muscles,    should    re- 
duction be  elSected,  will  dose 
the  teeth  with  a  violent  snap. 
Should  the  case  still  prove 
obstinate,      large 
wedges  of  cork  should 
be     introduced     be- 
tween the  molar  teeth 
as   far  back  as  pos- 
sible,  and   the   chin 
lifted    up    with    the 
hands,   or  by  means 
of  the  strap  of  a  tour- 
niquet passed  round 
the  head,  or  a  band- 


fixod.  The  two  guiding  symp- 
toms are  the  hollow  over  the 
position  of  the  condyle  on  the 
injured  side,  and  the  promi- 
nence of  the  chin  towards  the 
opposite  side  to  the  disloca- 
tion. 

If  these  dislocations  re- 
main unreduced,  the  parts 
soon  get  welded  by  tough  and 
abundant  fibrous  tissue,  and 
interstitial  shortening  of  the 
lacerated  muscles  atfords  a 
powerful  obstacle  to  reduc- 
tion. Movement  is  gradually 
and  partially  restored,  so  that 
a  patient  can  swallow  and 
articulate,  but  only  imper- 
fectly. 

Treatment* — In  recent 
cases  reduction  is  simple.  The 
patient  being  seated  in  a 
chair,     the     surgeon    presses 


Fig.  375.— Reduction  of  Dislocation  of  lower  Jaw  by  depreaglng 
the  Ramos  and  lifting  the  Chin. 
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age.  Tlieae  iire  powerful  methods.  Long  wooden  levers  iuiw-  if-m 
usedj  and  also  screw-gags,  liut  it  is  the  depression  of  tW  jaw 
which  is  the  first  and  most  important  movement  ;  and  unlean  tlm 
can  be  carried  out^  elevation  m  of  little  use.  In  ancient  crises  re- 
duction may  he  tried  up  to  twelve  months,  for  if  ertbrt«  to  rediSM 
fail,  th(j  bi^aking  of  adhesionfi  will  improve  mobility,  nnrl  one  Mit 
may  be  tried  at  a  time.      In  old  uni^educed  dislocation  i  gteM 

distress  \m  experienced,  free  excision  of  the  condyle  st  ■   ^tme- 

tised,  or  division  of  the  ramus  of  the  jaw  below  the  fixed  |i«na. 

After  reduction  of  a  dislocation  of  the  jaw,  the  ordinary-  b.iiidnr^i? 
should   he  carefully   uppHcd,   and   used   for  at   least  a  Hi  1 

after  this  the  patient  should  l^a  cautioned  against  any  * 

movenu^nt  of  the  jaw,  as  yawning,  which   n>ay  i*eproduc. 
raent,  unless  the  chin  be  well  supported.    Feeding  iscarrit?<i  'ju\  in  ji 
tube  introduced  behind  the  last  molar  touth. 

This  dislocation  is  apt  to  be  obstinately  recurrent,  and  greAt  eare 
must  be  exercised  in  opening  the  mouth  widely  for  somr  uionUw. 

Siil>- luxation  of  tti<*  lower  Jnw.—Thia  in  a  peculiar  con- 
dition of  the  temporo-maxillaiy  joint,  observed  in  yonn;:  p*^p!e  'wnth 
lax  ligaments^     On  movenieuta,  such  as  opening  the  n 
a  sensation  of  displacement,  with  a  slight  **  click/'  and  >  i*^ 

face  becomes  fixed  and  painful  The  jiarts  usually  reetorw  them- 
selves  on  raising  the  chin,  but  the  condition  may  so  often  recur  «a  to 
be  very  troublesome.  The  pathology  of  this  displacement  is  not 
founded  on  dissection,  but  it  has  been  affirmed  that  the  eo-'v^* 
slips  in  front  of  the  inter  articular  cartilage,  or  that  tlir  ew 
laxity  of  the  ligaments  allows  of  an  actual  tlislocation 

Avoidance  of  exciting  causes,  improvement  of  thr 
by  tonics,  with  blisters  over  the  articulation,  li  ' 
practised.     Time  is  the  gi-eat  remedy  for  this  ui 
patient  grows  older  the  tendency  to  it  8|X)ntaneoii8ly 

DiaiocatioDS  of  the  clavicle. 

1.    Dislo€nltoii!«  of  llie  »it<'rttnl    end    of  fh€^   ctavlclib 

Causation  and  chiHuifUation, — These  accident?*  are  usually  CAtmid  hf 
violence  applied  to  the  acromial  end  of  tlio  t>one.  Thus,  a  severe  bl»* 
or  heavy  fall  on  the  fmnt  of  the  shoulder,  by  forcing  the  acroflniAi 
end  of  the  clavicle  backwardai,  will  displace  the  sternal  end  forw»ni& 
Conversely,  if  a  patient  be  caught  between  the  buffers*  of  mil 
caifiages,  and  the  shoulder  be  violently  forced  inwtirds  and  foriri 
the  head  of  the  clavicle  may  be  driven  backwards.  Direct  %iol< 
as  the  passage  of  a  wheel  over  the  parte,  loay  also  drive  tin?  sieruaJ 
end  of  the  clavicle  backwards.  The  rare  dislocation  upwmtU 
only  be  produced  by  violence  acting  on  the  outer  end  of  the  cJaricit 
from  above,  and  forcing  the  shoulder  downwunls  and  ii  I 

have  seen  spontaneous  displacement  of  the  sterrtal  end  of  f  ii  ** 

forwards,  from  muscular  exertion  in  a  weakly  la^l  with  lax  ligmmeiita 
Con  gen  i  till  d  i «  place  m  e  n  ts  a  re  a  1  so  on  rc*cord .    Pa  th  o1  oglcal  di«I< 
forward,  from  pya*mie  abscees  or   quiet  tuberculous  f»roct«su 
comparatively  common.     Sir  A.  Cooper  notices  displacemimt 


gijuerally 
and  as  a 
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head  of  the  clavicle  backwards  associated  with  extreme  curvature  of 
the  spine,  and  relates  a  case  where  dysphagia  and  emaciation  were 
thus  produced,  the  head  of  the  bone  being  ultimately  removed  with 
the  saw. 

Dislocations  of  the  sternal  end  of  the  clavicle  in  their  order  of 
frequency  occur  (a)  forwards^  (6)  backwards,  and  (c)  upwards. 

Tlie  rhomboid  is  the  strongest  ligament  of  the  sterno-clavicular 
articulation,  and  its 
fibres  pass  upwards, 
backwards,  and  out- 
wards. The  attachments 
of  this  structure  permit 
displacement  forwards. 
The  anterior  stemo  - 
clavicular  ligament  is 
comparatively  weak.  In 
abscess  of  the  joint,  for 
instance,  displacement 
forwards  readily  occurs. 
The  weakness  of  the 
anterior  ligament  ex- 
plains the  frequency  of 
traumatic  displacement 
forwards.  The  posterior 
ligament  is  stronger ; 
hence,  displacement  pos- 
teriorly is  more  infre- 
quent. The  head  of  the 
clavicle  cannot  pass  far 
backwards  without  rup- 
turing the  rhomboid 
ligament,  which  needs 
great  violence.  In  the 
dislocation  upwards  the 
rhomboid  ligament  must, 
of  course,  be  torn;  hence, 
this  displacement  is  very 

exceptional.  Some  anatomists  believe  that  the  inter-articular 
cartilage  forms  the  strongest  bond  of  union  between  the  clavicle,  the 
cartilage  of  the  rib  and  the  sternum  ;  but  a  careful  examination  will 
lead  one  to  the  conclusion  that  the  rhomboid  ligament  is  the  more 
important  structure  in  this  connection. 

(a)  The  dislocation  forwards.  Morbid  anaiomy. — This 
displacement  may  be  incomplete,  the  capsule  being  ruptured  an- 
teriorly, and  the  front  of  tlie  head  of  the  bone  making  an  undue 
prominence.  When  complete,  the  head  of  the  clavicle  is  thrown  on 
the  anterior  surface  of  the  sternum.  The  ligaments,  especially  the 
anterior,  must  be  more  or  less  torn,  according  to  the  completeness  of 
the  displacement.     The  inter-articular  cartilage  is  either  torn  away 

V    V 


Fig.  376.— DUlocatioii  of  the  Sternal  Knd  of  Uie  Clavicle 
forwards. 
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from  the  clawle  or  the  sternum.  Unless  great  violence  ( 
(lisphicemeni  occur,  the  rhomboid  ligament  does  not 
swfler. 

Sifmptatns, — ^The  marked  projection  anteriorly^  having  th«  cooumr 
by  feeling  and  sight  of  the  articular  end  of  th*  '  ^  is  cbarftcteti^ 
of  this  iiijury,  the  diagnosis  of  which  is  only  «i  a  tlie  v«fy  iskem. 

On  )»ljicing  a  pad  in  the  axilla,  and  throwing  the  slMjulder  outwit, 
the  proniinenee  tends  to  disappear.  On  raising  the  elbow,  it  ia  6t^ 
pressed  ;  on  depressing  the  shoulder  from  above,  it  aTcndi.  ll  b 
devoid  of  the  sharp  irregular  outline  of  a  fractui^  c\o9b  to  tW'Ktcnial 
end  of  the  bone,  wliich  it  much  resembles.  There  is  ooDsidermbW  |»i& 
The  patient's  head  h  inclined  towards  the  affected  side.  Mtd  ih» 
distance  b^ctween  the  root  of  the  neck  and  tlie  point  of  tlie  iliottkhr 
is  diminished.  The  clavicalar  tendon  of  the  atemo-flMiSoM  m 
prominent  (Fig.  376). 

Treatfjient. — Dislocation  of  the  sternal  end  of  the  divide  furpiwdi 
18  reduced  by  drawing  tlie  shoulders  backwards,  to  (liieiigi^e  lib 
bone  from  tlie  front  of  the  sternum,  and  esf>ec tally  by  thnnriM  tlfet 
shoulder  on  the  affected  side  outwards  by  means  of  a  larg*  jUCtOnv 
pad.  To  keep  the  head  of  the  bone  in  position  for  a  nMyntii  or  ivr 
weeks,  until  the  lacerated  H^amenta  heal,  is  a  matter  of  no  snail 
difficulty.  If  the  patient  will  rest,  i^ining  agiunat  m  wcit  euMm 
with  the  arm  in  a  aliug,  and  direct  pressure  be  amde  on  tlie  fmit 
by  a  pad — and  nothing  is  better  for  this  purpise  thmn  a  tull 
Turkey  sponge— the  displacement  will  be  t<i  a  great  ext«tt  r^ 
duced.  Reduction  should  always  be  aimed  at,  in  order  la  gjrnr 
the  ligaments  a  chance  of  re-uniting.  A  complete  drnketoMOi 
occurring  in  a  muscular  and  restless  individual  will  prowbljf  ml 
remain  completely  reduced^  even  with  the  aid  uf  the  jnoai  §k3U 
mechanicians.  The  best  )dan  in  such  a  cuse  is  to  dfmw  imt  tibc 
shoulder  with  a  lar^  axiliary  pad^  and  bandage  tlie  arm  lt>  tilt 
side,  advancing  the  elbow  towards  the  middle  line.  Direct  pmwiin 
may  be  made  upi^n  the  displaced  head  by  a  sponge  pad.  KelflllNiV 
method  of  making  pressure  on  the  dislocated  joint  with  a  spring  liw 
is  very  difficult  to  apply  in  practice.  The  surgeon  should  wtatk  |Im» 
patient  of  the  probability  of  persistence  of  more  or  lees  diifilaa^BtsI ; 
he  may  h\^}  encourage  him  by  the  pruspeet  that  the  Ujub  wOl  be 
useful  Indeed,  little  hanu  accrues  if  tlie  joint  be  left  pemiAfiefilJj 
displaced. 

{b)  The  dIMocAflou  liackwardft*  Afusiom^, — iters  tfce 
head  of  the  Vione  is  situated  liehind  its  noiiual  IcvrJ,  ttther  above  t^ 
Ktemum  or  behind  it,  the  head  of  the  bone  then  lying  posterior  I0  Ibe 
origins  of  the  stemo-hyoid  and  stemo  thynnd  musdoe*  Tli#  tnidice 
or  ir^iphsgus  may  be  preseed  upm  or  ci  i  ind  eo  nuty  thm  ioBlh 

luinate   vt*in   or  great  arteries.     The   i  1   ligmmeiil  and  Ike 

posterior  ligament  are  more  or  le^s  torn. 

«Syin/)/oj}iJv,— There  is  a  marked  depre^ou  at  tlie  root  of  tki 
oeck*  and  the  hc^ad  of  the  dii»placed  Ijone  may  be  detected  sbove  Ike 
eteniuuj  by  tracing  the  sluift  inwanls.  There  may  be  j 
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or  dyspncea,  arrest  of  the  pulse  at  the  wrist,  and  congestion,  from 
venous  obstruction  of  the  side  of  the  head  and  neck.  The  distance 
of  the  shoulder  from  the  root  of  the  neck  is  diminished. 

Treatment. — This  dislocation  is  reduced  by  placing  a  large  cushion 
between  tde  shoulders,  and  bandaging  them  backwards  over  it  by 
a  broad  figure-of-8  bandage.  Reclining  against  a  large  soft  cushion 
daring  the  process  of  repair  is  very  useful.  Complete  reduction  and 
restoration  are  seldom  to  be  hoped  for.  In  extreme  cases  resection 
of  the  head  of  the  bone  may  be  called  for,  or  the  shaft  of  the  bone 
may  be  cautiously  divided  near  its  sternal  end  with  a  fine  saw 
(Edmund  Andrews). 

As  good  a  plan  as  any  of  treating  this  dislocation  is  b}'  ban- 
daging the  shoulders  to  a  broad  padded  splint  applied  across  the 
back,  or  to  a  cushion  fixed  between  the  shoulders  posteriorly. 

(c)  Tlie  dislocation  upwards.— In  this  exceptional  displace- 
ment the  head  of  the  bone  rests 
upon  the  top  of  the  sternum,  and 
passes  inwards  beyond  the  median 
line,  in  front  of  the  trachea  and 
stemo-hyoid  muscles  (Fig.  377).  The 
rhomboid  ligament,  with  the  anterior 
and  posterior  ligaments,  must  be  ex- 
tensively torn.  The  sternal  portion 
of  the  stemo-mastoid  will  be  tense 
and  prominent,  the  clavicular  por- 
tion relaxed.  The  distance  of  the 
shoulder  from  the  root  of  the  neck 
is  shortened,  and  the  head  of  the 
clavicle  can  be  felt  in  its  new  position,  following  the  movements 
of  the  shaft,  on  pushing  the  shoulder  forwards  or  backwards. 

Treatment. — By  drawing  the  shoulder  outwards  with  the  aid  of 
the  axillary  pad,  and  making  pressure  upon  the  shaft  of  the  clavicle 
from  above,  reduction  may  be  effected.  The  usual  difficulty  is 
experienced  in  keeping  the  bone  in  position.  To  depress  the  shaft 
of  the  clavicle,  a  padded  belt  may  pass  across  the  bone,  and  be 
secured  in  front  and  behind  to  a  waist-band.  A  band  passes  from 
the  clavicular  part  of  the  belt  round  the  root  of  the  neck,  to  prevent 
it  from  slipping  outwards.  The  elbow  and  shoulder  should  be  at  the 
same  time  well  raised,  to  heave  up  the  acromial  end  of  the  clavicle, 
and  depress  the  sternal  end. 

General  remarks  on  the  treatment  of  dislocations  of  the  sternal 
end  o/t/te  clavicle, — The  drawing  of  the  shoulder  outwards  by  means 
of  a  large  axillary  pad,  together  with  the  supine  position,  have  given, 
in  my  experience,  better  results  than  any  more  complicated  treatment 
The  pressure  of  apparatus  on  the  displaced  head  is  not  long  tolerated, 
and  the  skin  soon  becomes  torn  and  inflatned.  A  soft  Turkey  spuniy 
fixed  in  position  by  well-padded  atraps  and  bnckk^a,  has  f^^^eriitrd 
decided  aid.  So  good  are  the  final  results  of  these  cmtM,  if  tiw  di&km- 
tion  remains  unr^uoed,  that  nach  operations  as  i 
V  V  2 


Fig.    377.  —  Dislocation    upwards    of   the 
Sternal  End  of  the  Clavicle. 
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of  the  bone,  or  restoration  to  its  place,  and  fixing  it  there  ^y  a  ^ir- 
suture,  can  scarcely  ever  l)e  justitiable. 

I  have  obtained  favourable  results  also  by  moulding  a  laryji*  pi-  • 
of  guttapercha  round  the  ell>ow,  shoulder,  and  root  of  the  neck,  ovrr 
a  soft  Hannel  bandage  and  flat  sponge  pad  on  the  displace* I  uniiu- 
lation.  When  the  guttapercha  has  Ijecome  hard  it  is  pi<-rce*l  ^v  .i 
bradawl,  to  allow  of  transudation  of  perspiration,  and  is  supiwre-i 
externally  by  a  sling  and  bandages. 

2.  Dislonitions  of  the  aeromiiil  end  of  the  rinvirlr 
from  the  senpula*  -  It  is  right  to  state  that  many  authors  c^>!i>iil-T 
this  dislocation  as  a  displacement  of  the  scapula  from  tho  ola^i !-. 
the  former  being  the  more  movable  bone. 

Causation  and  chiHsiJication, — Dislocations  of  the  out*?r  en-l  of 
the  clavicle  are  stateil  to  be  more  common  tliaii  dislocations  r>f  tlr 
inner  end.  The  main  o1>stacles  to  displacement  are  the  strong  C'l.-  i  1 
and  trapezoid  ligaments.  The  shai>e  of  the  articuhir  surfaces  won!  i 
lead  one  to  expect  that  dislocation  upivards  would  Ije  the  lu'H^ 
frequent;  and  this  is  the  case.  Dislocation  downtcard^,  the  olii\:ir 
being  driven  below  tlie  acromion,  is  also  met  witli,  though  it  i.^ 
exceedingly  rare.  The  violence  which  produces  this  accident  aliu  -: 
always  acts  upon  the  scapula,  and  usually  from  behind.  Thus,  a 
man  may  l>e  pitchetl  from  a  horse,  and  falling  heavily  on  the  l<i«.i 
of  his  shoulder  produces  this  dislocation.  Sul}-acroniial  dislc<-aiior.^ 
can  only  be  produced  by  very  heavy  blows  on  the  shaft  of  ^'i*- 
clavicle,  driving  the  acromial  end  of  the  bone  downwanls.  I  havr 
never  seen  an  instance  of  this  dislocation. 

Morbid  anatomy. — The  capsular  ligament  is  ruptured,  and  :ii^ 
clavicle  is  displaced  on  the  acromion  for  about  half  au  inch.  Tl** 
trapezius  is  very  tense,  and  tends  to  reproduce  the  displacement  y 
its  constant  traction.  The  conoid  and  tra|)ezoid  ligaments  rpma::i 
intact  in  the  incomplete  displacements;  but  when  the  clavii^^le  i^ 
thrown  for  an  inch  or  more  on  the  acromion,  the  trapezoid  ligam*":!-. 
at  all  events,  must  be  torn.  In  the  displacement  downwards  thr 
conoid  and  trapezoid  ligaments  have  been  found  torn,  and  the  conoo- 
acromial  ligament  also  (Hamilton).  The  head  of  the  clavicle  lies  ^n 
the  capsule  of  the  shoulder.  It  has  been  stated  that  tlie  acromial  nA 
of  the  clavicle  may  even  be  thrown  under  the  coracoid  process  :  Mit 
the  reputed  cages  of  this  strange  accident  are  not  universally  acctr|t-*>i 
M  genuine  by  authors. 

^^^^Sfemjf  of  diRlocfition  t}f  Hie  acromud  end  of  ihf  dnric^".  **:>■ 
tmrda.—Thii  arm  appears  lengthened  and  liangs  by  the  side,  »l-i'- 
the  Klt<mli]t*r  in  d^^pn^^sed  and  nearer  the  median  line  than  on  t!v 
DpponifjA  Kjtb.  Thn  pr5tiiin*^nce  formed  by  the  displace<l  out^r  end  -4 
tlw*  arromia!  *^h1  of  the  oUvicle  ia  apparent,  and  the  claviouUr 
portion  of  th<*  tr^^peziuA  is  exceedingly  prominent.  The  patit^ni  is 
to  ^a^K^  hm  arm  over  l^is  head. 
-yiltnerU  of  dislwaliott  of  iks  acromial  ewi  of  th^  c^aric*  •■•..* 
-TliU  dlMliK'ation  is  rpadily  reduced  by  drawing  the  shoui«lrr 
\  nmking  <U|^^  pressure  upon  the  displaced  bone.    I: 
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is  next  to  impossible  to  keep  the  clavicle  in  permanent  position. 
The  extreme  upward  movements  of  the  arm  will  be  subsequently 
impeded ;  otherwise,  a  very  useful  joint  will  result,  should  the  dis- 
location remain  unreduced.  The  main  indications  are  to  -keep  the 
scapula  raised  and  the  clavicle  depressed.  Several  kinds  of 
apparatus  have  been  advised  (Fig.  378).  I  have  seen  good  results 
in  this  dislocation  by  setting  the  shoulder  in  a  firm  plaster-of- 
Paris  spica,  a  sponge-pad  being  fixed  over  the  outer  third  of  the 
clavicle.  Should  great  inconvenience  arise  from  an  unreduced  dis- 
location of  this  nature,  there  could  be  no  serious  objection  to  refresh- 
ing the  joint  surfaces  and  wiring  them  together.  Division  of  the 
trapezius,  which  pulls  the  bone  upwards,  is  a  severe  measure ;  and 
bandaging  the  head  towards  the  affected  side  to  relax  this  muscle 
cannot  long  be  tolerated. 


Fig.  87&— Tracy'8  Apparatus  fur  displACed  Acromial  End  of  Clavicle. 

IHdoccUicm  of  the  acromial  eiid  of  tJie  clavicle  dowmvards. — 
The  acromion  process  projects  markedly,  and  on  tracing  the  clavicle 
oatwards,  a  marked  hollow  will  be  detected  where  its  acromial  end 
normally  lie&  The  patient  cannot  raise  the  arm,  but  the  surgeon 
can  move  it  backwards  and  forwards.  The  displacement  is  reduced 
by  drawing  the  shoulders  backwards,  and  then  bandaging  the  arm 
and  acapnia  to  the  side. 

SiHiiataiieoas  dislocation  of  the  clavicle  at  both 
eMdS«— This  accident  is  one  of  the  curiosities  of  this  part  of  surgical 
literatare,  and  is  generally  produced  by  extreme  violence.  The 
■temal  end  is  thrown  forwards,  the  acromial  backwards.  Hulke 
U&iAei  a  case  of  this  nature  by  drawing  the  shoulders  well  back- 
wards, and  moulding  a  guttapercha  splint  on  the  parts,  to  prevent 
Te-displaoement 

Diiplaoement  of  the  scapula.— in  weakly  individuals  the 
lower  angle  and  vertebral  border  of  the  scapula  not  infrequently 
project  nndnly.  At  the  same  time,  the  movements  of  the  arm  are 
well  performed,  and  there  is  no  sign  of  muscular  pai*alysis.  In  the 
special  displacement  we  are  considering,  the  lower  angle  of  the 
icapula  projects  in  a  very  unsightly  manner  from  the  back  of  the 
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thorax  (scapula  alata).  This  was  fomierly  attributed  to  the  bc-n-? 
slipping  from  under  the  latissimus  dorsi  muscle,  but  is  now  kno^u 
to  be  generally  due  to  paralysis  of  the  serratus  magnus  or  rhoui 
boids,  from  **  infantile  paralysis "  or  nerve  injuries.  When  x\r 
serratus  contracts  it  draws  forwards  the  vertebral  border  of  ih*- 
scapula ;  and  as  the  inferior  digitations  are  far  the  stroiisrt'. 
the  lower  angle  of  the  scapula  is  especially  rotated  forwanis,  thus 
raising  the  supeiior  angle  and  aiding  the  functions  of  the  levator 
anguli  scapulae  and  trapezius.  The  most  important  action  of  th»- 
serratus  is  to  bind  the  scapula  firmly  to  the  ribs,  and  thus  to  tix  that 
bone  while  the  deltoid  raises  the  arm.  When  the  serratus  is  paralv>eA 
the  arm  cannot  be  elevated.  Efforts  on  the  part  of  tho  patient  to  do 
so,  only  cause  increased  projection  of  the  vertebral  border  and  inferior 
angle  of  the  scapula,  which  assumes  a  very  peculiar  and  characteristit 
appearance. 

No  treatment  beyond  a  padded  belt,  fitting  over  the  scapnb 
round  the  thorax,  and  supported  by  shoulder-straps,  is  of  any  grvti 
use.  The  nerve  conditions  should,  of  course,  receive  consideration 
and  treatment. 

Dislocations  of  the  shoulder.    CausaUon. — ^The  expo^l 

position  of  the  shoulder-joint,  the  shallowness  of  its  articalar  sur- 
face, the  laxity  of  the  capsule,  and  the  powerful  leverage  exert#»i 
through  the  long  humerus,  cause  displacements  of  this  artiealatino 
to  be  more  common  than  those  of  any  other  joint  in  the  body.  The 
majority  of  these  dislocations  are  caused  by  indirect  violence,  fc» 
falls  on  the  elbow  or  hand,  when  the  limb  is  abducted,  and  thf 
position  of  the  long  axis  of  the  humerus  at  the  moment  of  displace 
ment  largely  detennines  the  course  and  position  of  the  head  of  iLe 
bone. 

Direct  violence,  as  heavy  falls  or  blows  on  the  shoulder,  is 
asserted  to  cause  dislocation,  though  it  is  difificult  to  understand  Lov 
this  can  occur ;  and  muscular  action,  as  striking  out  at  and  missic;: 
an  adversary,  swimming,  the  convulsive  eflforts  of  epilejisy,  or  evri. 
such  slight  efibi*ts  as  the  act  of  sneezing,  have  been  known  to  produLr 
displacement.  Exceptional  causes  of  dislocation  are  dragging  upoii 
the  limb  by  the  pulling  of  a  runaway  horse,  or  the  twisting  of 
an  entangled  upper  limb  by  revolving  machinery.  Congenita]  'ii*- 
placements  are  sometimes  met  with,  and  pathological  dis]»lacemeni> 
also,  in  chronic  rheumatism  or  pysemic  disease. 

Classification. — Considerable  difference  of  opinion  exists  as  to 
the  comparative  frequency  of  these  displacements.  The  majoritr 
of  surgeons  in  England  will  endorse  the  following  claasiiicatioD. 
which  is  similar  to  that  founded  on  an  extensive  inspection  of 
museum  specimens  by  Holmes  and  Hulke  : — 

(1)  Dislocation  forwards  and  a  little  downwards — ^ibcoracoid. 

(2)  Dislocation  downwards  and  a  little  forwards — subglenoid. 

(3)  Dislocation  forwards  and  inwards — subclavicuiar. 

(4)  Backwards — subspinous. 

(5)  Upwards  and  forwards — tupraeoraeoid. 
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As  in  the  case  of  the  hip,  sub-varieties  of  these  displacements 
have  been  described  by  anatomists,  which  rather  tend  to  confuse 
the  student  than  to  serve  any  useful  purpose.  There  is  no  doubt 
that  the  causes  which  produce  these  injuries  being  diverse,  and  the 
nature,  extent,  and  application  of  the  forces  at  work  composite, 
slight  differences  in  position  of  the  head  of  the  bone  will  be  found 
in  different  cases.  For  the  same  reasons,  the  amount  of  laceration 
of  the  soft  parts  in  each  displacement  is  not  constant,  and  the 
obstacles  to  reduction  may  slightly  vary.  It  follows  that  differ- 
ences may   be   appreciated    in   the  symptoms   of    any   one   given 


Fig.  879.— Dislocation  of  the  Humerus  beneath  the  Coracoid  Process.    (After  Anger.) 

dislocation  of  the  humerus,  and  that  methods  of  reduction  applicable 
to  one  case  of  a  given  dislocation,  are  not  necessarily  applicable  to 
another. 

1.  Subcoraroid  dislocation  of  tiie  iiumerus.  Causation. 
— Direct  violence  applied  to  the  shoulder,  as  a  heavy  fall  or  blow  ; 
a  fall  upon  the  elbow  or  hand,  when  the  limb  is  abducted  from 
the  body  ;  muscular  action. 

Morbid  anatomy. — The  head  of  the  humerus  is  thrown  forwards 
and  very  slightly  downwards,  resting  upon  the  anterior  surface  of 
the  neck  of  the  scapula,  while  the  anatomical  neck  impinges  upon 
the  anterior  edge  of  the  glenoid  fossa  (Fig.  379).  So  long  as 
the  head  of  the  humerus  lies  beneath  the  coracoid  process  in  any 
part,  the  term  subcoracoid  may  be  applied  to  the  displacement.  The 
Bubscapularis  muscle  may  be  torn,  or  stretched  across  the  joint  or  the 
head  of  the  humerus,  which,  however,  is  usually  markedly  above 
itk     The  sapraspinatus,  infraspinatus,  and  teres  minor  muscles  are 
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Btretchecl  or  ruptured,  or  torn  away  from  the  bone;  tbe  grmi 
tuberoaitj  may  J>e  detacheci  from  the  slmft.  The  pratturi*  of  thi 
head  of  the  bone  renders  ti^ht  the  biceps  ami  conoo>biiidbuili»,  aad 
presses  upoo^  or  even  ruptures,  the  eircumfiex  nerve,  Uir  oortls  of  iht 
brachial  plexus,  or  in  very  severe  eases  the  main  resiseR  The 
capsule  is  torn  l>eIow,  the  rent  running  anteriorly,  or  the  lovrt^  mxi 
of  the  captiiile  may  be  torn  away  from  ita  glenoid  attachment  The 
long  tendon  of  the  bieeps  usually  escapes  nipturo, 

St^mpfofus.— It  will  be  convenient  hei^  to  detail  the 
which  are  common  to  all  dislocations  of  tlie  fihoulder. 
(1)  A  depression  immediately  beneath  the  acromian,  with  an 


Tig.  880.— Subspinodi  i 
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pronjinence  of  that  process  ;  (2)  pain  about  the  part,  and  mon*  or  I 
inxmobility,  though  this  latter  syinpt«Dm  is  varied  and  inconstunt  ia 
pi-actice  ;  (3)  alteration  in  the  axis  of  the  limb,  and  the  detc^'tton  of 
the  head  of  the  bone  rolling  in  an  abnormal  position  ;  (4)  the  fcign  d 
Dugas.  If  the  fingers  of  the  injured  limb  be  placed  and  mainlaifted 
upon  the  sound  shoulder,  the  elb<jw,  in  dislocations,  cajinot  W  bro<i|^l 
against  the  side.  The  sign  of  I  >ugas  depends  upon  the  principle  that 
a  straight  line  cannot  tc>uch  a  circle  at  more  than  ont-  f»oint  at  a  time. 
M'hen  the  humerus  h  dislocated  it  is  laid  along  tlie  barrel -iihaped 
thorax,  and  n>ust  obey  the  rule  of  the  straight  line  and  circle.  In 
practice,  this  sign  is  extremely  fallacious,  for  the  jiatient  usuatlr  dr^pt 
liis  body  towards  the  painful  and  affected  side.  It  is  most  -  -  -^  .ni 
in  thia,  as  in  all  diagnostic  matters  connected  with  the  ali«  At 

tlie  patient  should  ^it  upright  against  a  hai'd-l»acked  chair^  and  im 
well  Btrippeil.     Obesity,  a  prominent  abdomen,  or  great  tuamtiiary 
development,  makes  the  test  of  Dugas  dubious  and  dilHcuH  : 
it  is  in  such  cases  that  its  adibtional  testimony  is  n4>eded,  it  ia  dtfficolt 
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conscientiously  to  assign  it  a  high  practical  value.  (5)  An  increase  in 
the  circumferential  measurement  of  the  shoulder  taken  vertically; 
(6)  if  a  rule  be  placed  along  the  outer  side  of  the  arm  it  will  impinge 
against  the  point  of  the  acromion.     (See  Fig.  380.) 

The  special  symptoms  of  subcoracoid  displacement,  in  addition 
to  the  above,  are  as  follows  :  The  elbow  is  carried  backwards,  and  is 
directed  away  from  the  side.  The  limb  appears  lengthened,  but  on 
measurement  from  the  tip  of  the  acromion  to  the  external  condyle, 
this  will  be  difficult  to  verify.  On  deep  palpation  in  the  axilla,  the 
upper  part  of  the  shaft  will  be  felt,  and  on  raising  the  elbow  the 
head  of  the  humerus  will  be  detected  anteriorly  and  internally ;  while 
at  the  same  time  the  hollow  under  the  acromion  is  more  evident  to 
sight  and  feeling.  There  is  a  prominence  beneath  the  coracoid,  and 
severe  "  numbing  "  pain  down  the 
fore-arm  and  in  the  fingers  is  often 
experienced  in  this  dislocation. 

2.  Subfi^lenoid  dislocation 
of  the  iiumerus.  Catisation. — 
A  fall  on  the  abducted  limb  and 
outstretched  hand,  or  a  heavy  blow 
upon  the  upper  and  outer  end  of  the 
humerus  (Hamilton). 

Morbid  anatomy. — This  disloca- 
tion was  long  thought  to  be  far 
more  common  than  is  really  the 
case.  It  may  be  looked  upon  as  a 
variety  of  the  former  dislocation,  in 
which  the  head  of  the  bone  rends 
the  capsule  inferiorly,  but  the 
muscles  fail  to  raise  it  beneath  the 
coracoid,  on  account  of  the  capsule 
not  being  torn  anteriorly.  The  head  of  the  bone  lies  beneath  the 
glenoid  fossa  on  the  triangular  surface,  and  origin  of  the  long  head  of 
the  triceps  (Fig.  381).  The  tendon  of  the  subscapularis  is  now  above 
the  head  of  the  bone,  the  triceps  is  behind  it,  and  the  teres  major  below. 
The  structures  just  named  may  be  lacerated  or  stretched.  The 
short  muscles  attached  to  the  tuberosity  may  be  torn,  or  even  that 
process  wrenched  off.  The  vessels  and  nerves  are  invariably  pressed 
upon,  and  the  circumflex  nerve  is  very  likely  to  be  seriously  damaged. 
Special  aymptonis. — The  arm  is  really  lengthened,  and  the  elbow 
is  markedly  thrown  away  from  the  side,  to  which  it  cannot  be  approxi- 
mated without  much  difficulty.  The  hollow  beneath  the  acromion 
is  very  marked,  and  the  head  of  the  bone  is  felt  with  ease  in  the 
axilla.  The  fingers  can  be  passed  beneath  the  coracoid,  above  the 
head  of  the  bone.  The  anterior  axillary  fold  is  so  markedly  lowered 
as  to  furnish  the  most  characteristic  inspection  symptom. 

Luxatio   erecta,— This   is   a    most    rare    variety   of    subglenoid 
dislocation.      The    arm   is  abducted  and   raised,    the   axis  of    the 
humerus  being  diL*ected  upwards  and  outwards.     This  accident  seems 
V  V  * 


Fig.  381.— Subglenoid  Dislocation  of  tlie 
HunieruM. 


side  of  the  ooracoid  procesa 
3H4).  Here  it  lies  on  the  upper  libs 
beneath  the  pectoi-al  muscle,  forming 
a  manifest  prominence.  The  capsule 
is  torn  inferiorly  and  anteriorly  ;  and 
the  muscles  attached  to  the  great 
tuberosity  must  be  torn,  or  that  pi^ocess 
separated  from  the  shafts 

Special  ^1/mptomjt*  —  The  arm  is 
aliortenedf  and  the  6U»ow  tlirown  back- 
wards and  (usually)  markedly  out- 
wards. The  liead  of  the  bone  can  be 
felt  and  seen  below  the  clavicle ;  and 
on  deep  axillary  palpation  the  jshaft  of 
the  bone  can  be  felt  crossing  the  cavity 
upwards  and  inwards  to  the  displaced 
bead  (Fig.  383). 

4.  SMlisi^a«us  dKlacntlf»ii  €tf 
tl»e  toumfrn^. — In  tUin  exceptional 
dislocation  the  violence  must  be  iipplied 


clutching  soiorliiiitg 
his  de«iceiii.  la 
of  Httlke's 
tt^resting  cmttm  of  1 
dtKlrMrationf  a  liaktr 
fell  through  m  tra|i> 
door,  and  sesxed  a 
ladder  to  flare  liii»> 
self.     Hp 

Htrained  after  tlmilif- 

locaiion  to  lte«p  kb 

hand  oe^r  lh»  lop  of 

his  head   (Fig,  $83),     Owiii| 

to    the    interval    which    hid 

elapsed     complete     redodion 

could  not  be  rlfected,  bat  the 

was  brought  down  to  the 

9 II  t»rla  %'l  r  H I  ai  r 
lacation  of  tke  III 

Anatomy.  —  This  dHloemlicMi 
may  be  looked  ttpoii  aa  pci* 
marily  sabooracoid*  bat  the 
muscles,  and  perhaps  the  di* 
rection  of  the  force, 
the  head  of  the  boine  to  paM 
under  the  claviele  to  tJ»e  hsner 
(Fig- 
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Fig.  384.— Subclavicular  Dislocation.     (After  Anger.) 


to  the  arm  when  thrown 
forwards,  and  away  from 
the  side  ;  or  it  may  be  pro- 
duced by  a  violent  blow 
upon  the  front  of  the 
shoulder.  Sir  A.  Cooper 
relates  a  case  from  the 
muscular  spasms  of  epi- 
lepsy. Tlie  direction  of  the 
force  would  seem  more 
potent  in  producing  the 
dislocation  than  muscular 
contraction.  The  head  of 
the  bone  may  rest  any- 
where between  the  pos- 
terior edge  of  the  glenoid 
cavity  and  the  infra- 
»pinous  region  (Fig.  385). 
The  capsule  is  torn  below, 
and  the  subscapularis  is 
usually  completely  ruptured. 

Special  symptoms. — The  elbow  is  advanced,  and  the  arm  (usually) 
rotated  inwards ;  the  ami  is  close  to  the  side  also.  There  may  be 
slight  lengthening.  There  is  a  marked  hollow  beneatli  the  coracoid 
process,  and  a  prominence  under  the  spine  of  the  scapula,  formed  by 
the  large  globular  head  of  the  humerus,  which,  ])eing  readily  seen 
and  felt,  affords  a  characteristic  sign  of  the  displacement  (Fi^.  386). 

5.  Supracoracoid  dislocation  of  tiie  iiumerus. — This 
very  rare  displacement  may  l)e  shortly  dismissed.  It  is  caused  by 
violence  in  an  upward  direction  applied  to  the  shoulder  or  elbow. 
The   acromion   or   coracoid    processes   are   usually   fractured,    or   a 

longitudinal  fracture  separating  the  great 
tuberosity  has  also  l)een  disclosed  on 
dissection.  "The  possibility  of  this 
form  of  dislocation  without  fracture  is 
now  definitely  established  by  dissection  '* 
(Hamilton). 

Partial  dislocations  of  humerus. 

— Tlie  remarks  on  page  955  especially 
apply  here,  and  while  the  possibility 
of  this  accident  is  not  to  be  positively 
denied,  yet  the  majority  of  the  recorded 
cases  are  obviously  severe  sprains 
associated  with  rupture  or  displace- 
ment of  the  biceps  tendon,  or  of  one 
or  more  of  the  short  muscles,  or  of 
paralysis  of  muscles  from  injury  to 
.„  .     .        the    circumflex    nerve    or    central    cord 

spinoiLs    UUlocanon 
of  the  Huinenw.  lesiOns. 
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of  the  bone,  or  restoration  to  its  place,  and  fixing  it  thei-e  l»y  m  *ir« 
suture,  can  scarcely  ever  ^>e  justifiable. 

I  Lave  obtainfd  favourable  results  also  by  mouldmg  a  laigt  fniw* 
of  gntta|iereh^t  round  the  ell>ow,  shoulder,  and  root  of  the  iM^lc,  a*«r 
a  soft  flannel  bandage  and  flat  sponga  pad  on  the  displaced  artka* 
litioti.  When  the  guttapercha  has  become  hard  it  is  pierced  bf  « 
bradawl,  to  allow  of  transudation  of  perspiration,  and  is  supported 
externally  by  a  ating  and  bandages. 

l^  I>i»1orttfioiiB  af  tlie  acrartiiiil  end  of  %Ue  mimw§iH& 
rroiii  the  srapwia.— It  is  rigiit  to  state  that  many  autbon  otmmim 
this  dislocation  as  a  dinplacement  of  the  scapula  from  the  clavjcli^ 
the  former  being  the  more  movable  bone* 

Causation  mid  dns8ifu*niion.  —  Dislocations  of  the  outer  end  of 
the  clavicle  are  stated  to  be  more  common  than  dislocations  ol  tlid 
inner  end.  The  main  obstacles  to  displacement  are  the  strong  oooold 
and  trapezoid  ligamentH.  The  shaiie  of  the  articular  surftices  wouU 
lead  one  to  expect  that  dinlocation  upwards  wonld  be  the  toot^ 
f reqtient ;  and  this  is  the  case.  Dislocation  downwtirdt,  the  clavicle 
being  driven  below  the  acromion^  is  also  met  with,  though  it  is 
exceedingly  rare.  The  violence  which  pi-oduces  this  accident  almost 
always  acts  upon  the  scapula,  and  usually  from  behind.  Thui^  a 
man  may  l>e  pitched  from  a  horse,  and  falling  heavily  on  the  back 
of  his  shoulder  produces  thia  dislocation,  Sub-acromial  dialocatxitMi 
can  only  be  produced  by  very  heavy  blows  on  the  shall  of  Iha 
clavicle,  driving  the  acrouiial  end  of  the  bono  downwaidSb  I  havo 
never  seen  an  instance  of  this  dislocation. 

Morbid  anntomy. — The  eapsiihir  ligament  is  ruptured,  and  IJm 
claWcle  is  displaced  on  the  acromion  for  about  half  an  iuoh.  Tbe 
trapezius  is  ver}*  tense,  and  tends  to  i-eproduce  the  displaceinetit  hf 
its  constant  traction.  The  conoid  and  trapezoid  Hgaments  remain 
intact  in  the  incomplete  displacements ;  but  when  tlie  clavid#  if 
thrown  for  an  inch  or  more  on  the  acromion,  the  trapezoid  HgaiBifiil« 
at  all  events,  must  be  torn.  In  the  displacement  downw«nli  IIm 
conoid  and  trapezoid  ligaments  have  been  found  torn,  and  the  ooraei^ 
acromial  ligament  aiso  (Hamilton),  The  he^id  of  the  clavicle  Ilea  on 
the  capsule  of  the  shoulder.  It  has  been  stated  that  the  acromlai  end 
of  the  clavicle  may  even  I»e  thrown  under  the  ooracoid  proeeaa  ;  bm 
the  reputed  cases  of  this  strange  accident  are  not  universidlj  acc<y<gd 
as  genuine  by  authors. 

Symptoms  of  fiUlocation  of  the  acromial  enti  of  tA^  cfamdt  •»• 
wards, — The  arm  appears  lengthened  and  hangs  by  the  sidoi  whiW 
the  shoulder  is  depressed  and  nearer  the  median  line  than  on  tin 
opposite  side.  The  prominence  forrneil  by  the  displaceci  outer  miA  of 
the  acrouiiid  end  of  the  clavicle  is  a|iparent»  and  the  cUvieialar 
portion  of  the  trapezius  is  exceedingly  prominent  The  paliofii  is 
unable  to  raise  his  arm  over  his  head. 

Treutft^tU  of  disi/Kotion  of  ths  acromiai  rjtd  nf  tks  iiiavici^  ftp* 
wards, — This  dislocation  is  readily  i'e<iuced  by  drawing  tho  shoulder 
outwards,  and  making  digital  pressure  upon  the  displaced  bone,     ll 
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U  next  to  impossible  to  keep  the  clavicle  in  permanent  position. 
The  extreme  upward  movements  of  the  arm  will  he  subsequently 
impeded  ;  otherwise,  a  very  useful  joint  will  result,  s!iou!d  the  dis- 
location remain  unreduced.  The  main  indications  are  to  -keep  the 
scapula  raided  and  the  clavicle  depressed.  Several  kinds  of 
apparatus  have  Ijeen  advised  (Fig.  378),  I  have  seen  g«x>d  results 
in  thia  dislocation  by  setting  the  shoulder  in  a  firm  plaster-of- 
Fariii  splca^  a  sponge-pad  being  fixed  ovtr  tli»*  <»uter  third  of  the 
daviele.  Should  great  inconvemenoe  arise  from  an  unreduced  dis- 
location of  this  nature,  there  could  be  no  serious  objection  to  refresh- 
ing the  joint  surfaces  and  wiring  them  together  Division  of  the 
tra|)ezius^  which  pulls  the  bone  upwards,  is  a  severe  measure;  and 
bandaging  the  head  towards  the  affecte<l  side  to  relax  this  mu^le 
cannot  long  be  tolerated. 


Fig.  aT5.->Tt«e)-  a  A|»pftmtiu  tut  dkjiUeed  AttnituUJ  Bud  uf  Cl»vtck« 


W  DiBtoeation   of  O^  acr&mial  etk/  0/  th^  davide  doumwardi. — 

The  acromion  process  projects  markedly,  and  on  tracing  the  clavicle 
outwards,  a  marked  liollow  will  he  detecteil  where  its  acromial  end 
normally  liea.     The  patient  cannot  raise  the  arm,  but  the  surgeon 

I  can  move  it  backwanls  and  forwards.  The  displacement  is  reduced 
by  drawing  the  shoulders  backwards,  and  then  bandaging  the  arm 
and  seapula  to  the  side, 

Slmiiltnueoiis  fliftloc^atiaii  of  ttie  ritiviric  nt  both 
end*.— This  accident  is  one  of  the  curiosities  of  this  juirt  of  surgical 
literature,  and  is  generally  produced  by  extreme  violence.  The 
stomal  end  ia  thrown  forwards,  the  acromial  backwards.  Hulke 
trefttod  a  mm  of  this  nature  by  drawing  the  shoulders  well  buek- 

I  wards,  and  moulding  a  guttapercha  splint  on  the  |»arts,  to  prevent 
Te-displacement 
Displacement  of  the  SCXpula-— In  weakly  individuals  the 
lower  angle  and  vertebraJ  lx>rder  of  the  scapula  not  infrequently 
project  unduly.  At  the  same  time,  the  movementa  of  the  arm  are 
well  |»erformed,  and  there  is  no  sign  of  muscular  pai^alysis.  In  the 
special  displacement  wc  are  considering,  the  lower  angle  of  the 
icapula  projects  in  a  very  unsightly  manner  from  the  back  of  the 
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tliorax  (scapula  alata).  This  was  foiiiierly  attributed  to  Ilia 
slipping  from  under  the  latissimus  dorj!ii  muscle,  but  la  now 
to  be  geueniUy  due  to  pamlysiis  of  the  »erratu3  magnus  or 
lK>iiis,  from  **  infantile  jiaralysis "  or  nerve  injuries.  WJicti 
st?rratus  contracts  it  draws  forwards  the  vertebral  border  of 
sciipiila ;  and  as  the  inferior  digitations  ai'e  fur  the 
tlie  lower  angle  of  the  scapula  is  especially  rotat^^l  forwanlai  I 
raising  the  superior  angle  and  aitling  the  functions  of  thtt  li*vitor 
anguli  scapulte  and  trapeadus.  The  Tnast  imp>rtiUTt  acttoa  of  libe 
serratuH  is  to  bind  the  scapula  finuly  to  the  rib*?,  nnd  thtifi  to  fix  tlnft 
Injne  while  the  deltoid  raises  the  arm.   When  t)  itjnied, 

the  lirm  cannot  lie  elevated.     Efforts  on  the  ^  tada 

so,  only  cause  increased  projection  of  the  vertebral  bonier  aiMi  lalmQr 
angle  of  the  scapula,  which  assumes  a  very  peculiar  and  ehani€t«fiitie 
appeaiTince, 

No  treatment  beyond  a  padded  beJt,  fitting  over  tlie  aca|mk 
round  the  thorax,  and  supported  by  shoulderstrafis,  is  <il  any  gctai 
use.  The  nerve  condltionB  should,  of  course^  receive  ixuuncf 
and  treatment. 

Dislocations  of  the  shoulder.    Cansatiofi.— The 

position  of  the  shoulder-joint,  the  shallowness  of  iu  articular 
face,  the  laxity  of  the  capsule^  and  the  powerful  leverage 
through  the  long  humerus,  cause  displacements  of  tliis 
to  lie  more  common  than  those  of  any  other  joint  in  the  htxly.  TVp 
majority  of  these  dislocations  are  t^used  by  indirect  ^ioleooei  u 
falls  on  the  eJbow  or  hand,  when  the  limb  is  aljducted,  aod  1^ 
position  of  the  long  axis  of  the  humerus  at  the  moment  of  dii 
ment  largely  determines  the  course  and  position  of  tlie  betd  of 
bone. 

Direct  violence,  as  heavy  falls  or  blows  on  the  skoukkr, 
asserted  to  cause  dislocation,  though  it  is  dijlicult  lo  tmdeffsUukd  i 
tbia  can  occur ;  and  muscular  action,  as  striking  out  at  i  *  ' 
an  adversaiy,  swimming,  the  convul&ive  effiirtA  of  epilep^,  or  evai 
such  slight  e^orte  a$  the  act  of  sneezing,  have  heen  kiiowii  to  prodooe 
displacement.  Exceptional  causes  of  dislocatioia  are  dtvggiiig  Ofoo 
tlie  limb  by  the  pulling  of  a  runaway  horse,  or  tbe  ^— ^-^"^-^  -• 
an  entaiigled  upper  limb  by  re\olving  machinery, 
placements  are  sometimes  met  with,  and  pathological 
also,  in  chronic  rheumatism  or  pyiemic  diseaae. 

ClassMcatl^B.— Considerable  diflerenoe  of  opi&iovi  sxistft  m  t# 
the  oompftrative  frequency  of  these  displacements.  The  niaioiity 
of  surgeons  in  England  will  endorse  the  followi]^  daaaificMtiQB, 
which  is  similar  to  that  foundeii  on  an  extefntve  imiyectioti  oi 
museum  s(^*ecimens  by  Holme«»  and  Hulke  i — 

(1)  Dislocation  forwards  and  a  little  downwardo     BMk^mmiM, 

i2)  Dislocation  downwards  and  a  little  forwarda — JulfltfiMttdL 
3)  Dislocation  forwards  and  Inwards — ttubclavieuiar^ 

(4)  Backwards — tubwpifumg, 

(5)  Upwards  and  ^orvafda — jiiprwwflwA 
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m  the  case  of  the  hip,  sulr- varieties  of  these  dwtplacementa 
have  been  descnbc^d  by  atiatoniists,  which  ratlier  tend  to  confuse 
the  student  than  to  serve  any  useful  purjiose.  There  is  no  doubt 
that  the  causes  which  produce  these  injuriei*  being  diverse,  and  the 
nature,  extent^  and  application  of  the  forces  at  work  composite, 
slight  differences  in  position  of  the  head  of  the  bone  will  be  found 
in  differ«?nt  caries.  For  the  same  reasons,  the  amount  of  laceration 
of  tlie  8oft  parts  in  each  displacement  is  not  constant,  and  the 
obitacles  to  reduction   may  slightly  vary.     It  follows  that  differ- 

may    be   appreciatecl    in   tb©  symptoms   of    any   one   given 


♦i 


Id 


Tig.  179.— I>ljtooiiioii  of  tbe  Buiuenui  be&utli  the  Coneold  1 


(After  Anger.) 


dislocation  of  the  humei'us,  and  that  methods  of  reduction  applicable 
t4i  one  case  of  a  given  dislocation,  are  not  necesaarily  applicable  to 
another 

1.   ^iib€^<»i*nt<<»id  flUloration  of  ttie  ttumrriiii.     Causation. 

—  Direct  violence  applie«l  Ut  the  shoulder,  lis  a  heavy  fall  or  blow  ; 
a  fall  upon  the  elbow  or  hand,  when  the  limb  is  abducted  frotn 
the  liody  ;  mui^cular  action. 

M or  hid  anafxmiy, — ^The  head  of  the  humerus  is  thrown  forwards 
ivnd  very  slightly  downwards,  resting  upon  the  anterior  iiurface  of 
the  neck  of  the  scapula,  while  the  anatomical  neck  impinges  upon 
the  anterior  edge  i»f  the  glenoid  fossa  (Fig.  379).  So  long  as 
the  heiid  of  the  humerus  lies  beneath  tJ*e  curacoid  [iroceiss  in  any 
piirt,  the  term  subcoracoid  may  be  applitnl  t^j  tlie  dispkcement.  The 
Hubncapularis  muscle  nmy  be  torn,  or  stretched  acrtiss  the  joint  or  the 
head  of  the  humerus,  which,  however,  is  usually  markedly  above 
it     The  Hupni^pinatus,  infraspinatus^  aurJ   terea   miiior   muscles  are 
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stretched  or  ruptured,  or  torn  away  from  the  bone;  the  great 
tuberosity  may  be  detached  from  the  shaft.  The  pressure  of  the 
liead  of  the  bone  renders  tight  the  biceps  and  coraco-brachialia,  and 
presses  upon^  or  even  ruptures,  the  circumflex  nerve,  the  cords  ci  the 
brachial  plexus,  or  in  very  severe  cases  the  main  vessels.  The 
ciipsule  is  torn  below,  the  rent  running  anteriorly,  or  the  lower  part 
of  the  capsule  may  be  torn  away  from  its  glenoid  attachment.  Tlie 
long  tendon  of  the  biceps  usually  escapes  rupture. 

Symptoms. — It  will  be  convenient  here  to  detail  the  symptoms 
which  are  common  to  all  dislocations  of  the  shoulder.  They  are : 
(1)  A  depression  immediately  beneath  the  acromion,  with  an  undue 


Fig.  880.— Subspinoas  and  Subconcoid  DiMpUceinenU.    The  dotted  line  sbowi  the  altered 

outlines  of  the  limb. 


prominence  of  that  proces.s  ;  (2)  pain  about  the  part,  and  more  or  less 
immobility,  though  this  latter  symptom  is  varied  and  inconstant  in 
practice  ;  (3)  alteration  in  the  axis  of  the  limb,  and  the  detection  of 
the  head  of  the  bone  rolling  in  an  abnormal  position  ;  (4)  the  sign  of 
Dugas.  If  the  fingers  of  the  injured  limb  be  placed  and  maintained 
upon  the  sound  shoulder,  the  elbow,  in  dislocations,  cannot  be  brought 
a<;ainst  the  side.  The  sign  of  Dugas  depends  upon  the  principle  that 
a  straight  line  cannot  touch  a  circle  at  more  than  one  point  at  a  time. 
AVhen  the  humerus  is  dislocated  it  is  laid  along  the  barrel-shaped 
thorax,  and  must  obey  the  rule  of  the  straight  line  and  circle.  In 
practice,  this  sign  is  extremely  fallacious,  for  the  }iatient  usually  drops 
liis  body  towards  the  painful  and  affected  side.  It  is  most  important 
in  this,  as  in  all  diagnostic  matters  connected  with  the  shoulder,  that 
the  patient  should  sit  upright  against  a  hard-backed  chair,  and  be 
Aveil  stripped.  OWsity,  a  prominent  abdomen,  or  great  mammary 
development,  makes  the  test  of  Dugas  dubious  and  diliicuh  ;  and  ss 
it  is  in  such  cases  that  its  additional  testimony  is  needed,  it  is  difficult 
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ooniictentiously  to  assign  it  a  bigli  pmeticfil  value.  (5)  An  increase  in 
the  circumferential  measureuieiU  of  the  shoulder  taken  vertically; 
(G)  if  a  i-ule  be  placed  along  the  outer  side  of  the  arm  it  will  impinge 
against  the  j:»oint  of  the  acroriiii*n.     (Se*'  Fig,  380.) 

The  special  symptoms  of  subcomcoid  disphicement,  in  addition 
to  the  above,  ai^e  as  follows  :  The  ellxiw  is  carried  backwards,  and  is 
directed  away  from  the  side.  The  limb  appears  len^hened,  but  on 
meastiremetit  from  the  tip  of  the  acromion  to  the  external  condyle^ 
this  will  be  ditiicult  to  verify.  On  deep  palpation  in  the  axilla,  the 
upper  part  of  the  shaft  will  t>e  felt,  and  on  raising  the  ell^ow  the 
head  of  the  humerus  will  !#  detected  anteriorly  and  internally  ;  while 
at  the  same  time  the  hollow  under  the  aciimiion  is  more  evident  to 
aight  and  feeling.  There  is  a  prominence  beneath  the  coracoid,  and 
aevere  "numbing'^  p\in  down  the 
lore-&rm  and  in  the  fingers  is  often 
experiencetl  in  this  dislocation. 

*2.  ^iibi^leiioid  dislucfiiioii 
of  I  lie  tiitmc-rui^.  Cattstjiioti. — 
A  fall  on  the  alniucted  limb  and 
ouUftretched  hand,  or  a  heavy  blow 
upon  the  upper  and  outer  end  of  the 
humerus  (Hamilton), 

Morbid  aiiaiomy.  —This  dislocti- 
tian  was  long  thought  tu  be  far 
more  common  than  is  really  the 
cue.  It  may  l>e  looked  upon  as  a 
variety  of  the  former  dislocation,  in 
which  the  head  of  the  bone  i^nds 
the  capsule  inieriorly,  but  the 
muiicles  fail  to  raise  it  l>ene^ith  the 
coraeoid,  on  account  of  the  capsule 

not  being  torn  anteriorly.  The  head  of  the  Ijone  lies  beneath  the 
glenoid  fossa  on  the  triangular  surface,  and  origin  of  the  long  head  of 
the  triceps  (Fig.  381 ),  The  tendon  uf  the  subscapularis  is  now  above 
the  heafi  of  the  bone,  the  tri^^epi*  is  behind  it,  and  the  teres  major  below. 
The  structures  just  named  may  be  lacerated  or  stretched.  The 
siiort  muscles  attached  to  the  tuberosity  niay  he  torn,  or  even  that 
wrenched  oH\  The  vessels  and  nerves  are  invariably  pressed 
and  the  circumflex  nerve  is  very  likely  to  be  seriously  damaged. 
S^pmal  9ympioi7i}t, — ^The  arm  is  really  lengthened,  and  the  e]1x>w 
lly  thrown  away  from  the  side,  to  which  it  cannot  be  approxi- 
ithoiit  much  difficulty.  The  hollow  beneath  the  acromion 
is  very  marker],  ami  the  head  of  the  l)one  is  felt  with  ease  in  the 
aicilU.  The  fingers  can  be  passed  l>eneaih  the  coraeoid,  above  the 
head  of  the  lione.  The  anterior  axillary  fold  is  so  markedly  lowei'ed 
as  to  furnish  the  mc»**t  characteristic  inspection  symptooL 

Kio  ercf?/a,— This  is  a  most  rare  variety  of  subglenoid 
u  The  arm  is  abducted  and  raiiied,  the  axijs  of  Uie 
»eing  directed  upwards  and  outwards^  This  accident  seems 
\^  ♦ 


1/ 


d7 
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Pig.  381.-^1)|«;l«iiokl  t>1il«c«t(oii  ol  t)u 
HttnaertUi. 
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side  of  the  coracoid  process  (Fig. 
384).  Here  it  lies  on  the  upper  ribs 
beneath  the  pectoral  muscle,  forming 
&  manifest  prominence.  The  capsule 
is  torn  inferiorly  and  anteriorly ;  and 
the  muscles  attached  to  the  great 
tuberosity  must  be  torn,  or  that  pi-ocess 
separated  from  the  sLiift. 

Special  tfjpnptouuf.  — *  The  arrn  is 
shortened,  and  the  elbow  tlirown  back- 
wards and  (usnaUy)  markedly  out- 
wards. The  head  of  the  lione  can  be 
felt  and  seen  below  the  clavicle ;  and 
on  deep  axillary  palpation  the  %haft  of 
the  bone  can  be  felt  cmssing  the  cavity 
upwards  and  inwards  to  the  displaced 
head  (Fig.  383), 

4«  Subfiplnoiiji  dislacatUHi  of 
|li#  lNiiii«*rii«i. — In  this  exceptional 
dislocation  tite  violence  must  be  applied 


to  be  prodiic«t  by  a 
fall,  the  fmiom 
clutclung  tomethnif 
in  his  dt*»cet»L  la 
one  of  Hulke'ft  in- 
teresting cm««*<i  of  this 
dtjUocjitios,  a  Imktw 
fell  througli  a  %n^ 
door,  and  aeiied  • 
ladder  to  BAvm  Wm- 
self*  He  wan  ooi^ 
strained  after  ihi?  M^ 
location  to  ke«ip  hit 
hand  near  tlte  top  of 
his  head  (Fig.  Z$2),  Owiiw 
to  the  internal  which  had 
elapsed  complerte  reducfum 
could  not  be  eflected»  but  the 
arm  was  brought  down  te  the 
j^ide. 

3.  §iil>cliii  icnltir    dlla- 
location  or  tHe  liiaaicrwi. 

Anatomy.  —  This  dislocaHoa 
may  >je  looked  upon  aa  pri- 
marily sobooracoi4  ftit  Uit 
maseles,  and  perhaps  the  di- 
rection of  the  force,  caias 
the  head  of  the  bone  to  ptmB 
under  the  clavicle  to  tlie  tuiiir 
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Fti;,  3j^4, — StitclAViculMT  DiiltMAilao.     (AiterAngpr.) 


•  llic   arm   when    tlirown 

forwards,   and    away   from 

the  side  ;  or  it  may  he  pro- 
duced   by   a   violent    blow 

man    the     front     of    the 

wmlder.      Sir  A,   Cooper 

fSlatM  a  case    from     the 

muBcuUr    spasms    of    epi-  I^JIikX^         ^ 

lepay,    TJie direction  of  the 

force     wotild    seem     more 

potent    in    producing    the 

diKlocatioR  than    mimciilar 

contraction.     The  head   of 

the    bone   may   i'est    any- 
where   1  between     the    poa- 

tenor  edge  of  the   glenoid 

cavity     and      the      infi*a- 

spinoiis  region  (Fig.  385). 

The  cupsiule  is  torn  below, 

anil    the     Bubscapnlaris    is 

usually  completely  rupturt'd. 

Special  sifmptoms. — The  t'llMjw  is  advanced,  and  tli<?  arm  (nsnally) 

rotated  inwards  ;  the  ami  is  close  to  the  side  also.     Thern  may  be 

sliijht  lengthening.     Tlicre  v&  a  nuirked  hollow  Innicath  the  c<traeoid 

prL»crs8,  and  a  prominence  under  the  spine  of  the  scapula,  formed  by 

the  large  ^lolmlar  head  of  the  humeran,  wliicli,  Ijeing  readily  seen 

and  felt,  atford»  a  chamcteristic  sign  of  the  displacement  (Fig.  386). 
5.   Sttprarornroid    di^lorntioti    of  llie    litiineruii.^ — This 

▼fry  rare  displaeeiuent  may  Ix*  shortly  dismissed.     It  is  caused  by 

\4olem*e  in  an  upward  direction  ajjplied  to  the  shoulder  or  elbow. 

Tlje   acromion    or   comeoid    proces-ses   are    usually    fmctured,   or   a 

longitudinal  fructui-e  separating  the  great 
tuberosity  has  also  l)een  disclosed  on 
dissection.  **The  possibility  of  tliia 
form  of  dislocation  without  fracture  is 
now  definitely  established  by  dissection  " 
(Haniilton). 

Partial  dislocations  of  huinertu. 

— The  remarks  on  pige  955  especially 
apply  hert»,  and  while  the  possibility 
of  this  accident  is  not  t<.>  lie  positively 
denied,  yet  the  majority  of  the  recorded 
cases  are  obviously  severe  sprains 
associated  with  rupture  or  displactv 
ment  of  the  biccfis  tendon,  or  uf  one 
or  more  of  the  nhort  muscles,  or  of 
paralyHis  i>f  musclen  from  injury  to 
n»  m-8nb.pi»„«.  Dtato«ai..u    J»":   ^•^"'nftex    nerve    op   cwtml   cord 

or  Uie  llamnw.  lesionil. 
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Difficulties  in  the  diagnosis  of  shoulder  dislocatioiiib-*! 

thiti  or  muscular  subjects,  when  seen  irnmeiiviti^ly  afti^r  the  aoeidettt« 
the  diii<^osis  of  dislocation  can  readily  be  iDH^le  ac  ;i  glElt06t  lb  tW 
very' fat,  whose  muscles  are  large  and  dabby,  a  suU*  •mcoiii  diiloeslkfi 
is  overlooked  with  e&se,  and  pn>fes5{it>nal  reptitatinns  an*  wrecked 
upon  this  shoal  with  unhappy  frequency,  I  wmtjM  miki?  tt  tk  r«k 
to  examine  the  shoulden^  of  nny  aged  and  oi»e^  y  ho  htm  Imi 

a  fall  upon  the  hand  or  el)x>w,  or  p:>int  nf  tb^  ^  ;  lor  siieii 

Individ uoiiif  esjieciallr  wbeo  §ko- 
holic,  are  often  quiti*  Qiuiwmrr  of 
di^ih^cation  baring  oecum*d*  Whn 
these  ca^^e^  are  treated  an  Ijntiaci  «r 
sprains,  the  swelling  atubiidifi  la 
^me  weekn,  the  muschai  mMtVfkjt 
and  the  fanuUar  iiuUines  of  ao 
unreduced  dialocftticm  am  ri«v«aW 
with  painful  db* 
tinctnMa^  I^odd 
draw  fordlilt  ai- 
lentioii  to  aft  aiai* 
tumical  pobtl  *i 
extrenM*  %idai^  to 
which  my  iMkr 
was  fint  dtrect4«d 
by  8ir  GftitK? 
HumphrT-  TV* 
greiJt  tuberosity  of  the  hotnpms  i« 
prominent  beneath  the  acroAliaii, 
and  projects  ^xnewbat  exiomillj 
to  it,  and  is  there  neadilj  lo  bt  tMS 
and  felt  mi  ratting  the  am  from  tin* 
side.  If  the  great  tubi^raait^  W  ia 
its  proper  pudtion,  and  tkta  tma  h& 
detected  even  in  fat  sHoaUtiFrs*  tli» 
heiMl  of  the  humerus  most  W  tn  tlir 
glenoid  cAvity.  Exceptions  raost  l>e  made  when  tlw*  gnwl 
tuberosity  is  separated  from  the  dislocated  head,  suvd  tbr  con- 
verse does  not  neoeasarily  hold  true  that  when  the  tuWro^tty  Hmi 
sunk  inwards  dislocation  must  have  taken  place ;  for  in  fracturr 
of  the  anatomical  neck  of  the  humerus,  Mrith  displacement,  thk  may 
occur,  th«?  head  still  remaining  in  the  glenoid  fossa.  Th*  latter  aoa- 
dition  is  !^  rare,  however,  o.^^  hardly  to  need  mention,  and  f  do  OiA 
hesitate  to  look  upon  the  position  of  the  tuberoetity  of  thr  honninei 
with  regard  to  the  acromiui^  as  the  key  to  the  <{tMalioQ  of  dkloea^ 
tion  of  the  shoulder. 

The  conditions  which  most  closely  simulala  dttiooatlona  arf 
ais  follows: — (I)  Atrophy  of  the  deltoid  masde  from  injuripa  to 
the  circumflex  nerve,  or  too  long  tixation  a£t«T  aockleiit^  or  in 
disease  of  the  articulation  ;  (2)  separation  of  the  upper  np^ibjriii  rf 
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fig.  Ml-^ttilodc  or  til*  An»  iB  Sob- 
a|i4iMm«  DiilocKdati. 
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the  humerus ;  (3)  fracture  of  the  surgical  neck  of  the  humerus ; 
(4)  fracture  of  the  anatomical  neck  of  the  humerus ;  (5)  fracture 
of  the  neck  of  the  scapula  ;  and  (6)  fracture  of  the  great  tuberosity. 

Confusion  frequently  arises  regarding  atrophy  of  the  deltoid, 
especially  as  this  condition  may  follow  a  pi*operly  reduced  dislocation. 
The  marked  flattening  of  the  shoulder  closely  simulates  displacement, 
but  the  great  tuberosity  of  the  humerus  will  readily  be  felt  beneath 
the  acromion  projecting  in  its  normal  position,  and  passive  motion 
may  be  free. 

Separation  of  the  epiphysis  should  be  suspected  if  an  apparent 
dislocation  of  the  shoulder  be  brought  to  the  surgeon  in  a  patient 
under  twenty  years  of  age.  The  line  of  separation  will  be  below 
the  great  tuberosity,  which  is  part  of  the  upper  epi])hysi8,  and 
maintains  its  normal  position.  There  is  an  abrupt  projection  in 
front,  below  the  coracoid  process,  and  on  examination  and  reduction 
under  anaesthetics  a  sort  of  crepitus  is  experienced,  and  the  dis- 
placement is  readily  reproduced.  Such  an  accident  in  a  young  person 
may  be  followed  by  arrest  of  growth,  so  the  diagnostic  distinctions 
between  it  and  dislocation  are  of  obvious  import. 

In  fracture  of  the  anatomical  neck  of  the  humerus  there  is 
crepitus  high  up  in  the  joint,  and  if  impacted  the  head  will  move  in 
the  glenoid  cavity.  In  fracture  of  the  neck  of  the  scapula  the  coracoid 
process  will  move  with  the  fragment  of  scapula.  All  the  symptoms 
of  dislocation  will  be  exactly  simulated ;  but  on  reduction  crepitus  will 
occur,  and  the  coracoid  will  be  observed  to  move  as  the  scapular 
fragment  is  rotated  with  the  humerus.  In  separation  of  the  greater 
tuberosity  there  is  an  extraordinary  appearance  of  widening  ante- 
riorly, which  is  very  characteristic.  A  deep  sulcus  exists  between 
the  fragments,  and  crepitus  can  always  be  elicited  on  rubbing  the 
fragments  together.  The  depression  below  the  acromion  in  fracture 
of  the  surgical  neck  of  the  humerus  at  first  sight  simulates  disloca- 
tion, but  crepitus  is  evident,  and  the  depression  is  not  immediately 
beneath  the  acromion,  but  some  inches  lower.  The  tuberosity 
occupies  its  proper  position.  Careful  examination  under  ether  is 
absolutely  essential  in  all  dubious  cases,  and  this  should  be  done  as 
soon  as  possible  after  the  accident.     {See  also  page  814.) 

Treatment  of  recent  dislocation  of  the  shoulder.— If  a 

patient  be  seen  within  an  hour  of  the  accident,  while  still,  perhaps,  pale 
and  collapsed  irom  pain  and  shock,  the  surgeon  may  be  able  to  replace 
the  bone  by  extension  with  the  heel  in  the  axilla,  without  anses- 
thetics.  In  cases  of  longer  standing  and  in  muscular  individuals, 
deep  ether  anaesthesia  had  better  be  induced.  The  patient  should 
recline  upon  a  couch  with  a  raised  back,  or  be  well  propped  up  with 
pillows,  or  placed  in  an  arm-chair.  As  the  subjects  of  these  dis- 
locations are  often  muscular  and  alcoholic  individuals,  with  their 
stomachs  full  of  food,  great  care  should  be  exercised  in  the  adminis- 
tration of  an  ansesthetic  in  the  sitting  posture,  and  in  my  judgment 
ether  should  always  be  selected.  The  stomach  may,  with  advantage, 
be  previously  cleared  by  an  emetic.     The  muscles  should  be  rendered 
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appears  beneath  the  deltoid.  Secondly,  the  elbow  is  brought  for- 
wards, upwards,  and  inwards  until  it  is  opposite  the  median  line,  but 
still  maintaining  external  rotation  and  abduction  of  the  wrist. 
Thirdly,  the  arm  is  rotated  inwaixls,  the  hand  being  carried  towards 
the  opposite  shoulder.     These  movements  should  be  executed  in  a 


Fig.  388. — Method  of  Kocher.    Advanceiueut  of  the  elbow  forwards,  upward;},  and  inwards, 
still  maintaining  external  rotation. 


continuous  sweep,  and  not  with  "jerky  intervals"  (Figs.  387,  388, 
389). 

EocjAanation  of  Kocher^s  method, — When  the  fore-arm  and  arm 
are  rotated  outwards,  tlie  upper  part  of  the  capsule  and  the  coraco- 
humeral  ligament  are  also  twisted  outwards,  and  the  posterior  and 
untorn  part  of  the  capsule  is  removed  from  the  glenoid  fossa,  while 
the  gap  inferiorly  gapes  wider  and  wider  as  the  external  rotation  is 
proceeded  with.     When  the  arm  is  raised  and  carried  towards  the 
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3.  Extension  urith  the  heel  in  the  axilla. — This  simple 
and  valuable  method  is  often  bungled  in  practice ;  but  if  properly 
carried  out,  I  would  venture  to  look  upon  it  as  the  simplest  and 
most  reliable  method  of  reducing  dislocations  of  the  humerus.  The 
amesthetised  patient  must  lie  perfectly  flat  on  a  mattress,  on  the  floor, 
and  the  surgeon,  seated  by  his  side,  presses  his  unbooted  heel,  not 
his  foot,  against  the  head  of  the  humerus,  the  arm  being  well 
carried  from  the  side  to  allow  of  his  doing  so.  It  is  of  import- 
ance that  he  presses  up  no  folds  of  skin  in  front  of  his  heel,  or 


Fig.  300.— Traction  with  the  Knee  in  the  Axilla. 

serious  laceration  may  readily  occur.  Traction  is  now  made  down- 
wards and  outwards,  and  at  the  same  time  the  surgeon  swings  the 
humerus  inwards,  using  his  heel  as  a  fulcrum.  An  additional 
assistant  may  easily  draw  upon  the  fore-arm,  should  this  be  required ; 
and  a  strong  towel  may  be  fixed  round  the  arm  and  hitched  over  the 
surgeon's  shoulders.  Few,  if  any,  recent  dislocations  will  resist 
these  endeavours. 

4.  Other  methods  of  reduction, — These  are  very  numerous, 
but  in  this  section  we  will  only  mention  the  following : — 

Extension  of  the  limb,  the  scapula  l^eing  pressed  downwards 
by  the  hands  of  an  assistant  or  the  foot  of  the  operator.  This  is  an 
efficacious  method,  but  throws  a  serious  strain  upon  the  axillary 
vessels,  especially  in  dislocations  of  long  standing.  For  this  reason 
it  should  be  adopted  with  caution.  The  patient  being  placed  per- 
fectly supine  upon  a  mattress  laid  on  the  table,  the  surgeon  makes 
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steady  traction  upon  the  arm  and  fore-ann  for  about  ten  minat<rs 
the  limb  being  nearly  at  right  angles  to  the  trunk.  As  lL»* 
traction  proceeds,  the  arm  is  raised  nearer  and  nearer  towards  tlie 
head,  but  is,  of  course,  carefully  maintained  in  the  same  horizontal 
plane  as  the  body.  The  scapula  must  be  well  pushed  downwards, 
and  fixed  as  much  as  possible  by  an  assistant,  who  takes  up  ]ns 
position  on  the  opposite  side  to  the  surgeon,  and  facing  Uie  patient 
He  keeps  hold  of  the  patient's  trunk,  and  introduces  thereby  a 
counter-extending  force.  In  this  manipulation  the  limb  is  kept 
horizontal  throughout.  The  muscles  usually  ceane  to  re^jjLst  from  ihf 
long-continued  traction,  and  the  limb  being  suddenly  brought  down 
against  the  side,  reduction  is  effected.  With  some  surgeons  it  is  a 
very  favourite  method,  and  the  principle  is  to  tire  the  muscles*  hj 
long-continued  traction. 

Simple  Jieooion  of  the  fore-arvi,  with  external  or  internal  rota- 
tion, is  employed  by  many  surgeons.  Kelly,  of  Dublin,  adW>4-* 
that  the  patient  lie  upon  the  edge  of  a  low  bed  ;  the  surgium 
insinuates  his  hip  into  the  axilla,  and  draws  the  affected  limb  acn»*. 
the  front  of  his  own  pelvis,  and  round  to  the  opposite  hip.  He  m>w 
slowly  rotates  his  Ixxiy  outwards,  and  makes  traction  upon  the  wrist 
of  the  dislocated  limb  at  the  same  time,  thus  prising  the  head  of  the 
bone  outwards  to  its  socket. 

Methods  of  treatment  of  subspinous  and  subclavicular  disl^'n- 
tions. — These  displacements  are  far  more  difficult  to  retluce  than 
those  into  the  axilla;  and  in  a  case  of  8ubcla\ncular  dislocation  *»een 
by  the  writer,  when  five  days  had  elapsed  before  treatment  was  com- 
menced, all  efforts  at  restoration  of  the  parts  were  quite  unavailing. 
The  first  principle  of  treatment  of  these  dislocations  seems  to  \ie 
to  make  extension  with  rotary  movements  in  the  axis  of  the  dis- 
location, until  the  head  of  the  bone  is  brought  close  to  the  i:lenoi<i 
cavity,  and  presumably  l>elow  it,  when  flexion  of  the  fore-ami,  and 
external  or  internal  rotation,  or  extension  with  the  heel  in  the 
axilla,  will  probably  replace  it. 

Treatment  after  reduction. — After  the  reduction  <»f  a 
dislocation  of  the  humerus  the  limb  may  long  remain  feeble,  witii 
greatly  impaired  iliovement  at  the  shoulder,  especially  in  tie 
upward  dii*ection.  This  is  due  to  the  weakness  of  the  tleltoki 
and  the  cicatricial  contraction  of  the  lower  part  of  the  capMile, 
If  the  circumflex  nerve  has  been  stretched  or  ruptured  the  delt<»id 
will  waste,  and  in  some  dislocations  one  or  more  of  the  axillary 
nerve-cords  may  l)e  injured,  with  permanent  damage  to  gn>uj»*  ^rf 
muscles  of  the  upper  extremity.  When  the  great  nerve  trunk-* 
are  much  bruised,  muscular  wasting  will  persist  for  many  mouths 
and  yet  under  treatment  recovery  may  ensue.  In  some  ea^r* 
traumatic  neuritis  sets  in,  and  this  is  marked  by  atrophy  of  tiiif 
hand  and  fore-arm,  with  ctmtractions  of  the  joints,  **  gh»»y  *  ^kin, 
ulcerations  alK>ut  the  terminations  of  the  digits,  modification^  .-t 
local  temivi'atuiv,  and  severe  burning  pains. 

After  i^uction  of  a  dislocation  the  arm  should  be  bandaged  to  ihf 
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side,  over  a  large,  soft  axillary  pad,  and  the  fore-arm  supported  in  a 
large  sling,  while  spirit  lotion  is  applied  over  the  joint.  When  a 
week  has  elapsed,  massage  and  movement  should  he  cautiously  com- 
menced, and  continued  daily  with  gradually  increasing  boldness. 
After  a  fortnight  the  fore-arm  may  l)e  confined  in  a  sling  merely, 
and  in  a  month  the  patient  should  be  encouraged  to  use  the  limb 
cautiously.  The  prudent  surgeon  will  see  to  all  this  himself.  Should 
atrophy  of  muscles  ensue,  he  will  probably  l)e  unjustly  blamed,  and 
he  should  be  exceedingly  cautious  in  prognosis  accordingly. 

Treatment  of  dislocation  of  the  hnmerus,  associated 
^vith  fracture  of  tiie  siiaft  of  the  bone. — This  accident  is, 
fortunately,  as  rare  as  it  is  embarrassing.  The  surgeon  is  sometimes 
enabled  to  replace  the  head  of  the  humerus  by  manipulation  of  the 
upper  fragment,  with  direct  digital  pressure  in  the  axilla,  on  the 
displaced  head. 

Should  this  fail,  the  case  must  be  treated  as  a  fi-acture.  When 
the  bone  has  united — if  the  surgeon  resort  to  the  treatment  usually 
advised  of  endeavouring  to  i-educe  the  dislocation — he  will  run  the 
inevitable  risk  of  refracture,  and  of  failure  to  return  the  head  of  the 
bone  to  its  place.  Excision  of  the  fragment  has  also  been  performed, 
and  a  false  joint  has  been  fashioned  by  moving  one  fragment  upon 
another. 

Recently,  McBurney,  of  New  York,  has  treated  one  of  these 
cases  most  successfully,  by  exposing  the  upper  fragment,  drilling  it, 
and  inserting  a  strong  hook.  By  traction  upon  the  hook,  reduction 
was  readily  accomplished.  This  method  seems  likely  to  prove  very 
useful  for  these  troublesome  cases. 

Treatment  of  old  dislocations  of  the  shoulder.— The  path- 
ology of  these  cases  has  been  sufficiently  indicated  on  page  953.  A 
new  cavity  is  soon  formed  by  pressure-absorption,  and  interstitial 
shortening  of  the  muscles,  with  fibrous  thickening  forming  a  spurious 
capsule,  is  an  early  phenomenon.  The  adhesion  of  the  vessels  and  nerves 
to  the  lacerated  capsule  is  a  matter  of  the  utmost  surgical  importance. 
Many  unreduced  dislocations  of  the  shoulder,  if  energetically  treated 
by  galvanism,  daily  massage,  and  movements,  become  surprisingly 
useful ;  but  such  treatment  must  be  persevered  in  for  many  months. 
No  hard-and-fast  line  can  be  laid  down  for  the  time  when  it  is,  or  is 
not,  justifiable  to  attempt  reduction.  The  age  and  vigour  of  the 
patient,  and  especially  the  condition  of  his  vessels  as  to  atheroma- 
tous disease,  must  be  carefully  taken  into  account.  As  a  rough  rule, 
when  a  dislocation  has  been  left  unreduced  as  long  as  it  would  take 
a  fracture  of  the  humerus  to  firmly  unite  (about  six  weeks),  great 
trouble  will  be  experienced  in  reducing  it,  and  every  week  that 
elapses  after  this  time  increases  the  difficulty  markedly.  The 
necessary  force  that  is  used  in  some  of  these  cases,  may  result  in  the 
following  lamentable  complications  : —  / 

(1)  Rupture  of  the  vessels,  diffuse  axillary  aneurysm. 

(2)  Extensive  effusion  of  blood  from  laceration  of  the  tissues, 
with  subsequent  diffuse  suppuration. 


^ 
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(3)  Lacemtian  of  the  skin,  with  erysipeUtouB  ipHmimatikm. 

(4)  Injury  of  the  iiervew* 

(5)  Fractui-eii  of  the  dhaft  of  the  humerus  or  d  tlie  rihu. 

(6)  III  old  and  feeble  perwns,  death  from  shock,  or  cmthtwl 
eymptoni!*,  suggentive  of  thromljosin  or  emholi«m. 

Lastly,  afttr  prolonged  and  exhaustive  efforts,  the  sttr^^roo  vmj 
quite  fail  in  hiH  endeavour  to  rentore  the  hea<i  of  the  hone  to  tiK 
place,  though  he  has  exposed  hi.s  patient  t«:»  one  or  more  of  tile  fttiorve 
dangers,  and  this,  in  my  experience,  is  the  common  nsttll  of 
attempts  to  reduce  old  dislocations  of  the  shoulder 

The  resource**  of  mtxlem  aseptic  surgery  have  n*nchTefJ  open  artlin> 
t*>my  %^ery  advantjigeoua  in  nonie  of  these  cases.  Tbe  short  inuwctr* 
and  all  resistant  structui-es  are  freely  di\ide<l,  the  ve8**eU  an<i  nrrvr* 
peeled  from  the  capsule  with  a  rugiiie,  and  the  head  of  the  Jjone 
rest^jred  to  its  phiee.  The  result**  of  this  pnx^eeding  have  l*oeii  ex- 
cellent. The  opemtion  may  be  most  dilficult,  and  it  la  AMtoninhini; 
how  the  heatl  of  the  humerus  remains  fixed,  even  when  the  Hg*^ 
ments  and  hhort  muscles  are  extensively  divided.  Ko  mirgeon 
should  lightly  undertake  it  Excision  of  the  head  i«f  the  Ijuor  iii 
easier,  attended  with  less  operative  interference,  ami  givm  aflmtr> 
able  results.  Great  care  should  Ije  taken  not  to  divide  the  dr- 
cmntiex  artery  t<»o  close  to  the  main  trunk,  or  it  may  Vie  imj«iw»ible 
to  arrest  the  bleeding  without  ligature  of  the  axillary  vessel  «»r 
amputation.  The  sptxial  indication  for  open  o|>emtionft  on  old  ili.^ 
locatitjns  uf  the  shoulder  is  nerve  preasure  from  the  hea^i  of  the 
Ixme,  with  atr«»phy  and  weakness  of  the  limb.  Here  gi-eat  can*  mu^t 
lye  exerciseil  tu  diHcriminate  between  the  symptoms  of  nerre  prv^visfis 
and  nerve  ruj*ture. 

Recmrent   dislocations    of  the   humerua.— It  s*>t^  •"— ^ 

hap|H»MH^  e^jM*oi;dly  aiUv  tlie  rt*<Iuction  of  dislocations  of  o' 
ing,  that  the  rh.>pl*w;emeni   |:»er^istenily  recurs  on  the  least  nui^  ^jiir 
exertion,  so  that  the  patient's  life  l»ecomeH  a  miserable  one.     The  ex* . 
planation  of  these  cases  is,  that  thei*e  remains  a  large  unht*ah**J  rent  in  . 
the  capsule,  or  great  laxity  of  it,  or  that  a  jK^rtion  of  the  etlgp  tj| 
the  glenoid  ca\'ity  is  brt^ken  away,  or  a  fracture  of  the  neck  of  th« 
scapula  may  coinpliaite  the  dislocation.    Jciesi>eb  of  Strasburg,  alltnn«  | 
that  by  dissection  he  has  been  able  to  est4il»li«h  the  fact  that  tlw*m  < 
dislocations  are  due  to  permanent  sejiaration  of   the  t*»ndons  fmcn  j 
tbe  tul^rositiea.     In  thei*e  caMe.%  a  mechanician  may  adopt  a  suitable  i 
appanitus  to  support  the  shoulder.    «:<hould  this  fait  vttrit>us  meihodA  j 
of   treatment   are   advised^  many  of   which  are  fanciful  and 
positively  harmful.     These  call  for  no  mention  here. 

Excision  has   bi***n  f>t*rformed  by  Yolkmana  ami  others  aad  m 
remarkably  successful  case    has  been   related   by  HoutluMll.      T*  * 
operation  is  likely  t4^>  give  detinite  and  pemuuient  good  rosulta, 
I    do    not   hesitate    to   advise    it   in   obstinate   ciuies   of 
dialooition. 

Oompoimd  dislocations  of  the  humerus.    Thes*'  *rr  mrei 

accidentsj  and  th«'  great  violence  that  pnxlucfs  them  would  seldamj 
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leave  the  soft  parts  in  sucli  a  condition  that  a  surgeon  would  be 
satisfied  with  simple  reduction.  Primary  resection  of  the  liead  of 
the  bone,  with  free  flushing  and  drainage,  would  be  likely  to  give 
good  results. 

Congenital  dislocations  of  the  humerus.— Care  must  l)e 

taken  not  to  confound  these  cases  with  traumatic  luxations  or 
separations  of  the  epiphysis,  which  may  cxjcur  during  the  manipula- 
tions of  obstetricians  in  complicated  labours.  Tlie  dislocations  are 
commonly  symmetrical,  and  may  occur  in  any  direction,  but  the 
subcoracoid  seems  the  most  frequent.  The  muscles  round  the  joint 
are  usually  paralysed,  the  capsule  weak  and  elongated,  the  head  of 
the  humerus  altered  in  shape  and  size,  and  the  bone  much  stunted 
in  growth.  The  glenoid  cavity  is  absent  or  ill-formed,  and  another 
cavity  is  found  continuous  with,  or  contiguous  to  it,  where  the 
deformed  head  of  the  humerus  imperfectly 
articulates.  Hitherto  all  treatment  of 
these  case«  has  been  unsatisfactory. 

Dislocations  of  the  elbow  joint. 

CloMificalion. — It  is  possible  to  imagine 
a  considerable  number  of  dislocations  at 
this  joint,  owing  to  the  different  direc- 
tions in  which  the  bones  may  be  thrown, 
and  the  fact  that  two  bones  may  l^e 
separately  or  conjointly  implicated. 
Only  the  more  common  and  important 
dislocations  will  here  receive  notice.  ^ 

Tlie   radius  and  ulna  may  be  dislo-  pjg  3oi._Duiocatioi.  ut  i^tJ.  Bones 
cated  together,  backwards,  inwards,  out-         of  tiie  Fore-anu  Uck wards. 
wards,  or  forwards.    They  may  he  dis- 
placed  in   different  directions,  or    either  lK)ne  may  l)e  dislocated 
separately.     All  these  displacements  vary  in  degree  of  completeness. 

The  various  dislocations  of  elbow  may  be  arranged  in  order  of 
frequency  as  follows  : — (1)  Dislocation  of  the  radius  and  ulna  back- 
wards, (2)  outwards,  (3)  inwards,  (4)  or  forwards,  (5)  displacement 
of  the  ulna  alone,  (6)  displacement  of  the  radius  alone,  (7)  displace- 
ment of  both  lx>nes  in  different  directions. 

1.  Dislocation  of  the  radius  and  ulna  bacicnards. 
Causation  and  morbid  anatomy. — This  accident  is  commonly  caused 
by  falls  upon  the  palm  of  the  outstretched  hand.  It  is  frequent  in  early 
life,  and  this  is  probably  due  to  the  comparatively  small  size  of  the 
cartilaginous  coronoid  process,  which  is  an  outgrowth  from  the  shaft 
of  the  ulna.  The  weakness  of  the  anterior  and  posterior  ligaments, 
the  absence  of  muscular  aid,  and  the  want  of  mutual  support 
between  the  bones  of  the  fore-arm  and  humerus,  in  the  flexed  or 
extended  position,  are  all  reasons  for  the  frequency  of  anterior- 
posterior  displacements  (Fig.  391). 

Pathology. — The  anterior  ligament  is  completely  torn,  and  the 
lateral  ligaments  generally  lacerated.  The  biceps  tendon  is  tense,  the 
brachialis  anticus  excessively  tense  or  torn.     The  triceps   tendon, 
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carried  lmckward«,  is  piTiminent,  and  always  draws  ih«  tiWcffmsodt 
upwards.     The  mcHlian  and   ulnar  nerves  may  \te  stretchf^  «w  n»n* . 
tW8t*d.      In  HOine  east's  the  friruiuiid  pnx^ess  in  fr*u*ttirtfl,   nnd   fhfn^ 
the  iHslnwititiii   tends   to   reproduce*  iUt'lf.      The   head   ' 
iHaintain'*  its  connectutn  witli  the  ulnit,     DjslucHtiun  \nv 
lie  cimiplete  or  incoioplet*.'. 

Stfiftptonuf. — The    f»*rf»-arm    h  lixerl,   nlightly  flrxi^I,   slH^t^t'-n***!  ; 
and  any  movement  of  it  In  exoee^Hngly  painfuh     Th**  char. 
sign  k  the  market!  prt)jectioTi  posteriorly  of  tlie  olecranon  aJi*4  i.^.Tj.*  , 
tendon    (Fig.    392),       The   head   of  the    nviius,   too,    niAy   be  IcHJ 
projecting    l>ehind   the    external    condyle,     Thei-e 
is  a  markeil  limad   prominente  antenorly,  cauj^etl 
hy  the   hiwer  vnA  of  the  hiimerus.     TJje  ivhttions 
lietween  the    condyles  anrl  olecntnon  are  altered, 
and  the  eondylet*  do  not  move  with  the  flisplace^i 
1  olecntnon.      This  test  \h  of    vital    importance    an 
«Ustitiguishing  dinlocation  liack wards  from  sejuara- 
tion  of  the  epiphysis  in  tlie  voung,  or  tninsveine 
fracture  in  the  adult. 

The    hand    and    fore-aiTU    are    generally    hehi 
midway  between   pronation    and  supination.     On 
i^iuetion,  the  parts  regain  their  normal  form  with 
a   **finap/'   and  remain  there,    unless    fracture  of 
the  cortmoid   co- 
exists. In  a  trans- 
Terse        fracture 
with        displace- 
ment   liackwarrlH 
crepitus     is     de- 
tected,   and    tlie 
deformity   repro 
duces    itself    on 

relaxing  extension.  Measurement  fi-om  the  external  comfyle  taj 
the  olecranon  shows  no  alteration  in  transverse  fracture  of  the  lower) 
end  of  the  humerus.  In  dishK-ation  the  distance^  as  coniparrd  witll  J 
the  HOund  side,  is  altered,  Reparation  of  the  lower  epiphy^iii  ol  Uiej 
humerus  in  young  children  simulateH  this  dish. »cat ion 
and  tlie  mtjlnlityor  otherwise  of  the  contjyles  nuist  Ije  n 
asi'ertained  by  examitiation  under  an  anjesthetic. 

2  and  3,  Lateral  dinlonitliuifi  of  tlie  mdiun  niid  itim]i 
rroiii  flu*  liuiiiient*!!.  CitHmtkm  and  morhld  amUoutu. — Tlientfj 
acci<lt*nts  are  [inKiuced  by  falls  \x\Km  the  outstretched  hand^  or  tttjuil 
the  elh»ow  ;  by  blows,  or  twistiiig  mo\ements  of  machineri*.  Tliey| 
are  practieaUy  always  Incomplete,  and  tlie  dislocation  outwunU  tji  liyl 
far  the  more  common   (Fig.  3!J3).     The  sigmoid  cavity  of  tlit*  tilj: 

grasps   the  radial   articulating  surface  of  the  extertuil  ccifi*^^' ' f^ 

the  head  of  the  rarlias  is  still  miire  extemah  and  quite  ch 
humerus,      Tn  the  inciimplete  dislocation  inwarris  the  Rigmnv 
impinges  npm  the  internal  eondylei  alxive  it  or  lielow  it^  v^  i  i  e  j 


V\}i,  yi»l— AtniejiniJitt«  !ii  mnJociitlun  uf  Uj#  ElU«*  l«r^v«f»t«. 
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head  of  the  pronated  radius  rolls  in  the  coroiioid  fossa  in  front  of  the 
humerus.  The  lateral  ligaments  are  much  lacerated,  but  the  orbicular 
ligament  retains  the  connection  between  the  radius  and  ulna,  and 
the  posterior  ligament  may  remain  unhurt.  The  ulnar  nerve  may  be 
damaged  in  the  inward  displacement,  and  these  accidents  may  be 
complicated  with  fracture,  or  separation  of  the  epicondyle,  a  matter 
of  importance  to  rememl>er  and  ascertain.  Dislocation  backwards 
and  outwards  or  inwards  were  also  formerly  described.  Here 
the  Imckward  displacement  of  the  olecranon  is  a  more  important 
symptom  than  the  lateral  deviation. 

Symptonu.  — In  the  dislocation  outwards  the  fore-arm  is  flexed  and 
pronated,  and  movements  are  restricted  and  painful.  The  limb  ap- 
pears widened  opposite  the  joint.  On  the  outer  side  will  be  felt 
the  prominent  displaced  head  of  the  radius. 
Tntenml  to  this  in  another  projection ;  this 
in  the  di»plaoe<l  olecranon.  Proceeding  still 
more  internally,  we  plainly  fe  elthe  projecting 


Fig.  308.— Partial  Dislocation  of  the  ElLiow  outwards.    (After  Tlllmaun.) 


internal  condyle,  and  a  gap  l)eneath  it,  owing  to  the  ulna  having 
been  thrown  outwards. 

In  the  dislocation  inwards  the  reverse  occurs  ;  the  fore-arm  is 
still  flexed  and  held  midway  between  pronation  and  supination, 
with  the  appearance  of  widening  at  the  flexure  of  the  joint ;  but 
there  is  a  marked  projection  internally  obscuring  the  internal 
condyle,  and  this,  by  manipulation,  may  be  ascertained  to  be  the 
upper  end  of  the  ulna.  The  external  condyle  is  markedly  prominent, 
and  there  is  a  gap  below  it,  owing  to  the  radius  having  been  thrown 
inwards. 

method  ofexaminiiiir  for  supposed  dislocation  of  elbow. 
— The  patient  should  have  both  upper  limbs  stripped,  and  should 
face  the  surgeon,  placing  the  dorsum  of  his  hands  on  the  surgeon's 
shoulders.  The  surgeon,  having  carefully  inspected  the  injured 
joint,  places  his  thumb  and  little  finger  on  the  condyles  and  his 
middle  finger  on  the  olecranon  of  both  elbow  joints  of  the  patient. 
(Comparative  alterations  will  be  thus  readily  detected.  He  will 
decide — 

(1)  If  the  condyles  move  upon  each  other. 

(2)  If  they  have  their  normal  relation  to  the  olecranon  by 
measurement. 
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(3)  If  crepitu.s  exists  ;  and  if  in  any  dwplaoement  ih**  comiyln 
move  with  tlie  tKjries  of  th*^  fivre-uriii. 

(4)  If  the  head  of  the  radiuji  ri>ll8  in  its  noruml  podilioii  to 
ext-emal  condyle. 

TJiesi^  questions  can  usually  only  Ije  satiifactorUy  luiswernd  wilJil 
tlie  aid  of  antvstheticH. 

Trrntinoiit  f»f  df<9loratlf»ii9  of  flic  elbow,  trnrkwiiNlft^ 
unci  liilf*rsilly«— III  rt'cent  oases  uf  hackwiml  or  lateral  dishK-ation, 

extension    of    Thfl  j 
fotv-arm,         w  ith  ! 
e«  milter-  exlen^ioi 
of     the     humerus  j 
will^        i-^jK*ciiUlf  1 
under  iinii*Htlif«4Ji, 
r,i-ilv  l>rtnir  iil«»iJtl 
led  IK  t  ion*     In  the] 
hit^.'rat        dinloc*- 1 
tioiiH»    the 
tion    of    tlie    ex- 
tepHiou    must   In  I 
appropr  ia  i^lfl 
mofit^i«<fl^  and  di- 
rect |iresisiire  mtttli^ 
Upon   the  pmjcet* 
ing  ohx*ninoii    or 
radiusw 

PrrhapH  Uieml 
i!^  nt*  Wtttfr  plAJiJ 
of  i^lucin^  dtiJt>] 
ration fi  of  the  I 
elbow  Imckwjmiji  j 
than  W  lh»'  Icn*** 
method.  The  jai^J 
tient  being  tieiat«<f|  I 
Tifi.  Syi.  -fUduetloD  or  DIMocfttlon  of  tlie  Btbow  btekwttUc         or      rt^cllning      tf 

anjiesthetiw*!,    th** 
surgeon  places  his  fcKit  on  the  edge  of  tlie  chair,  and  pn^ 
hii^  knee  against  the  humerus,  drawing  u[>on  the  wrint  at    ti 
time    with  one  hand^  so  as  to  flex   the  joint  round  hin  knet%   Aiid^ 
pushing  the  humerus  baekwardn  with  the  other  (Fig.  31H). 

If  these  dialcjcations   have   I»een  overlooked  for  five  weeks    i^ 
duction  will  pn>l>ably  l>e   found   imj>os.sibk%  the  interlocked  promt* ^ 
nences   of    bone    l)eing    soon    welded    firmly    tiigether   by    nbri>u 
adhesions.      Violent   efforts,  an  with    pulleys,    are    strongly    to 
oondemnefl,  and  the  to<i  free   "  bi-eaking-up  "  of  adhesions  nuty 
followed  l>y  very  serious  intlammat^jry  conse<juene<?%,  or  ttfis<icijit<?d  witlil 
fracturt*  of  the  Imihics.     Sulk-utaneous  division  of  the  tricep*  mad  *ml 
adliesiynn  has  Ijeon  hat!   recourse  to  in  these  cases  ;  but  isuppueili^ 
the  joint  to  lie  fixed  in  a  faulty  po«ition,  and  tlie  patient  to  be  youi: 


.i^> 
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and  a  movable  joint  to  be  of  vast  importance  to  him,  a  well-performed 
excision  of  the  elbow  would  probably  give  the  best  result,  and  be 
devoid  of  the  risks  of  unscientific  violence.  The  bones  must  be  freely 
removed  if  mobility  is  to  be  arrived  at,  and  the  operation  will  be 
one  of  great  difficulty. 

4.  Dislocation  of  the  radius  and  ulna  forwards  (Fig. 
395). — This  exceptional  injury  is  produced  by  direct  violence  to  the 
back  of  the  elbow  when  the  fore-arm  is  acutely  flexed,  the  bones  of 
the  fore-arm  being  thus  driven  forwards.  In  Canton's  well-known 
case  the  radius  maintained  its  relation  with  the  ulna,  and  the  ole- 
cranon lay  in  front  of  the  humerus.  The 
anterior,  posterior,  and  lateral  ligaments 
were  torn,  and  the  triceps  muscle  and 
ulnar  nerve  also.  In  this  injury  the  fore- 
arm is  lengthened  and  flexed.  There  is  a 
projection  posteriorly  of  the  lower  end  of 
the  humerus,  and  a  depression  in  front 
of  it,  where  the  articular  ends  of  the 
radius  and  ulna  have  passed  forwards. 
Should  the  surgeon  be  called  to  treat  this 
displacement,  he  would  attempt  to  reduce 
it  by  flexing  the  joint  acutely,  and  then 
thrusting  the  bones  of  the  fore-arm  back- 
wards with  one  hand,  while  the  .humerus 
is  drawn  forwards  by  the  other. 

5.  Dislocation  of  the  upper  end 
of  the  ulna  alone  backivards. — 
This  is  a  rare  accident.  The  orbicular 
ligament  yields,  and  the  radius  maintains 
its  position  with  regard  to  the  external 
condyle,  while  the  ulna  is  displaced  back- 
wards. The  dislocation  is  generally  not 
quite  complete.  The  fore-arm  is  flexed  at 
an  obtuse  angle,  and  held  midway  between 
pronation  and  supination,  and  the  pro- 
jection of  the  olecranon  and  triceps  tendon  can  be  made  out 
posteriorly. 

The  treatment  by  the  knee  method  or  extension  would  here  be 
applicable. 

6.  Dislocation  of  the  upper  end  of  the  radius  alone 
(Fig.  396).  CatiscUian  and  classification. — This  accident  is  generally 
caused  by  falls  on  the  hand,  the  direction  of  the  force  determining 
as  to  whether  the  head  of  the  bone  shall  be  thrown  forwards  or 
backwards.  It  may  also  be  produced  by  blows  on  the  head  of  the 
bone,  and  in  children  and  those  of  weak  muscular  development  and 
lax  ligaments,  by  dragging  upon  the  fore-arm.  Disiocation  far  wards 
is  said  to  be  most  common,  yet  differences  of  opinion  on  this  point 
are  evident.  The  head  of  the  bone  may  also  be  thrown  backwards, 
and  more  rarely  outwards. 


Fig. 


395.  —  Dislocation    of 
Elbow  forwards. 


the 
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Displacement  of  the  head  of  the  radius 
separate  mention. 

Morbid  anatomy. — In  the  dislocation  fc 
bone  rests  upon  the  front  of  the  ex  ten 
humerus.  In  the  dislocation  backwards  1 
impinges  upon  the  back  of  the  external 
and  external  lateral  ligaments  are  genen 
oblique  ligament  may  be  torn  in  the  c 
(Fig.  397). 

Symplonis  of  the  dislocaiion  forwards. — ' 
and  slightly  flexed  :  there  is  an  undue  fuln 
the  fore-arm,  which  appears  shortened.  The 
he  felt  rolling  in  its  new  situation.  Compl 
impossible,  from  relaxation  of  the  biceps  ;  an 


Fig.  39t>.— Dislocation  of  the  Radius,  (a)  forward: 

the  movement  is  suddenly  arrested  by  the 
radius  being  brought  up  against  the  front 
biceps  tendon  may  be  felt  at  the  same  tiiii 
The  external,  anterior,  and  annular  ligamem 

Treatment  of  the  dislocaiion  forwards.— 
flexed,  and  extension  l^e  made  in  this  dii 
while  the  humerus  is  pressed  backwards.  1 
which  presses  back  the  lower  end  of  the  hue 
force  backwards  the  head  of  the  radius  by 
reduction,  the  fore-arm  should  be  kept  fl( 
for  about  three  w^eeks,  to  allow  of  the  i 
and  prevent  the  biceps  tendon  from  pulling 
forwards.  This  is  best  effected  by  mouldi 
percha  splint  to  the  l)ack  of  the  aim  and  fc 
l>e  experienced  in  reducing  this  dislocation,  f 
the  torn  orbicular  ligament  between  the  hea 
condyle. 

Symptoms  of  the  dislocation  backwards. 
slightly  flexed  and  held  midway  between  si 
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the  action  of  the  biceps  being  interfered  with.  The  head  of  the 
bone  can  be  felt  rolling  l)ehind  the  external  condyle.  Extension 
is  arrested  by  the  radius  being  brought  up  against  the  back  of  the 
humerus. 

TreatineiU  of  the  dislocation  backwards, — Difference  of  opinion 
e^sts  regarding  the  manipulations  necessary  to  reduce  this  injury. 
Some    authorities    advise   extension    and    counter-extension,    with 


Fig.  397.— A,  Dislocation  of  the  Head  of  the  Radius  forwards;  b,   Dislocation  of  the  Head  of 
the  Radios  backwards. 


direct  pressure  upon  the  head  of  the  displaced  bone,  and  this 
would  seem  to  be  generally  efficacious.  Afterwards,  the  limb 
should  be  put  up  in  the  flexed  position,  or  it  has  been  advised 
that  the  fore-arm  be  kept  extended,  to  allow  the  tense  biceps  to 
pull  the  radius  forwards.  Should  fracture  of  the  external  condyle 
complicate  these  injuries,  the  parts  must  be  carefully  padded,  and 
great  care  and  gentleness  exerted  in  the  earlier  trials  of  passive 
movement. 

Dislocation  of  the  head  of  the  radium  outivards, — It  is  well  to 
look  upon  these  displacements  as  really  modifications  of  the  forwards 
or  backwards  dislocations.  Thus  the  head  of  the  radius  may  be 
thrown  outwards  and  forwards,  or  outwards  and  backwards.  The 
diagnosis  and  treatment  require  no  special  remarks. 
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Dl9i|>liirc'iiieiil  of  the  tieiid  of  ftif*  ritflluft  doift nnar^iv 
siil>lii%iiti4>it  of  the  krn*l  of  the  rndius.  — TliiH  m/ty  U  dr- 
scrilx'^d  as  a  jieculiar  conditiuii  of  the  elbow  found  in  yun^'  rlnJ-ir*'!), 
produced,  almost  always,  hy  lifting  them  up  by  the  iiHiiri  or  liruu 
or  dragging  them  along  by  the  hand.  Afterwarda,  it  will  W*  U^utvi 
that  the  child  keeps  its  ellniw  sb*^htly  flexed  and  thv  f-jrt'ann 
held  midway  ))etween  pronation  and  supination,  Tlie  patjrrjt  alv. 
complains  of  a-cute  piin  in  the  joint*  and  a  slight  pn*jecti«»rj  i*  irA 
fH)8teriorly  in  the  situation  of  the  head  of  the  radius.  If  tlw*  hiuia 
be  grasped,  the  elbow  flexed,  and  the  opp<7site  movement  tiiii4r  tt» 
the  position  the  bones  of  the  fore-ami  have  asHuuied^  su{Nti«ikNi  in 
pronation,  pronation  in  supination,  the  parts  will  ^  ■  n.  \^  re«torfd 
to  useful  nesa  and  movement,     An«?athetics  are  ^  jI  m  tlMW 

caHes,  as  movement  may  lie  unbearable.  If  a  slighi  pn>j«:H:tio€i  ol  l&t 
head  of  the  radius  can  be  made  out,  pressure  by  the  thumhs  alKrali 
be  made  iif>on  this  ut  the  same  time. 

Kumerous  pathological  explanations  have  hee^i  ffivrn  ol  Uitt 
little  accident.     It  has  been  attributed  to  a  hitch  lO  f  *  '  "    * 

tuljerosity  against  the  edge  of  the  ulna,  to  the  iu  '^aol  1 

of  the  supinator  brevis,  to  separation  of  the  epiphysis^  wbik  t 
authors  have  i-eferred  the  mischief  to  the  inferior  railic^-uliiar  jodnt 
The  more  probable  explanation  seems  to  be»  that  the  Iftxity  of  tli« 
ligaments  permit*^  the  head  of  the  radius  to  be  drawn  dowQW&rdi^ 
and  the  orbicular  ligament  slipping  upwartk,  a  fold  of  it  h^eomm 
interposed  l)etween  the  head  of  the  rmliufi  and  the  eoodflt 
(Perigarde,  J.  Hutchinson,  junior), 

C'omiioiiiid  difiloeatiotifi  of  tlie  elliow,  laterall|r  Mr  Imci^ 
wards,— Amputation  i'^  nutly  calleij  for,  unlen*^  t  he  uolt  part*  are 
exceedingly  dtimagetl  and  fractures  co-exiijU     Sli  ?i4fl  01 

the  skin  be  clean  cut,  j^iniple  reduction  shcmld  Ih  erw» 

excision  must  be  perform  eel,  and  then  the  bont*  mu-tt  be  fredj 
removed  if  the  surgteoii  wislies  to  obtain  a  suljf*e<iuently  movmble 
fore-arm,  Tlie  prognosis  of  these  injuries  as  i-egnnls  diuag«er  to  life 
IS  favourable,  though  fibrr>us  anchylosis  is  apt  to  ensue, 

Cangeiiital  distoeationii  of  Ibe  elbow»--The>iie  arr  mtii 
unknown,  especially  in  cases  of  "  monstroHitie^"  1  h-'^.^  ^^*a 
congenital  displacement  of    the  head  of    the  radius  in  l  '« 

of  the  same  child,  on  the  one  side  forwards,  on  the  oiin  i  xma^k- 
wards. 

Bislocation  of  the  inferior  radio^ulnar  articnlatioii.-^ 

ITidess  conibine<J  with  fracture  of  tht*  nwlius,  this  iii»l« ♦calioil  10 
80  rare  as  hanlly  to  merit  notice.  1  have  seen  sf\i'ntJ  auimt 
however,  of  pathi (logical  displacement  from  rheunmtoid  RrthritiiL 
The  accident  is  caused  by  violent  twisting  movemcrr  l 

The   internal    lateral    ligametit    is    ruptured,   the    tn  r- 

articular  fibn>cartilage  toni,  and  the  head  of  tij»  i  ;  i,  !-  'j 
thrown    liackwards   or    forwanls,    makes    an    obviuu^^    |r     i  n^ 

posteriorly  or  anteriorly.     Kecluction  seems  to  have  bet  i  :y 

effected  by  extension  and  counter-extension.     Well  pmJ* 
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or  plaster  of  Paris  dressing  must  Ije  afterwards  applied,  or  the  dis- 
placement will  return. 

Dislocations   of  the   wrist;   of  the   carpus   from   the 

radius.  Causation  and  classification. — Dislocation  at  the  radio- 
carpal joint  is  generally  caused  by  heavy  falls  on  the  palms  of  the 
hands.  It  seems  a  question  whether  a  Colles'  fracture  should  be  pro- 
duced or  a  dislocation,  but  the  bone  usually  gives  way.  The  bond 
between  the  radius  and  ulna,  by  the  powerful  triangular  fibro- 
cartilage,  is  very  strong.  The  numerous  tendons  which  surround 
the  wrist,  as  well  as  the  ligaments,  render  the  articulation  very 
secure,  and  not  likely  to  be  displaced.  Heavy  falls  on  the  back  of 
the  hand  may  drive  the  carpus  forwards.  The  displacement  back- 
wards Ls  the  more  common,  the  dislocation  forwards  exceptional, 
either  displacement  being  rare.  The  writer  has  seen  cases  of 
pathological  displacement  and  of  congenital  dislocation,  and  is 
inclined  to  think  that  accidents  dia^osed  as  traumatic  dislocations 


Fig.  398.  —  Dislocation  of  the  Carpus  backwards.    (After  Anger.) 

of  the  wrist,  are  really  instances  of  fracture  of  the  radius  low 
down,  or  separation  of  the  epiphysis.  Both  of  these  injuries 
closely  simulate  dislocation  when  the  lower  fragment  is  much  dis- 
placed. Compound  dislocations  of  the  wrist  from  machinery 
accidents  are  not  so  uncommon. 

Morbid  anatomy. — Tlie  anterior,  posterior,  and  lateral  ligaments 
are  more  or  less  torn,  the  tendons  displaced,  and  "  ploughed  up  "  from 
their  grooves ;  the  vessels  and  nerves  may  also  be  injured.  Fractures 
of  the  lower  ends  of  the  radius  and  ulna  may  be  discovered,  and 
where  the  lesions  of  the  soft  parts  are  very  extensive,  the  injury  is 
most  frequently  compound. 

Symptoms. — In  dislocation  of  the  carpus  backwards,  the  deformity 
is  much  like  that  of  Colles'  fracture  (Fig.  398).  There  is  a  dorsal 
prominence,  and  anteriorly  on  a  lower  level  is  another  prominence 
with  the  flexor  tendons  stretched  over  it.  The  whole  hand  is  thrown 
backwards,  and  the  fingers  are  flexed.  On  close  examination  it 
will  be  found  that  the  styloid  process  of  the  radius  is  in  its  normal 
position,  and  does  not  move  with  the  dorsal  protuberance  on  exten- 
sion and   rotation  of  the  hand.      The  symptoms  of  the  very  rare 
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furvr&rds  dispLaoement  axe  tbe  rererae  of  the  abovcL     Whm 
out.  gre^t  sweUIni^  the  smootli,  ixmukM  cxmloitr  ^lonrd   lij  tbe 
tipper  row  of  tlie  <!:arfNd  bones  can  be  plamlj  Mt,  uid  •hn  tbr 
ooncaLTe  surfaoefi  of  the  lower  ends  of  the  radios  and  vlaa.     Wbns 
tlie  injury  is  oompoond  tbe  diaignffTnii!  is  eaajr. 

IVMUmenl,— B«dttetion  id  eflfeoted  bf  €xtciiflk»   «»!  oooto' 
extension,  and  the  limb  Hptmt«d  carefully.    Tb«  sabMqoem  i 
is  exctf^sive,  and  great  care  must  be  taken  thnt  th^  fipSntB  m 
unduly  tight.     In  fourteen  day*  the  plastf  r  drauif « 

applied,  aiid  the  liiigers  moved  daily.     Mo^  f  iKe  wriil 

^  CQauneiioed  in  abnut  five  weektf.  Id  c^jfupmuwi  diiloctariflCi  f«> 
Bcctioii  of  the  protrtKling  boneas  may  be  neetlftilf  but  mmfnitalim 
ahoold  never  be  perfomied  unless  the  booea  and  aoft  parti  air  ma^ 
extensively  cruHhecL 

Dislocations  of  the  carpal  bones  from  each  oikir.— 

-AJtli**ugh  tbe  earpal  Ijones  are  so  stPLHigly  artk-uUt*>i.  ^iine  of  th«« 
■>*ve  been  foand  frum  time  to  time  j^parately  di^jj/nvi i^  ami  nmallf 
in  the  dorsal  direction.  Hamilton  has  found  no  mo^  liiiliw  ni'tm 
of  the  carpal  bonea,  except  in  tlie  case  of  tiw  m  maaan^  pmlam 
^tiH  semi-lunar.  These  injuries  may  be  eompoutid,  «a  mm  m 
'^Mfccfainery  accident«i  and  guni^hot  wound*  The  dii^ro«*«*  is  K»  b 
'HAde  liy  obaerring  an  abnormal  dorsal  ilioft  nl 

on€?  of  the  bones,  and  care  must  W  u  uji  »U^ 

a  thiek- walled,  deeply-seated  (Ejanglion.  Kedaction  may  br  ^'MHI 
"J  direct  pressure,  and  in  compound  injunea  remoTal  of  thff  i^H 
placsed  Ijone**  is  usually  the  wisest  course  to  pursue. 

r^,    IKBlocations  of  the  metacarpal  bones  fh»m  the  carpus.'^ 

A  He    n»eta<au-pal  bone  of  the  thum^  may  be  thrown  bat-k^ard*  j^ 
tor^9ira>rdH   from  the  trapezium,  and  more  rarely  one  or  ition*  <>f  ' 
»ietacarpal    bones  may   ^m^  displaced   Ijackwanin  or  forwrnnln, 
plet-ely    or    ineoinpletely.     8uch  a  thi-  rr*tilt   of 

blowB,  twi^te^  and  especially  maci  Th*-«*  rliilii 

«;Jje   apt   to  he  ovt?Hooked^  oipecially  wUr* 
»^y   are    to  lie  diagnos^  b\'  the  undtir  i 
anteriorly,  of  tbe  l^ie  of  theWtacaq 
«iunib   by  the  axiti-  and  lo8s  of  mr.l 

*▼  nen   seen  early  tber  can  W  reduccft  bv  tiirrct  extenuwju. 
wmpotind,  the  ends  of  the  bone*!  nmv  lieVesectecL 

boTi    ^^^^^^^^^^    of    the    phalanges   from    the    met 

d1  I  *  ^^d  from  each  Other.^  Any  of  th«^  phalange*  may  U 

P^^otxl    frijna    tb*?   metacar}»al  bones  *>«t  the  injurv  is  roost  o 
Y     imp,>rt4Mit    in    tbe    thumb,    index   and    littlV    finipm. 
ui>L^^u*^.  *^^     tteually    backwards,    the    phalanx     beinif 
I'UwdH-^i       '^*'^    ^^   the   melacjirpal   bone.     Dorsal.  pahiiar.Ti^ 
TbeuT*^   i!^^^^'*^  ^'^  *^***  wKond  or  last  phalaogea  ar?  also  frugnd. 
P^nlJnC^  PMJanx    in  mmt  ctmirn  -<i,  eapetallv  the  laat 

^«^l    or    II      *^         **uniK,  und  tb»*  i  of  thU  accident  ba 

'^^    on    t^K..    ^^,1   ^   tij^.  ,ij^,t^  ^i,,,|i 

kgnottia  of  th<'Ht*  injuries 


,      or    hi,^ 
cricket- 1^1 


^n    tht? 


ta  inUkted  b?  »: 
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399.— Dislocation  of  the  first  Plialanx  of  the 
Thumb  backwards.     (After  Anger. ) 


are  to  be  treated  by  direct  extension  under  anaesthetics.  If 
inseparable  difficulties  be  found  in  their  reduction,  an  antiseptic 
incision  should  be  made,  re- 
sisting structures  divided, 
and  the  bones  replaced.  If 
compound,  the  articular  ends 
may  need  resection.  Dis- 
location of  the  first  phalanx 
from  the  metacarpal  bone  of 
the  thumb  requires  special 
mention,  on  account  of  the 
difficulty  described  as  met 
with  in  reduction.  I  have 
found  as  much  difficulty  in 
reduction  of  dislocations  of 
the  first  phalanx  in  some  of 
the  other  digits,  as  in  the 
case  of  the  thumb. 

Dislocations  of  the 
metacarpo  -  phalangeal 
joint  of  the  thumb.— In 

the  large  majority  of  cases, 
the  phalanx  is  displaced 
Imckwards,  and  the  head  of 

the  metacarpal  lx)ne  bursts  through  the 
glenoid  ligament,  l^etween  the  two  heads 
of  the  flexor  brevis  poUicis,  containing 
the  sesamoid  bones  which  embrace  its 
neck  (Figs.  399,  400).  The  prominence 
of  the  head  of  the  metacarpal  bone  may 
be  felt  anteriorly,  and  the  base  of  the 
displaced  phalanx  dorsal  ly.  The  phalanx 
is  flexed  dorsally,  forming  an  obtuse  angle 
with  the  metacai'pal  lx)ne.  The  obstacles 
to  reduction  are  said  to  l^e  the  constric- 
tion of  the  neck  of  the  metacarpal  bone 
by  the  short  flexor  tendons  ;  but  I  am 
inclined  to  believe  that  torn  and  twisted 
portions  of  the  glenoid  ligament  inter- 
vening, and  l^eing  wrapped  round  the 
neck  of  the  bone,  are  potent  causes  of  the 
undoubted  difficulty  found  in  the  treat- 
ment of  this  displacement. 

To  relax  the  ligaments  and  the  short 
flexor  tendons  as  much  as  possible,  the 
metacarpal  bone  should  he  strongly  ad- 
ducted,  and  the  base  of  the  phalanx  pushed  forwards  with  the 
thumb  of  the  hand  that  gi'asps  the  metacarpal  region.  The  displaced 
phalanx  should  be  strongly  drawn  at  first  in  the  direction  of  the 


Fig.  400.— Appearance  in  Dorsal 
Dislocation  of  the  first  Phalanx 
of  the  Thumb. 
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displacement — i.e.  in  dorsal  flexion — and  aa 
it  should  lie  brought  towards  the  palm,  sti 
By  adduction  of  the  metacarpal  bone,  and  t 
the  opening  between  the  heads  of  the  shorl 
neurotic  stnictures  gapes,  and  on  extendi] 
slips  backwards  and  the  base  of  the  ] 
effecting  reduction.  The  common  error  i 
tion  is  to  exercise  direct  extension,  before 
traction  on  the  phalanx  in  dorsal  flexion, 
impossible,  open  arthrotomy  should  be  at  on 


Fig.  401.— Dislocation  of  the  Thumb.    Tnction  on  the  dl 

American  forceps. 


incision  on  the  palmar  aspect  Resisting 
ligaments  or  the  short  flexor  tendons,  may  1 
with  a  fine  hook,  and  thus  reduction  be  el 
base  of  the  phalanx  may  be  excised.  I  woi 
in  preference  to  subcutaneous  tenotomy ; 
reduce  this  dislocation  on  more  than  one  ( 
operator  had  divided  the  structures  round  th 
so  freely  and  repeatedly  that  there  appe^ 
much  traction  be  required  in  dislocation; 
"  American  forceps"  (Fig.  401),  the  "  Indian 
made  with  a  soft  l)andage,  are  useful  adjun< 
elongated  cone  terminating  in  a  cord,  an 
"When  applied  to  the  finger,"  says  Han 
tightly,  forming  a  cap  to  the  extremity,  and 
;er ;  but  on  traction  being  made  from  tb 
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itself  to  the  limb  with  uncompromising  grasp."  The  advantage  of 
this  apparatus  is  the  equable  pressure  it  exerts,  and  it  readily  drops 
off  on  releasing  extension. 

Dislocations  of  the  bones  of  the  pelvis.  General  remarks. 
— In  consequence  of  the  great  strength  and  breadth  of  the  pelvic 
articulations,  displacements  are  rare.  Many  cases  cited  as  disloca- 
tions are  really  fractures,  portions  of  bone  being  torn  away  by  the 
powerful  ligaments.  These  accidents  are  produced  by  violent 
crushes.  Dislocations  at  the  pubic  symphysis  have  been  caused  by 
forcible  separation  of  the  thighs,  and  also  by  prolonged  and  difficult 
labours,  especially  in  contracted  pelvis.  The  bone  is  generally  torn 
away  from  the  inter-articular  cartilage.  All  these  injuries  may  be 
complicated  by  lacerations  of  the  urethra  or  pelvic  viscera,  or  great 
veins.  The  treatment  is  practically  that  of  fractured  pelvis.  The 
parts  should  be  manipulated  into  position  by  extension  and  pressure, 
and  a  broad  pelvic  belt  should  be  worn,  with  rest  upon  a  hard, 
flat  mattress  for  six  weeks  to  two  months.  Dislocations,  usually 
partial,  of  the  coccyx  from  the  sacrum  are  found ;  but  this  injury 
will  receive  notice  in  the  article  on  Injuries  of  the  Spine  (Art. 
XXXVIIL,  VoL  II.). 

Dislocations  of  the  hip.  Cansation  and  classification. 
— Dislocations  of  the  hip  are  usually  produced  by  great  violence,  and 
are  more  common  in  males  during  active  adult  life,  between  thirty 
and  sixty.  The  accident  may  occur,  however,  in  infancy  or  extreme 
old  age.  ^  On  account  of  the  depth  of  the  acetabulum,  the  strength 
of  the  ligaments,  and  the  protected  position  and  deep  situation  of  the 
articulation,  clothed  round  with  muscles,  dislocations  of  the  hip  are 
far  more  rare  than  those  of  the  shoulder.  In  exceptional  instances 
these  displacements  are  produced  by  slight  causes  in  those  who  have 
lax  ligaments.  Some  contortionists  possess  the  power  of  dislocating 
the  joint  at  will.  Congenital  dislocations  of  the  hip-joint  are  com- 
paratively common,  and  so  are  displacements  from  softening  of  the 
capsule  and  ligaments  in  inflammatory  or  pysemic  aflections.  The 
displacements  of  the  hip  in  such  conditions  as  acute  ataxia  and 
rheumatoid  arthritis  are  associated  with  considerable  osseous 
changes,  and  should  hardly  be  classified  as  true  dislocations.  The 
literature  of  dislocations  of  the  hip  shows  that  a  considerable 
number  of  traumatic  displacements  may  occur.  There  is  good 
reason  to  say  with  Bryant  that  the  heid  of  the  femur  may  be 
displaced  anywhere  in  the  immediate  vicinity  of  the  acetabulum. 
I  may  also  point  out  that  the  greatest  variety  must  occur  in  the 
lesion  or  extent  of  lesion  found  in  the  muscles,  tendons,  and  liga- 
mentous structures  in  these  cases.  The  directions  and  nature  of 
the  great  forces  producing  dislocation  may  also  modify  the  described 
portions  of  the  limb ;  and  so  especially  may  concomitant  fractures 
of  the  pelvis.  Such  considerations  may  well  account  for  some  of 
the  discrepancies  found  in  the  description  of  these  accidents  by 
authors,  and  of  the  appropriate  methods  of  treating  them  by 
manipulation.  Every  surgeon  of  experience  has  met  with  cases  of 
w  w 
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dislocation  of  the  hip  which  differed  notably  in  one  or  more  sjnip- 
toms  from  the  ordinarily  received  descriptions ;  and  the  reader  would 
do  well  to  look  upon  the  explanations  of  the  four  more  cmnmnB 
dislocations  of  the  hip  as  bemg  typical,  and  guides  to  the  subject 
in  that  sense  only.  The  belief  that  certain  positions  and  symplomf 
must  inevitably  occur  in  these  accidents,  may  lead  to  woefol 
mistakes  in  practice. 

Arranged  in  order  of  frequency,  the  dislocations  of  the  hip  msj 
be  thus  classified  :  (1)  Dislocation  backwards  and  upwards  on  to  the 
dorsum  ilii;  (2)  Dislocation  backwards  into  the  vicini^  of  (be 
sciatic  notch ;  (3)  Dislocation  downwards  and  forwards  into  the 
obturator  foramen;  (4)  Dislocation  forwards  and  inwards  on  to 
the  pubes. 

MecliaBlsni  •f  distocatiOBS  •f  tlie  Mp. — ^The  ci4»ule  d 
the  hip-joint  is  strongest  anteriorly  and  superiorly.  Anteriorly  a 
fan-shaped  band  of  dense  and  extremely  strong  fibres  paosCT  from  the 
anterior  inferior  iliac  spine  to  the  front  of  the  lesso-  titwluuiter  and 
the  anterior  inter-trochanteric  line.  This  part  ci  the  capsule  has 
received  the  name  of  the  Y-ligament  (Bigelow).  All  the  capsule 
connected  with  the  front  of  the  femur  is  exceedingly  strong,  while 
that  connected  with  its  back  is  weak.  The  o^ule  attached  to  the 
lower  and  inner  aspect  of  the  acetabulum  is  thin  and  weak.  The 
strongest  and  deepest  part  of  the  acetabulum  is  above  and  posteriorly, 
just  where  the  capsule  is  strongest.  The  shallowest  and  weakert 
part  of  the  acetabulum  is  below,  near  the  transverse  notch,  where 
the  capsule  is  also  thin  and  weak. 

If  the  femur  be  adducted,  the  head  of  the  bone  passes  into  the 
deepest  and  most  secure  part  of  the  cavity.  If  the  fdnur  he 
abducted,  and  especially  if  it  be  rotated  inwards  at  the  same  time, 
it  presses  upon  the  weakest  part  of  the  capsule,  and  tends  to  slip 
over  the  incomplete  rim  of  the  here  shallow  acetabulum.  The  round 
ligament,  which  varies  much  in  consistence  and  strength  in  different 
indiWduals,  in  excessive  adduction  is  tense,  in  abduction  slack,  and 
any  sudden  Wolence  may  rupture  it  or  tear  it  away  from  its  con- 
nections. From  anatomical  considerations,  therefore,  we  shall 
expect  the  head  of  the  bone  primarily  to  leave  the  capsule  tn/erioriy 
in  all  dislocations  of  the  hip. 

The  examination  of  museum  specimens,  and  the  evidence  of 
dissections,  support  the  above  anatomical  considerations.  The  rent 
in  the  capsule  being,  in  the  vast  majority  of  cases,  extensive,  and 
starting  inferiorly  near  the  transverse  notch  of  the  acetabulum, 
spreads  towards  the  back  of  the  neck  of  the  femur. 

Experiments  on  the  cadaver  show  that  in  forcible  abduction  the 
head  of  the  bone  passes  out  inferiorly,  and  is  lodged  in  the  obturator 
foramen,  which  may  be  looked  upon  as  the  first  position  ol  the 
femoral  head  in  dislocations  of  the  hip.  Elxperiments  upon  the 
cadaver  must,  however,  be  accepted  with  caution,  since  no  one  can  tell 
the  various  forces  that  may  be  at  work  in  any  given  case  of  accident ; 
and    the  secondary   contractions    of    the    muscles,    so   important 
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in  dislocations,  is  of  coui*se  absent.  The  head  of  the  bone  having 
ruptured  the  capsule  inferiorly,  and  passed  into  the  obturator 
foramen,  what  is  to  determine  its  further  course  1  The  answer  to 
this  question  will  be  found  in  the  position  of  the  limb,  the  dii'ection 
and  continuation  of  the  force,  aided  by  the  contraction  of  the 
muscles.  If  the  abducted  femur  be  iiexed  and  rotated  inwards,  the 
head  of  the  bone,  which  it  may  be  femembered  is  always  opposite 
the  internal  condyle,  will  pass  from  the  obturator  foramen  backwards, 
and  if  the  force  be  continued  in  flexion  of  the  thigh,  will  also  pass 
upwards.  Thus  are  produced  the  dislocations  into  the  vicinity  of 
the  sciatic  notch,  and  the  dislocation  on  to  the  dorsum  ilii  in  more 
advanced  forms.  The  more  the  thigh  is  flexed  and  rotated  inwards, 
the  more  will  the  head  of  the  bone  pass  directly  backwards,  and  if 
the  flexion  be  acute  enough,  and  the  force  continue,  there  is  no  reason 
why  the  head  of  the  bone  should  not  pass  l)ack wards  and  actually 
downwards  towards  the  tuber  ischii.  In  moderate  flexion  of  the 
thigh  with  inward  rotation,  the  head  of  the  femur  will  plough  its 
way  upwards  and  backwards  from  the  obturator  foramen  to  the 
dorsum  iliL  According  to  this  view,  all  Imckward  dislocations  of 
the  hip  are  primarily  below  the  tendon  of  the  obturator  intemus, 
and  there  is  no  need  of  the  classification  of  Bigelow,  of  dislocations 
above  and  below  the  tendon,  since  the  dislocation  above  it  cannot 
primarily  occur. 

That  this  is  the  correct  explanation  of  the  mechanism  of  disloca- 
tions of  the  hip,  as  argued  by  Fabbri,Tillaux,  Coote,  and  more  recently 
with  undeniable  force  and  clearness  by  Morris,  it  is  idle  to  deny.  •  At 
the  same  time,  it  is  possible  that  in  exceptional  circumstances  the 
head  of  the  bone  may  be  thrust  through  the  posterior  part  of  the 
capsule,  beneath  the  strong  superior  fibres  by  direct  violence.  In 
such  cases  the  lip  of  the  acetabulum  is  usually  broken,  a  portion  of 
bone  being  carried  away  with  the  capsule,  attached  to  the  neck  of 
the  femur.  MacCormac,  however,  cites  one  case  of  direct  back- 
ward dislocation  without  fracture,  and  the  clinical  evidence  of  this 
accident  is  sometimes  very  suggestiva  I  have  seen  the  cases 
of  two  men,  sitting  in  a  railway  carriage,  with  the  right  leg 
crossed  over  the  left,  in  the  position,  therefore,  of  flexion  and 
adduction.  The  carriage  was  smashed  in,  and  both  of  them  sus- 
tained dorsal  dislocations  of  the  femur,  with  a  large  hematoma  on 
the  front  of  the  knee,  marking  the  application  of  the  force.  In 
such  cases,  the  inference  that  the  head  of  the  femur  is  thrust  out 
through  the  posterior  part  of  the  capsule,  is  strong.  There  was  no 
fracture  in  either  of  these  cases,  which  were  treated  by  the  ordinary 
methods  of  manipulation  with  success.  The  advocates  of  the  first 
theory  would  here  object,  that  though  the  thigh  was  adducted,  the 
pelvis  might  have  been  violently  abducted  during  the  crushing  force, 
and  so  the  head  of  the  bone  would  really  burst  through  the  capsule 
inferiorly. 

In  the  present  state  of  our  knowledge  it  is  safe  to  assume 
that,  in  the  vast  majority  of  cases,  dislocations  of  the  hip  are 
w  w  2 


996 


DISLOCATIONS, 


/ 


/. 


primarily  dow^nwiiitls.  Direct  Imckward  dislocations  ,tr  -^  ni nlly 
aa«iiciatefi  with  fracture  of  tlie  rini  uf  the  acetabultim  :  iJ-i  :  i  '  ma 
displacement  can  take  place  without  fracture  i.s  onJy  ti  v 

scanty  pathological  pr*:M>f,  and  liy  clinical  observation.  \<  t 

dissection,  may  prove  erroneous.      Primary  direct  donsal  tiijuliH^tion 
alK>ve  the   tendon   of  the  obturator  internuH  cannot  rjccur  withfrnt 
fnwHure,  jsince  here  the  hea/i  of  the  Ixme  encount-era  th»' 
of  the  acetabulum,  and  part  of  the  8tn>nj2^est  |xirtion  of  th» 

Ot»«itnclr<i  ta  rfMliiction,  c! 
pectin lly  In  baekuarii  ili«4t»rj 
tfonn* — The  upper  and  antevior  part 
of  the  capHule  1>«Mng  of  estfoiw 
power,  is  rendered  t€nj9e  on  «zImi* 
sion,  but  18  relaxed  on  flexioiu  Tlw 
tension  of  the  uiit</rn  part  oi  the 
capHule  i«  one  of  the  grvmi  ohstadM 
in  drawing  the  heml  ctf  the  ftsmtr 
Itack  to  the  aeetabuluiiL  A  flap  ol 
torn  cap«ule  freqaently  beoocwMi  iii- 
tf'rposed  lietween  the  ac^tAbulmn  and 
the  head  of  tlie  femur.  The  Ii6«d  ol 
the  bone  liein^  thnist  through  or 
among  the  short  rotator  tiia»c]e%  id 
often  tightly  girt  by  thetn  aod  by 
tendinous  fibres.  The  tendon  i>^  •^- 
of>turatL»r  extemu^t  if  not  rupr 
may  bind  du^ti  the  neck  of  the  fefuur 
like  a  corri,  and  the  i?reat  «<!»ai! 
nerve  also  may  lie  eiit  All 

such  structures  a«  the*s<  _    i«^M 

in  direct  extension,  and  givikt.  *  - 
is  needful  to  "overcome  th*?ir  r»  -  = 
ance,"  or,  in  other  woixift,  to  teur,  aad 
pull  the  hearl  of  the  Ixine  iwm 
amongst  thfin.  Hence  the  import- 
ance of  free  flexion  to  relax  Huch  bnjxirt^nt  reaistant  HtrucUtre*  tf 
those  enumerated. 

C!oiidiiion  of  th<*  noil  pnirl!^  iti  l»aefcwar«l  dl«l«r«ttoa» 
oftlK^  ttt|»» — It  has  already  l>een  ptiinted  nut  that  the  rent  ol  ite 
capHule  is  interiorly  near  the  transverse  notch.  The  tear  is  onoallT 
an  extensive  one»  and  extends  towards  the  posttrior  suf&ioe  of  Ikfr 
fffmoral  neck,  the  capsule  lx*ing  torn  frt>m  the  fenmr  p<i«%t4*riiiriy»  mmd 
not  from  the  acet^ibulum,  where  it  is  eomjvaratively  «^tro7^ir,  Tlw 
short  rotator  muscles,  the  obturators,   i]uadi7ittis  *^bi  Mid 

pyrifonnis    are   torn    or  violently  stret^^ierb      The    t*  if   tW 

obtumtor  internus  usually  remains  intact,  but  in  marked  emBca  all 
these  muscles  may  l>e  c<imp!etely  Iacemt^?d.  The  peotineas  ia  |pMie- 
rally  torn,  the  psoas  and  iliacus  are  greatly  stret<!hed.  Tlie  gmit 
sciatic  nerve  may  l^  contused  or  oven  lacemted,  and  ia  €reC|Qcniiy 


< 


Fig.   402.— DUlocalion    ot   tht    Periiur 
b«ck«r»nlA, 
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pressed  upon  by  the  head  of  the  bone,  or  looped  round  its  neck.  The 
head  of  the  bone  ploughs  its  way  beneath  the  glutsei,  but  it  may 
lacerate  them  extensively.  The  greater  the  violence,  the  farther  the 
head  of  the  bone  ascends  on  the  dorsum,  the  more  extensive  will  all 
these  lesions  be.  The  ligamentum  teres  generally  tears  a  scale  of 
bone  away  from  the  femur,  or  may  itself  be  torn. 

1.  DislocatiOB  upwards  and  backwards  On  to  the 
dorsum  illi  (Figs.  402,  403).  Causation, — This,  the  most  common 
dislocation  of  the  hip,  is  produced  by  such  accidents  as  heavy  falls 
during  abduction  of  the  thighs,  and  especially  when  masses  of  metal 
or  earth  of  great  weight  fall  on  the  back  when  the  thighs  are  abducted 
and  flexed.  This  accident  may  also  occur  from  the  violent  wrenches 
and  twists  of  great  machinery  or  railway 
accidents. 

Syviptoms, — The  limb  is  shortened  to 
an  extent  corresponding  to  the  height  the 
head  of  the  bone  has  ascended.  This  is  at 
least  an  inch  and  a  half  or  two  inches. 
The  limb  is  flexed,  adducted,  and  rotated 
inwards,  so  that  the  knee  points  across 
the  lower  third  of  the  opposite  thigh,  and 
the  ball  of  the  great#toe  on  the  doraum  of 
the  sound  foot.  There  is  a  marked  ap- 
pearance of  widening  of  the  buttock,  the 
trochanter  being  turned  forwards,  and  ap- 
proximated to  the  anterior  superior  spine 
above  the  line  of  N^laton.  The  ilio-tibial 
fascia  is  relaxed,  because  of  the  approxi- 
mation of  the  trochanter  to  the  anterior 
superior  spine.  On  feeling  deeply  in  the 
groin,  the  femoral  vessels,  instead  of  beat- 
ing in  evident  relief,  will  sink  backwards 
into  a  hollow,  and  in  thin  subjects  the  rim  of  the  acetabulum  may 
even  be  felt.  This  is  a  symptom  of  great  value.  The  fold  of  the 
buttock,  on  posterior  inspection,  is  seen  to  be  raised.  There  is  con- 
siderable fixation  of  the  limb,  which  can  only  be  slightly  flexed, 
adducted,  and  rotated  inwards.  Moderate  traction  fails  to  draw  the 
limb  down  to  its  proper  length,  a  valuable  differential  diagnostic  sign 
from  fracture.  Under  anaesthesia,  the  head  of  the  bone  may  be  felt 
in  the  buttock. 

Treatment, — This  should  be  undertaken  as  soon  as  possible. 
The  patient,  being  laid  perfectly  flat  on  a  hard  mattress,  is 
deeply  ansesthetised  with  ether.  The  surgeon  flexes  the  leg  on  the 
thigh  to  relax  the  hamstrings  and  great  sciatic  nerv^e.  Continuing 
flexion,  he  bends  the  thigh  on  the  pelvis  until  resistance  is 
encountered.  As  the  thigh  is  bent  up  it  is  carried  towards  the 
pubes  in  slight  adduction.  This  manipulation  relaxes  the  untom 
part  of  the  capsule  or  ilio-femoral  ligament,  the  tension  of  which 
produces  inversion.     The  thigh  is  now  abducted  to  bring  the  head  of 


Fig.  403. -Dorsal  Dishxyitionof  the 
Hip.     (After  Pick.) 


DISLOCATIONS   OF  THE  HIP.  999 

such  manipulations  by  the  hands  of  assistants,  or  a  broad  padded  belt 
fastened  to  staples,  or  strongly  strapped  round  the  bed  (Fig.  405). 
Provided  the  thigh  be  well  flexed,  considerable  force  may  be  exerted 
upon  it  by  traction  to  lift  the  head  of  the  bone  into  the  acetabulum. 
Should  manipulations  fail,  they  may  again  be  repeated  on  another 
occasion.  There  is  seldom  any  difficulty  in  reducing  a  recent 
dislocation  by  manipulation  if  deep  ether  anaesthesia  be  induced. 

Old  dislocations  of  the  /emur  backwards. — When  the  displace- 
ment has  been  left  unreduced  some  weeks  or  months,  great  difti- 
culties  may  be  experienced,  and  I  would  not  attempt  to  lay  down 


Fig.  406.— Unreduced  Backward  Dislocation  of  the  Hip.    The  acetabulum  is  filled  up  and  a 
new  cavity  is  formed  on  the  dorsum  ilii.    The  head  of  the  femur  is  altered  in  shape. 

any  time  as  to  when  it  is  right  to  attempt  reduction.  It  may 
be  pointed  out  that  (1)  manipulation  is  at  least  as  likely  to  suc- 
ceed as  the  use  of  pulleys  or  violent  extension.  (2)  That  the  age, 
vigour,  and  occupation  of  the  patient  must  be  considered  (3)  That 
manipulations,  thougli  they  may  fail  in  reduction,  improve  the  case 
by  breaking  down  adhesions.  (4)  That  violent  manipulations  may 
cause  such  accidents  as  injuries  to  the  sciatic  nerv^e  or  vessels,  ex- 
tensive extravasation  of  blood  and  diffuse  abscess,  or  fracture  of  the 
neck  of  the  femur,  the  limb  becoming  mobile  and  everted  with 
obvious  crepitus.  This  latter  accident  I  have  myself  witnessed. 
It  would  seem  safer  in  these  cases  to  attempt  reduction  by  freely 
exposing  the  parts  by  a  long  incision  posteriorly,  and  after  dividing 
resistant  structures  to  replace  the  head  of  the  femur.  Excision 
of*  the  displaced    head    is    also    easily    and    certainly    performed, 
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Treatment. — A  sciatic  dislocation  is  to  be  treated  in  the  same 
manner  as  a  dorsal  displacement.  Lifting  the  head  of  the  bone  with 
abduction  and  external  rotation  is  very  useful.  Too  forcible  abduc- 
tion will  land  the  head  of  the  bone  in  the  thyroid  foramen. 

Backward  dislocations  complicated  by  fracture. — In  extreme 
cases  of  this  nature  the  pelvis  may  be  splintered  into  fragments. 
The  most  interesting  complication  is  direct 
dorsal  dislocation  with  fracture  of  the  rim 
of  the  acetabulum,  or,  as  related  by  Bir- 
kett,  the  head  of  the  femur  may  be  frac- 
tured as  well,  a  portion  remaining  in  the 
acetabulum.  This  accident  may  Ije  sus- 
pected by  the  detection  of  crepitus,  and  a 
tendency  to  reproduction  of  the  dislocation, 
which  persistently  occurs  unless  a  weight 
be  affixed  to  the  foot  and  leg.  Fracture 
of  the  shaft  of  the  femur  with  dislocation 
is  very  rara  If  the  case  be  seen  early, 
under  deep  anaesthesia,  manipulation  of  the 
upper  part  of  the  shaft,  with  pressure  on 
the  displaced  head,  may  perhaps  bring  about 
reduction.  I  see  no  reason  why  the  method 
of  McBurney,  as  advised  in  similar  in- 
juries of  the  shoulder,  should  not  here  be 
applicable.  Extension  of  the  thigh  is,  of 
course,  useless ;  and  if  the  shaft  of  the 
femur  is  allowed  to  unite  firmly,  it  will 
probably  be  then  too  late  to  reduce  the 
dislocation. 

Especial  difficulties  in  diagnosis  of 
backward  disloccUions.  —  Traumatic  back- 
ward dislocations  of  the  hip  have  to  be 
diagnosed  from  (1)  impacted  inverted  frac- 
ture ;  (2)  separation  of  the  upper  femoral 
epiphysis ;  (3)  old  hip  disease ;  (4)  rheu- 
matoid arthritis  with  deformity ;  (5)  con- 
genital displacement. 

In  impacted  inverted  fracture,  examined 
under  ansesthesia,  there  is  free  movement. 
The  femoral  vessels  have  not  receded  into 
a  hollow.     The  ilio-tibial  band  is  markedly 

slackened  in  fractures  of  the  neck  of  the  femur.  Crepitus  from 
some  giving  way  of  the  impaction  will  probably  occur  during 
manipulation,  and  the  limb  will  become  everted.  Should  the  great 
trochanter  be  fractured  and  drawn  away,  it  may  be  mistaken  for 
the  head  of  the  femur  on  the  buttock ;  but  crepitus  can  usually  be 
detected- 
Separation  of  the  upper  epiphysis  may  be  suspected  in  a  person 
under  the  age  of  eighteen  years,  and  the  younger  the  patient  the 

WW* 


Fig.  408.— Sciatic  Dislocation  of 
the  Hip. 
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more  probable  is  the  txxuri'ence  uf  what  in,  alter  all,  an  exorpCJbnal 
accident.  Eversicm  of  the  fo<jt  is  oliservecl  in  these  accidentii,  witli. 
of  course,  free  mobility  under  aniesthesia,  and  any  shortening 
bp  removed  by  drawing  down  the  limb.  On  relaxing  trncti 
the  shtulening  and  deft^rmity  are  reproduced.  The  line  of  »e] 
tion  lies  wholly  within  the  eapsule. 

Okl    hip  di^eaHe,    or    etingetiital    dinplacement,    can    1 
mistaken  fur  traumatic  hip  dinloca tion.     Errors  in  these  ' 
usually  occur  when  a  fierson,  the  subject,  let  u«  say,  of  an  uid  Ui>. 
placement  of  the  hip  from  pyiemic  intlaziimation,  gets  a  hmvr  fall 
on  the  part,  and   is  afterwards  incoherent  from  alcol: 
comitant  head  injury.     It  may  then  l>e  hastily  assuN  i 

displacement  t^   recent.     A  warning   of  this  error  iB   siUiicieKt  to 
guartl  the  reader  against  cumniitting  it. 

In  rheumatoiil  arthritis,  the  history  of  long-continued  pain  mid 
lameness  and  the  peculiar  crepitus  will  bowq  sa  Udcsful  guidra. 
Such  caaes  are  far  more  likely  to  be  mistaken  for  fmcturej*  than 
dislocations. 

Anonutlous  backward  dislocatunis. — The  head  of  the  feiuur 

he  ju8t  below  the  anterior  supmor' 
spine  and  above  the  anterior  inferior 
spine,  the  trochant^er  being  turned 
liackwaixls  and  sunk  into  a  hollo w« 
This  is  termed  the  suprMfillKNIfl 
dislocation.  The  head  of  tbe  ' 
has  also  lieen  found  just  ahore 
acetabulum^  and  has  passed  \mc\ 
wards  and  downwards  to  the  tuber 
ischii.  In  all  thejk?  cases  the 
of  the  bone  can  be  felt  by  ma 
lation  under  anaesthetics*  There 
considerable  shortenings  and  in  tke 
dislocjition  downwards  and  back* 
wards,  much  tlexion  uf  die  tliigli 
across  the  middle  uf  the  thigh  iil 
the  sound  side.  In  thf?  supn^ 
spinous,  and  even  in  mm 
rently  ordinary  dorsal  disl* 
eversion  sometimes  occurs^  and 
case  thus  much  resembles  a  fractu 
Eversion  has  been  attributed  to  a 
continuation  of  tiie  force  violently  rotating  the  limb  outwarrb 
after  tlie  head  of  the  bone  hjis  reached  the  dorsum  and  rupturing 
some  of  the  tiliren  of  the  i]ii>femoral  ligament^  U]H>n  the  temsititi 
of  which  inversion  depends.  These  cases  are  tx>  lie  diagnosed 
from  fracture  by  the  aWence  of  crepitus,  the  sunken  poaitlaD 
of  the  trochanter,  the  irupoBsibility  of  bringing  the  limb  to  ita 
pnjper  length  by  tnvction,  and  the  detection  of  the  head  of  tlii 
femur  in  an  almormal  |»oaitioii.     In  the  treatment,  the  bead  of  lilt 


I 
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Fig.  409.— Obtumtor  DUlocsUoo  vt  tlic 
Uifi.    (After  Pick.) 
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bone  should  be  brought  as  close  to  the  acetabulum  as  possible  by 
flexion  and  traction,  and  then  the  ordinary  manipulation  methods 
should  be  applied. 

3.  Dislocation  doimivards  and  fori¥ards  Into  the  obtu- 
rator foramen  (Figs.  409  and  410).  Condition  of  soft  parts. — The 
capsule  is  torn  inferiorly,  and  the  rent  extends  forwards  and  upwards, 
instead  of  backwards  and  upwards, 
as  in  the  case  of  the  posterior  dislo- 
cations. The  ligamentum  teres  is 
torn  away  from  the  femur.  The 
adductors,  pectineus,  and  gracilis 
from  the  abduction  of  the  femur  are 
excessively  tense  and  often  lacerated. 
The  ilio-psoas  tendon  is  exceedingly 
tense  ;  the  glutei  and  obturator  in- 
temus,  with  the  gemelli  and  pyri- 
formis,  are  much  stretched.  The 
head  of  the  bone  lies  on  the  obtu- 
rator extemus  muscle,  pressing  upon, 
tearing  or  stretching  the  obturator 
nerve. 

Cawiation. — Tliis  is  essentially 
the  accident  of  extreme  abduction. 
As  has  been  explained,  the  first 
position  of  the  head  of  the  bone  is 
downwards.  If  it  move  a  little 
forwards,  a  thyroid  dislocation 
occurs.  This  displacement  can  be 
readily  manufactured  in  the  cadaver 
by  violent  abduction.  In  practice 
it  will  be  found  to  be  caused  by 
such  accidents  as  falls  with  the  legs 
widely  apart,  or  stepping  with  one 
foot  on  to  a  boat  which  suddenly 
moves  away  from  a  pier.  So,  heavy 
weights  falling  upon  the  back,  when 
the  limbs  are  widely  abducted,  may 
produce  an  obturator  dislocation. 

St/mptorns, — The  thigh  is  a  little 
flered,  abducted,  with  the  foot 
pointed  forwards  or  everted   (Fig. 

410).  There  is  lengthening,  but  this  is  seen  to  be  apparent  only 
from  the  tilting  of  the  pelvis.  In  some  cases,  true  lengthening  is, 
however,  found.  Two  marked  signs  are  the  tension  of  the  ad- 
ductor longus,  which  stands  out  like  a  tight  cord,  and  the  deep 
hollow  left  externally  by  the  sinking  inwards  of  the  trochanter. 
The  fold  of  the  buttock  is  lowered,  and  much  pain  is  complained  of 
in  the  course  of  the  obturator  nerve.  The  head  of  the  l)one  may  or 
may  not  be  detected,  according  to  the  extent  it  is  thrown  inwards. 


Fig.  410.— Obturator  Dislocation  of  the 
Hip. 
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Treattuent,^  Flex  tlie  leg  on  the  thigh,  and  thf^  thigh  on  the  ptlvji 
in  slight  alxiuction;  adduct  the  thigh  until  opposite  the  timbilk«L 


N« 


rpmwk 


Fig,  411.— Fletioiif  Abdiieiion  tad  RotatSon  InwariA  {d  Tabic  nr  Otitdrmtar  I 

IU)tate  inwardH  and  extend  (Fig.   411),     By  this  mefttia  tbo 

of  the  bone  retra^-ea  its  atepft  into  the  aceta- 
bulum.    In  some  cases  of   this  manipulsr 
tion,  t\K>  forcible  flexion  of  the  tlii/ijh  may 
preiia   the   dinplaeod  hejwi  Imckwardi*   to- 
wards the  sciatic  region.     A  Induction  and 
rottition  outwards  may  then  succeed,  when 
the  previous  niauipuhition  htis  failed.     So, 
toOj  flexion  of   the  thigh   and  lifting  the 
head  of  the  femur  outwards  and  upwards 
into  the  acetabulum,  combiner  I 
with  rLit-at ion  inwards  and  out* 
A%^ards,  iiave  proved  succensfuL 
While  tbe  nurgeon  is  adduct- 
ing  the  flexed  limb,  a  powerful 
assistant    niay    pass    a  jack- 
towel  round  the  tbigh,  and  the 
pelvis  being  firmly 
fixe<i,  he^  passing 
hi*i      shoulders 
tbix>ugli  the  towel, 
heaven      upwards 
And         outwardfi, 
while  the  surgeun 
adducte    the  limb 
and  rotates  it  in- 
wards.   This  dislo- 

dktion     has     also   W  ^F      fik.  4it— iNiHiu<««iaf  tiMn«4«fitel 

beexa  reduced    by   »  «  Funtcr 
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If  violent  extension  and 


placing  a  heavy  sand-bag,  or  the  well-padded  bed-post,  between  the 
thighs  and  adducting  the  limb  upon  these  as  a  fulcrum. 

4.  Dislocation  forwards  and  Inirards  on  to  the  pubes, 
dislocation  under  the  crural  arch  (Fig.  412).  Condition  of 
soft  parts. — The  pubic  dislocation  may  be  looked  upon  as  a 
further  degree  of  obturator  displacement, 
rotation  outwards  occurs,  the  head  of  the 
femur  will  mount  upwards  and  forwards 
beneath  Poupart's  ligament.  The  soft 
parts  are  torn  and  lacerated  to  much  the 
same  extent  as  in  the  obturator  disloca- 
tion. The  capsule  is  torn  inferiorly,  but, 
according  to  Gunn,  anteriorly  also,  to  a 
marked  extent.  The  head  of  the  bone 
lies  usually  nearer  the  ilium  than  the 
pubes,  to  the  outer  side  of  the  femoral 
vessels  ;  the  crural  nerves  are,  therefore, 
often  stretched  considerably.  The  head 
of  the  femur  may  pass  under  Poupart^s 
ligament  for  a  considerable  distance  up- 
wards into  the  pelvis.  The  tension  of 
the  ilio-psoas  tendon  and  the  untorn 
ilio-femoral  ligament  produces  eversion. 

Symptoms, — There  is  true  shortening 
to  the  extent  of  about  an  inch,  or  even 
more.  The  limb  is  a  little  flexed,  ab- 
ducted, and  everted  (Fig.  413).  It  is  very 
fixed,  slight  flexion  being  only  per- 
mitted. There  is  pain  in  the  course  of 
the  crural  nerve,  and  the  head  of  the 
femur  makes  a  marked  projection  beneath 
Poupart's  ligament,  which  is  the  dis- 
tinguishing sign  of  the  accident,  and  at 
once  differentiates  it  from  fracture. 

Treatment, — The  leg  and  thigh  are 
flexed  in  slight  abduction,  and  then 
swept  inwards  in  adduction  until  nea-r 
the  median  line ;  rotation  inwards  or  Fig.  413. 
rotation  outwards  may  then  be  tried,  the 
limb  being  extended  at  the  same  time. 

By  these  means  the  head  of  the  bone  retraces  its  steps  round  the 
acetabulum  to  the  inner  side  and  below,  and  the  final  manipulation 
slips  it  into  the  socket.  Should  the  head  of  tlie  bone  have  passed 
far  under  the  crural  arch,  it  would  be  right  to  flex  the  leg  and  thigh 
well,  and  draw  or  lift  it  downwards,  until  it  is  judged  that  the 
head  of  the  bone  is  sufficiently  disengaged  to  move  freely  on  mani- 
pulation. The  different  methods  of  manipulation  advised  for  this 
dislocation  make  it  very  probable  that  no  one  method  will  succeed 
for  all  cases. 


Pubic  Dislocation  of  the 
Hip. 
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Anamalmii  forward  dx»U>ealu»fk9, — The  principal  *jf  tii*-^- 
as  foUows :  Very  violent  and  c<mtmue«<l  abduction  mhj  fom* 
head  of  the  femur  into  the  perineum^  where  it  may  be  felt,  ex^rrking 
preasure  upon  the  urethra,  AH  the  srmptotn**  of  obturator  di^*5ft» 
tioDii  are  here  very  exaggerated.  Tlie  herid  of  the  femur  hiiif  Iw^rn 
thrown  forwards  and  directly  upwards,  and  has  lieeji  foond  r^t' 
upon  the  ilium,  below  the  anterior  inferior  spine  (sub 
all  such  displacements  the  detection  of  the  head  of  t\v  -t 

novel  jKJsitirm  will  be  the  best  guide  to  diagnosis,  and  the  t 
CAD  only  V>e  conducted  by  carefuJly  studying  the  pecuiiaritir      : 
individlual  c-aae. 

AJl^r  cons^tiences  and  after    ireainietU    of  duikteniiof^'    ^''' 
hif, — Should  there  have  been  extensive    lesions   of  the  ^' 
much  weakness   and    lamene^   may  long  persist   after  di'^MM-nucn 
of  the  hip.     Should  the  sciatic  nerve  Ije  injureii,  wa«ting  of  groo] 
of  muscles,  especially  the  extensors  of  the  foot  upon  this  li«»g, 
l)e  observed.      In  the  old  and    rheumatic,   arthritis  will    pmbttbl* 
supervene,    with    calcareous   €Jep<:>sit^   about    the  articuUtaoti^   «r 
weakening  of  the  large  muscle**  about  the  hip,    4\it^r  rpductirm  of 
dislocation,  the  long  splint  sht^uld   be   applied   for  about 
days,  and  then  daily  manipulations,  increasing  in  extent,  i 
carried  out,  with  massage  of  the  muscles,  and  galvaolsiii, 
treatment  should  be  long  continued.    If  there  has  been  any 
of  fracture  of  the  rim  of  the  acetabulum,  it  must  In?  r«fi 
that  if  the   patient  places   his  weight  on  the  foot  too  moi^ 
dislocation  will  be  certainly  i-eproducecL     Treatment  by  ex 
find  rest  should  be  kept  up  for  fully  two  months,  in  a  heavy  man,  ill 
these  cases. 

Compound  di^oeaiianM  of   tfui   hip, — The    remarks 
dislocations  of  large  joints  (page  957)  may  be  studied  in 
with  this  subject     Primar}^  excision  should  always  be  prefefred 
amputation  in  compound  disloctUions  of  the  hip. 

Beenpifuliilionr— To  tabulate  the  methods  of  treatmeoi  of 
four  crimijiuji  dislocations  of  the  hip  by  manipulation  we  rnav  -^^r 

(1)  Flex  the  thigh  in  adduction  in  the  dorsal  and  >  I 
tions.     Flex  the  thigh  in  the  «Ulucted  position  in  the  ^ 
pubic  dislocations.     The  object  of  the  flexion  is  to  rehix  the  Y4i| 
nient. 

(2)  Abduct  and  rotate  outwards  in  the  dorsal  and  sciatic  diskw 
cations  ;  adduct  and   rotate    inwards    in    tlie   obturator  and  ptt^ 
dislocations.     These  manipulations  cause  the  hoail  of  the  hoine 
retrace   it-s    steps    through  the  caiisular   rent,  and  relax  thm 
rotator  muscles, 

(3)  Extend  in  all  cases.     This  causes  the  boad  of  fhm  liofie 
enter  the  acetabulum. 

Caoi^c^ti  it  a  I  dl^laeatianii  af  the  b1|»*— Omgenital  di\ 
ments  of  the  hip  are  comparatively  common,  aiid   are  of  all 
yet  the  dorsal  displacements  are  the  more  fre^^uent.    Th« 
is  more  common  in  females  than  in  males.     Congenital  m  " 


CONGENITAL  DISLOCATIONS  OF  THE  HLP.        1007 

would  be  a  better  term  in  many  of  these  cases,  which  are  often 
found  combined  with  "  monstrosities  "  of  various  kinds.  The  pelvis 
may  be  ill-developed,  ahd  I  have  seen  congenital  dislocation  asso- 
ciated with  deficiency  of  the  sjnnphysis  pubis  and  extroversion  of  the 
bladder.  The  head  of  the  femur  is  stunted  in  growth  or  flattened 
and  oval  in  shape.  The  ligamentura  teres  is  absent,  or  represented 
by  a  long  atrophic  cord.  The  capsule  is  replaced  by  ligamentous 
fibres.  Some  authors  on  the  contrary  describe  the  capsule  in  these 
cases  as  being  unusually  thick  and  strong.  The  anterior  portion  of  it 
is  often  well  developed,  and  markedly  resists  downward  traction.  The 
acetabulum  is  flattened  and  shallow,  of  triangular  form,  and  its  rim 
is  deficient,  the  stunted  femoral  head  thus  readily  slipping  "out 
and  in."  A  new  socket  lined  with  synovial  membrane  is  sometimes 
found  on  the  ilium.  The  muscles  are  frequently  atrophic  from  chronic 
or  infantile  paralysis.  Some  are  contracted,  others  degenerated,  their 
true  tissue  being  replaced  by  connective  tissue  and  fat.  Some 
difference  of  opinion  exists  as  to  whether  this  dislocation  is  unilateral 
or  bilateral  in  order  of  frequency.  From  my  own  experience  and 
the  perusal  of  recorded  cases,  I  am  inclined  to  believe  that  the 
bilateral  displacement  is  the  more  common.  These  cases  must  not 
be  confounded  with  injuries  of  the  hip-joints,  produced  by  the  efibrts 
of  the  accoucheur  in  difficult  labours. 

Developmental  peculiarities  in  congenital  dislocations  of  the  hip, 
— The  idea  that  congenital  dislocation  of  the  hip  is  due  to  develop- 
mental error  is  far  the  most  i^tional  theory  of  the  causation  of  this 
condition  that  we  can  adopt.  In  several  recorded  cases  the  iliac 
segment  of  the  acetabulum  has  been  absent,  a  shallow,  triangular 
cavity  being  formed  by  the  pubic  and  ischiatic  segments.  The 
essential  point  in  the  development  of  the  acetabulum  is  a  growth  of 
pelvic  cartilage  round  the  head  of  the  femur.  This  should  be  com- 
pleted about  the  third  month.  The  mesoblast  about  the  joint 
becomes  converted  into  the  capsule  and  ligaments,  while  the  meso- 
blast between  the  head  of  the  femur  and  the  acetabulum  forms 
the  ligamentum  teres.  Irregularities  in  the  differentiation  of  the 
mesoblast  may  explain  the  fibrous  bands  sometimes  met  with,  and 
the  ill-formed  capsule.  In  cases  of  congenital  displacement  of  the 
head  of  the  femur  "  an  absence  of  the  margin  of  the  acetabulum 
is  a  prime  feature  "  (Lock wood).  Since  motion  is  probably  essential 
for  the  proper  formation  of  a  joint,  it  is  interesting  to  observe  that 
in  some  of  these  cases — notably  in  two  i*ecorded  by  Lock  wood — the 
thighs  have  been  acutely  flexed,  and  the  legs  hyper-extended  u{)on 
the  thighs.  Such  a  posture  would  prevent  motion  at  the  hip  in 
intra-uterine  life,  and  militate  against  proper  development  of  the 
joint. 

Symptoms. — The  gait  is  waddling,  with  a  characteristic  roll ;  the 
buttocks  and  belly  are  extremely  prominent.  The  heels  are  not  well 
brought  to  the  ground,  the  patient  walking  upon  the  **  balls  of  the 
feet."  There  is  very  marked  lordosis,  the  trochanters  are  much 
raised  above  the  line  of  N^laton  (Fig.  414).     There  is  free  mobility, 
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except  in  abduction,  and  traction  in  the  flexed  position  restores  iht 
limb  or  limbs  to  their  proper  length.  The  displacement  is  at  omr 
reproduced,  and  there  is  a  curious  clicking  sensation  produced  by 
the  stunted  head  of  the  femur  slipping  "  in  and  out "  of  its  uballuw 
cavity.      The   head   of   the   bone   is   difficult    to    feel,    since  it  i» 

frequently      Mtn^ 

phic    and  covemi 

by  large    muscW 

When    the   dis^y 

cation    is   unikU' 

ral,     the     patieiil 

walks  with  a  limp, 

the  hip  is  proou- 

nent,     lordosis   i> 

not     so     marked. 

There     is     slight 

lateral     cur^aturif 

of     the    spine   m 

the  lumbar  repon, 

the  convexity 

being  toward*  the 

lam  13    side.     The    tr<ichaiiter    lies  well  abovt 

Nt?laton*s  line.     Tlie  other   s\niiptoms  will  Ije 

the  same.  The  lameness  will  have  been  noticed 

when  the  cbild  began  to  walk.     This  negmtivef 

trauma  tie  disloeiition. 

Treaimeni.  —  The  following  methods  d 
trt^atmeiit  have  been  adopted  for  these  condi- 
tions :  (I)  Continuoua  extension  for  twelvt 
months  or  more  on  a  couch,  and  with  an  *j»- 
panituR  designed  for  eiich  particular  cMse, 
This  may  lie  combined  with  tenotomy  of  coo- 
tract*^!  or  resistant  muscles  ;  (2)  Guerin  pr*i- 
tises  ^*  deep  sc^mfications  '*  of  the  capsule  amd 
cellular  tissue  round  the  joint,  in  order  to  dx 
the  he^ul  of  the  l>oue  in  i\  fresh  position,  and 
then  by  extension  and  passive  motion  attempts 
to  form  a  new  socket  by  pressure  absur|>tii>a 

Of  continuous  extension  and  the  method 
of  Guerin  little  need  be  said.  Such  plans  of 
treatment  are  seldom  now  adopted,  for  the 
ultimate  results  are  poor. 
Oi)erations  for  congenital  dislocations  of  the  hip  principally  owe 
their  }>erformance  to  the  writings  and  teachings  of  Hofia,  published 
in  1890.  Karewski  in  1889  oj)ened  the  joint  by  an  anterior  indwoL, 
and  replaced  the  head  of  the  }>one,  in  a  case  of  paralytic  subluxation. 
He  claims  that  this  case  was  the  first  in  which  **  bloody  replace- 
ment "  of  a  dislocated  hip  had  been  successfully  accomplished. 

The  principles  of  Hoffa's  operation  may  thus  be  summarised  : — 


Fig.  414.— Bilat^jral  Con- 
ifpiiital  DiHlocatiou  of  the 
Hip.  (From  a  case  of 
Mr.  Stanley  Boyd'«.) 
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(1)  The  joint  is  opened  by  a  straight  posterior  incision,  and  the 
capsule  is  divided  at  its  femoral  attachment. 

(2)  The  muscles  attached  to  the  trochanter  major  are  divided  as 
close  to  their  periosteal  attachments  as  possible.  In  children  under 
five  it  is  generally  possible  by  flexion  of  the  thigh,  and  direct 
pressure  upon  the  head  of  the  bone,  to  bring  the  latter  into  the 
situation  of  the  old  acetabulum.  The  hip  and  knee  now  remain 
flexed. 

(4)  The  head  of  the  bone  being  held  firmly  in  its  new  position,  an 
assistant  gradually  extends  the  thigh,  so  as  to  extend  and  stretch  the 
biceps,  semi-membranous,  and  semi-tendinous. 

(5)  A  new  acetabulum  is  formed,  if  needful,  by  the  free  use  of 
Volkmann's  spoon. 

In  children  of  over  six  years  the  hamstring  muscles  are  divided 
near  the  tuber-ischii.  The  limb  is  next  abducted,  and  the  adductors 
divided  subcutaneously.  The  limb  is  hyper-extended,  and  the 
fascia  lata  divided  freely  near  the  anterior  suj>erior  spine.  The 
head  of  the  femur  is  now  cut  down  upon  by  the  posterior  incision, 
the  short  muscles  attached  to  the  trochanter  are  divided,  and  the 
head  of  the  femur  is  thrust  out  of  the  wound.  The  capsule  must 
be  very  freely  divided,  especially  the  anterior  part  of  it,  and  any  liga- 
mentum  teres  present  cut  away.  Should  the  acetabulum  be  shallow 
or  insuflicient,  a  new  cavity  is  formed  by  the  free  use  of  a  sharp 
Volkmann's  spoon.  The  cavity  must  be  broad  and  deep.  The 
head  of  the  bone,  by  traction  and  manipulation,  is  fixed  in  this.  The 
limb  is  placed  in  a  fixed  apparatus,  with  the  thigh  abducted,  und 
careful  asepsis  must  be  aimed  at.  After  four  weeks,  massage  and 
cautious  passive  movements  are  carried  out.  Then  an  apparatus  is 
constructed,  which  is  worn  for  weeks  or  months.  Cases  of  bilatei-al 
displacement  wear  a  corset.  Lorenz  modifies  Hoffa's  operation  by 
making  an  anterior  incision.  He  divides  the  adductors  and  ham- 
strings subcutaneously.  He  lays  stress  on  division  of  the  anterior 
part  of  the  capsule.  Hoffa  claims  by  his  opei-ation  to  minimise 
the  waddling  gait,  and  overcome  the  loixlosis.  He  does  not  promise 
complete  cure.     Anchylosis  only  occurs  if  there  is  suppumtion. 

Paci  recommends  forcible  manipulation  of  the  limb  as  in  a 
traumatic  dislocation.  Afterwards  the  limb  is  fixed  in  extension 
in  a  plaster-of- Paris  splint  for  two  months.  On  the  removal  of  this 
an  extension  apparatus  is  applied.  Koenig's  plan  of  raising  a 
portion  of  bone  and  periosteum  from  the  ilium  has  received  little 
support.  Hofia  has  lost  some  of  his  cases  from  shock  and  hae- 
morrhage, and  fatal  peritonitis  has  occurred  from  attempts  to  form 
a  new  acetabulum  with  gouge  and  mallet,  for  the  bione  is  thin 
and  weak,  and  easily  perforated.  The  position  of  the  wounds  renders 
perfect  asepsis  very  diflicult  to  maintain,  and  the  occurrence  of 
suppuration  and  necrosis  would  be  disastrous.  I  can  testify  that 
the  operation  may  be  very  difficult,  and  attended  with  trouble- 
some bleeding.  In  England  the  conditions  obtained  by  Hofia's 
operation  have  been  generally  disappointing,  and  far  inferior  to  the 
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results   clahiied    Ijy   the   originator     An   operation — like    tbat 
Lorenz — cun  only  he  earned  out  between  the  age«  oi  four  micI  wft^n 
years.     The  immediate  reaiiltA  may  he  enoouniging,  hut  thtf  ttltii 
results   do   not  appear  to   have  Wen   at  all   witisfHctory,     Po 
improved  niethodu  of  operating  may  yet  succeed  in  ameliomting  tiiT 
crippled  condition  of  these  patients.    At  the  present  time  tno«t  KngtiBli 
surgeons  are  eontent  to  adopt  some  method  of  artificial  support. 
Perhaps  one  of  the  most  efficient  forms  of  apparatua  for 
genital  dislocation  of  the  hip  was  devised  by  the  late  Man.-us  " 
It  consists  essentially  of  a  padded  metallic  belt,  which  encirckMi 
body  between  the  troclmnter  and  crest  of  the  ilium,  and   is 
tinuouB  with    a    moulded    leather    cap,    which    encloses    th« 
,j  part  of   the  femur.      From  this 

steel  rod  passes  up  into  the  lucills, 

so  to  some  extent  the  weight  of  the  biid| 

[h  taken  off  the  limb. 

Dislocation  of  the  patella.  €'mu% 
lion  Riid  ctn«i<«lficiillan.  ~  Di^l<» 
tioTi  oi    the    patella   may    1j*-  c*itj'^«-t?    h' 
murtL'oIur  action  when  the  Hurt 
extended  position.     Owiuj^  tu  tl  »' 

direirtion  of  the  femur,  then*  U  ..  :   .     r  U 
tendency  for  the  quad ricppH  t<»   j' j11    tti#5 
patella  outwards.     This  is  countermeUd 
by  the  greater  pmminenee  of  the  external 
condyle,  and,  perhap»,  al*»o  by  the  fibrt«f 
of    the  vastus   in  tern  us,  which    deticeiid 
lower  than  tl»e  tilires  of  the  va.sttta  ex- 
temus.     The  accident  is  pn*dis|xi»e<i 
b>"  lax  ligaments^  and  is  aometimea  er 
genital.       In    cnngenital    rlis|iljiceinent 
the  vastus  internus  is  frequently  wasted  and  atn>phir.  nnff  the  i 
ternal  condyle  <»f   the  femur  deficient.     The  va.^1 
quently  draws  the  patella  outwards  I  Fig*  415).      1  i     ,  *'lf  i 

in  these   cases,    small    and    atrophic,    and   developmenlJil    error 
obvious.     Genu  valgum   is  said  by  many  authors  tu  predispuiit* 
this  liccident.     Direct  blows  on  the  inner  edge  of  the  patella  i 
also  dislocate  it  outwards. 

The  external  displacement  is  far  the  more  common,  the  tntrrtial 
very  rare.  Occasionally  the  patella  is  found  displaced  vttrticiill 
with  its  inner  ^ge  iurneri  diivotly  forwards.  The  upwani 
downward  diapliwements,  fiT»m  rupture  of  the  ligamentum  pmleUli< 
quarlriccjm  extensor,  shoukl  hardly  lie  regarded  as  dialc 
Many  uf  the  dislocations  art*  incomplete,  but  occasionally  the  boo^  li 
completely  thrown  to  the  side  of  the  fejjiur.  In  the  iJiGoniplrte  dk^ 
placements  the  capsule  of  the  knee  may  remjun  tntact^  in  thm 
complete  it  is  usually  lacerated. 

§ymptoin«i. — The  knee  is  fixed  in  s«^mi*flexion.  it  ha^  an  a|] 
aQco  of  widening,  soniettmes  it  is  extended.     The  qundriccps 
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out  in  bold  relief,  and  is  directed  outwards  or  inwards  according  to 
the  displacement.  There  is  a  depression  over  the  inner  condyle  in 
the  dislocation  outwards,  and  a  prominence  over  the  outer  condyle 
formed  by  the  patella,  with  its  external  border  projecting  forwards 
under  the  skin,  and  its  internal  border  buried  in  the  inter-condyloid 
notch. 

If  the  displacement  is  complete,  the  patella  is  seen  as  a  hard, 
flat  mass  on  the  outer  side  of  the  joint,  with  its  inner  edge  projecting 
forwards,  while  the  front  of  the  condyles  is  readily  to  be  felt.  In 
the  I'are  inward  displacement  the  same  symptoms  are  observed,  but 
of  course,  reversed.  In  the  vertical  displacement  the  limb  is  fixed  in 
extension,  the  outer  edge  of  the 
bone  lies  in  the  inter-condyloid 
notch,  and  the  inner  edge  projects 
forwards  against  the  skin  (Fig.  416). 
Cases  are  recorded  where  the  bone 
has  been  turned  quite  round,  with 
the  anterior  surface  against  the  front 
of  the  femur.  The  cause  of  this 
complete  rotatory  displacement  is 
not  clear. 

Treatment. — The  thigh  should 
be  flexed  on  the  body,  and  the  leg 
completely  extended  to  relax  the 
quadriceps ;  when  under  anaesthesia 
the  surgeon  will  usually  be  able  to 
press  the  bone  back  into  position 
(Fig.  417).  Flexion  with  pressure 
manipulation  may  also  be  tried. 
After  reduction,  rest  on  a  splint 
and  the  ice-bag  must  be  adopted. 
A  strong  knee-cap,  well  padded  ex- 
ternally, should  afterwards  be  con- 
structed and  worn,  as  there  is  a  ten- 
dency to  recurrence  of  this  dislocation  in  those  with  lax  ligaments.  Re- 
markable difficulty  has  sometimes  been  experienced  in  the  reduction 
of  the  rotatory  vertical  dislocation.  This  is  usually  declared  by  authors 
to  be  due  to  the  wedging  of  the  bone  into  the  inter-condyloid  notch. 
Considering  the  size  of  the  latter  as  compared  with  the  edge  of  the 
patella,  this  explanation  seems  to  me  hardly  satisfactory.  It  is  far 
more  likely  that  the  bone  lacerates  the  capsule,  and  is  tightly  girt 
in  its  new  position  by  the  tough  ligamentous  fibres  of  this  structure. 
In  the  cases  I  have  seen,  no  difficulty  was  experienced  in  reduction, 
by  very  complete  extension  of  the  leg,  and  forcible  pressure  upon 
the  prominent  edge  of  the  bone,  under  deep  ether  anaesthesia. 

Supposing,  however,  the  displacement  remains  irreducible,  what 
course  is  to  be  adopted  1  Subcutaneous  division  of  the  ligamentum 
patellae  has  not  proved  very  satisfactory;  the  bone  has  remained 
obstinately  fixed  after  this,  and  more  extensive  subcutaneous  cutting 


Fig.  416.- 


Vertical  DisplAcement  of  the 
PatellA. 
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measures  have  been  vainly  adopted.  A  fai 
the  case  be  left  to  nature.  Bearing  this  i 
do  well  to  leave  such  a  case  alone,  unles 
dence  in  his  practical  knowledge  of  perfec 
elaborate  care  and  precaution,  it  would  be 
the  joint  in  such  a  case,  and  divide  thos< 
thus  be  certainly  felt  and  seen,  preventing 
in  the  capsule  and  soft  parts  over  the  jo 
united  with  scrupulous  attention  to  every 
or  indirectly  promote  rapid  and  perfect  uni< 


m 


m 


I   I 


Fig.  417.— Reduction  of  Dialocation  of  the  Patella  by  re 

PresAure. 


Dislocation  of  the  fibula  from  the  1 

classification. — The  upper  end  of  the  fib 
the  tibia  forwards,  backwards,  or  upwards, 
which  is  very  exceptional,  one  case  havin 
gaigne,  the  whole  bone  is  forced  upwards,  i 
also  displaced.  The  usual  cause  of  dislo< 
wards  is  a  heavy  blow,  or  crushing  \'iolen< 
head  of  the  bone.  Displacement  may  also 
violent  action  of  the  biceps.  Dislocation 
fibula  from  the  tibia  is  said  to  have  occu 
and  also  in  some  dislocations  of  the  astra^ 
fracture,"  the  lower  end  of  the  fibula  is  U 
Dislocation  of  the  upper  end  must  not  be  oc 
mobility  of  the  head  of  the  bone  from  la 
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(2)  oblique  fracture  of  a  portion  of  the  outer  tuberosity  of  the  tibia, 
the  fragment  being  drawn  upwards  and  backwards,  carrying  the 
fibula  with  it 

Symptoms. — The  leg  is  partially  flexed,  and  flexion  and  exten- 
sion are  much  impaired,  while  severe  pain  may  be  felt  from  pressure 
on  the  popliteal  nerve.  There  is  a  depression  over  the  normal  site 
of  articulation,  and  the  head  of  the  bone  will  be  felt  in  its  new 
position.     The  tendon  of  the  biceps  is  excessively  prominent. 

Treatment. — By  flexion  of  the  leg  and  thigh,  and  pressure  on 
the  head  of  the  displaced  fibula,  reduction  can  usually  be  effected.  It 
is  diflicult  to  keep  the  head  of  the  bone  in  proper  position ;  should 
it  remain  displaced,  some  permanent  lameness  may  be  apprehended. 
The  plaster-of-Paris  bandage  accurately  applied,  the  limb  being  kept 
extended  for  some  six  weeks,  would  seem  to  be  the  best  treatment. 
Afterwards  a  supporting  apparatus  must  be  constructed  and  worn. 

To  present  the  dislocations  of  the  fibula  for  consideration  in  a 
tabular  form — (1)  the  upper  end  of  the  fibula  may  be  dislocated  from 
the  tibia  forwards,  backwards,  or  upwards  in  certain  dislocations  of 
the  ankle ;  (2)  the  lower  end  of  the  fibula  may  be  displaced  from  the 
tibia  in  dislocations  of  the  astragalus  or  ankle.  It  is  also  torn  away 
from  the  tibia  in  "  Dupujrtren's  fracture."  Direct  backward  dis- 
placement of  the  lower  end  of  the  fibula  has  been  related. 

Dislocations  of  the  knee-joint.  Causation  and  classi- 
fication.— The  tibia  is  not  displaced  from  the  femur,  except  by 
extreme  violence,  since  the  ligaments  are  powerful,  and  the  articular 
surfaces  broad.  Dislocations  of  the  knee  are  found,  therefore,  in 
such  accidents  as  those  caused  by  powerful  machinery,  with  violent 
wrenchings  and  twistings  of  the  lower  limb.  Dislocations  of  this  joint 
may  be  congenital,  and  are  found  in  various  diseases  of  the  articu- 
lation, especially  in  severe  cases  of  locomotor  ataxy  (Charcot's  joint). 
The  tibia  may  be  thrown  outwards,  inwards,  backwards,  or  forwards. 
The  lateral  dislocations  are  generally  incomplete,  the  antero-posterior 
complete.  The  tibia  is  often  also  a  little  rotated  on  its  longitudinal 
axis,  and  the  head  of  the  bone  may  be  displaced  forwards  and  out- 
wards, or  backwards  and  inwards,  displacements  compounded  of  the 
four  first-named  dislocations. 

These  dislocations  may  be  thus  tabulated  in  order  of  frequency : 
— (1)  Outwards,  inwards,  usually  partial ;  (2)  forwards,  backwards, 
usually  complete ;  (3)  oblique  partial  displacements,  as  forwards 
and  outwards,  or  backwards  and  inwards. 

Condition  of  the  soft  parts. — In  the  complete  dislocations 
forwards  or  backwards,  the  capsule,  lateral,  and  crucial  ligaments 
are  extensively  lacerated.  The  hamstring  muscles  may  be  torn 
across,  the  popliteal  vessels  and  nerves  pressed  upon  or  even 
ruptured.  Gangrene  of  the  foot  and  leg  has  consequently  followed 
severe  antero-posterior  dislocations  of  the  knee.  In  the  side  dis- 
placements the  lateral  ligaments  are  torn  to  a  variable  degree.  The 
more  complete  the  displacement,  the  more  extensive  the  laceration  of 
the  ligaments,  and  also  of  the  muscles  and  tendons  about  the  joint. 
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when  a  leather  splint  may  be  substituted,  and  passive  motion 
cautiously  commenced.  The  patient  must  be  warned  that  after 
so  severe  an  accident,  weakness  and  insecurity  of  the  joint  must 
long  exist,  with  persistent  oedema  of  the  foot  and  leg,  and  a  tendency 
to  congestion  and  eczema  of  the  skin.  Dislocations  of  the  knee  are 
often  compound ;  the  accident  is  a  most  grave  one,  and  if  combined 
with  laceration  of  the  vessels,  demands  amputation. 

Sub-luxation  of  the  laiee,  internal  derangement  of  the 
knee,  dislocation  of  the  semi-lunar  cartilage.— Under  this 

heading  is  described  a  peculiar  condition  of  the  knee-joint,  which 
almost  invariably  is  associated  with  a  wrench,  sprain,  or  other  injury, 
and  which  is  characterised  by  a  sudden  sensation  of  the  joint  being 
"  put  out,'*  some  fixation  and  impediment  to  the  movements  of  the 
limb,  more  or  less  pain,  and  lastly  by  the  functions  of  the  articula- 
tion being  suddenly  and  perfectly  restored  by  an  appropriate 
manipulation. 

Cansatiou  aud  patholoiy. — The  accident  is  usually  pro 
duced  by  a  twist  to  the  leg,  when  the  knee-joint  is  flexed  and  the 
tibia  is  fixed,  the  body  and  femur  being  suddenly  rotated  on  the 
tibia.  Thus  the  injury  is  experienced  in  swinging  the  body  to  make 
a  stroke  at  "  golf,"  or  in  the  rotation  which  occurs  in  stepping  out  of 
a  dogcart  (Treves).  On  the  other  hand,  violent  rotation  of  the 
tibia  when  the  femur  is  fixed,  may  produce  displacements,  though 
less  commonly.  In  fiexion  and  extension  the  cartilages  move  with 
the  tibia.  In  rotation  one  or  other  cartilage  is  fixed,  and  the 
tibia  rotates  beneath  them.  In  practice  the  internal  cartilage  will 
be  found  to  be  most  generally  displaced.  This  occurs  in  violent 
external  rotation,  principally  performed  by  the  biceps.  During 
this  movement  the  external  cartilage  is  gripped  firmly  between 
the  tibia  and  external  condyle.  The  gap  between  the  internal 
condyle  and  the  tibia  is,  however,  increcised,  and  the  movable 
internal  cartilage  is  apt  to  slip  between  the  internal  condyle  and  the 
inner  tuberosity  of  the  tibia.  During  internal  rotation  the  internal 
cartilage  is  firmly  held  between  the  bones.  This  movement  is  princi- 
pally performed  by  the  popliteus.  The  gap  between  the  external 
condyle  and  external  tuberosity  of  the  tibia  is  now  increased,  but  the 
external  cartilage  is  smaller  than  the  internal,  is  rounder  and  more 
movable,  and  is  thus  less  likely  to  get  nipped  between  the  bones 
(Scott  Lang). 

Some  authors  take  exactly  the  opposite  view,  and  Godlee  has 
argued  from  anatomical  considerations  that  the  external  cartilage  is 
more  frequently  displaced.  Clinical  experience  points,  however, 
undoubtedly  to  the  greater  frequency  of  the  displacement  of  the 
internal  cartilage,  and  practically  this  may  be  considered  to  be  the 
cartilage  nearly  always  at  fault. 

Marginal  displacements  of  the  cartilage  are  far  the  more  common, 
but  vertical  displacements  are  not  unknown  (Fig.  420).  In  reference 
to  this  subject,  it  may  be  pointed  out  (1)  that  portions  of  the  internal 
cartilage  may  be  partially  detached  by  violence,  (2)  that  pre-existing 
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inflammatory  outgrowths  found  in  chronic  arthritis  may  hIh*  i** 
detached,  and  (3)  that  these  conditions  may  closely  simulate  in  iLfir 
symptoms  a  true  displacement  of  the  main  body  of  tlie  cartilage. 

Symptoms. — After  a  sudden  external  twist  of  the  knee,  a.-*  in 
alighting  from  a  vehicle,  or  turning  rapidly  while  playing  fo<.»tlall.  » 
sudden  severe  pain  is  felt  in  the  joint,  followed  shortly  by  suoi*" 
eflfusion.  This  limb  is  usually  held  in  the  slightly  flexed  position,  aii«l 
complete  flexion  and  extension  cannot  \)e  performed.  The  patkrit 
can  walk,  but  he  keeps  the  knee  slightly  flexed  and  stiff,  and  is  c<»n- 

scious  that  **  all  is  not  ridit 
with  the  articulation.  PaKsiv^ 
flexion  and  extension  can  !*• 
performed,  but  not  to  the  full 
degree.  There  are  great  differ- 
ences in  these  cases  in  tlif 
severity  of  the  symptoms  a«D- 
plained  of.  A  projection  may 
be  felt  on  the  inner  side  of 
the  joint,  and  pain  is  usumIIt 
experienced  here  on  pressure. 
In  the  case  of  vertical  dL*- 
placements,  a  depression  maj 
be  detected.  The  reader  will 
see  that  the  group  of  sTtcp 
toms  above  related  clo^lr 
simulate  those  of  "  loose  carti- 
lage "  within  the  knee-joint, 
especially  when  a  pre-existing 
inflammatory,  pedunculate! 
outgrowth  is  detached  by  a 
wrench  or  twist.  Lateml 
movement  of  the  tibia  apoo 
the  femur  may  be  detect*^ 
on  firmly  grasping  the  W 
and  thigh,  and  making  appro 
pnate  manipulations  (Treves). 
Treatment* — Should  any  projection  be  felt  at  the  inner  sid^ 
of  the  joint,  the  thumb  should  be  firmly  pressed  upon  it,  and 
the  leg  flexed.  The  leg  is  now  brought  up  suddenly  in  full  ex- 
tension, rotating  inwards  and  outwards  at  the  same  time.  Th> 
process  is  often  agonisingly  painful,  and  full  aniesthesia  with  nitntu^fi 
oxide  gas  is  very  advantageous.  Afterwards,  in  recent  casei.  tl»* 
joint  should  be  fixed  in  plaster  of  Paris  for  at  least  five  weekN  lo 
allow  the  torn  or  displaced  cartilage  to  unite.  An  apparatus  mc«t 
be  worn  for  three  months,  or  longer,  should  lateral  movement  of  the 
tibia  on  the  femur  be  obvious  on  manipulation  (Fig.  421). 

Recurrence  of  the  symptoms  is  very  frequent  from  any  sliirht 
twist  or  muscular  exertion  beyond  the  common  ;  and  sometimes  th'> 
happens  so  frequently  that  the  aflection  becomes  chronic,  and  tiif 


Fig.  420.— Vertical  Displacement  of  part  of  the 
Extenial  Semi-lunar  Cartilage.    (After  Qodlee.) 
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patient  is  incapacitated  for  the  duties  of  active  life.  The  aid 
of  a  skilled  surgical  mechanician  should  be  sought  in  these  cases, 
and  an  apparatus  should  be  constructed,  designed  to  support  the 
knee,  and  to  make  direct  pressure  on  the  site  of  displacement. 

In  case  the  apparatus  fails  or  is  ill-borne,  the  propriety  of  an 
operation  may  be  considered.  This  consists  in  laying  open  the  joint 
with  all  the  precautions  and  in  the  same  manner  as  is  adopted  in  the 
ordinary  operation  for  loose  cartilage.  The  incision  should  be  placed 
over  the  site  of  the  supposed  displaced  cartilage.  All  bleeding 
vessels,  even  the  smallest,  should  be  clamped  or  twisted,  and  the 
wound  being  well  held  asunder  with  fine 
retractors,  the  disorganised  part  of  the 
articulation  is  exposed  to  the  eye  and 
finger.  Should  a  displaced  cartilage  be 
found,  it  is  now  brought  into  its  place, 
and  firmly  fixed  there  by  sutures  of  aseptic 
silk,  which  are  passed  with  a  strong  curved 

needle  through  tlie  periosteum  and  fibrous 

aponeurosis  at  the  edge  of  the  tibia.   Should 

a  portion  only  of    cartilage   be  displaced, 

having    been    stripped     away    ribbon-like 

from  the  main  cartilage,  it  had  better  be 

removed  in  toto.    This  operation,  performed 

with  all  the  elaborate  care  and  attention 

to  detail  which   its  gravity  warrants,   has 

given  excellent  results  in  some  otherwise 

obstinate  cases.     The  necessity  for  it,  if  a 

proper  apparatus  be  constructed,  is  probably 

rare.      In    some   instances,  perhaps   more 

frequently   than   is  generally   known,    the 

knee-joint  has  been  opened,  and  no  definite 

pathological  lesion  found.     In  a  minority, 

disastrous  results,  as  suppuration  and  fibrous 

anchylosis,    in    faulty   positions,    have   oc- 

curr^,  so  that  no  one  should  undertake  this 

proceeding  without  careful  consideration  of  all  the  circumstances  of 

the  case,  and  a  full  confidence  in  his  own  powers  of  producing  and 

maintaining  perfect  asepticity.     The  uniting  of  the  wound,  including 

the  synovial  membrane,  and  the  general  after-treatment,  are  in  all 

respects  those  with  which  we  are  familiar  in  the  operative  treatment 

of  "  loose  cartilage  "  in  the  knee,  and  will  not  here  be  alluded  to. 

Dislocations  of  the  ankle-joint  proper.    Causation  and 

cla8sificati(yfi. — These  injuries,  like  most  others  about  the  foot,  are 
caused  by  violent  wrenches  and  twists,  as  when  a  heavy  man 
"  misses  a  step "  in  the  dark,  or  jumps  out  of  a  vehicle  in  rapid 
motion.  The  antero-posterior  displacements  are  usually  caused  by 
some  sudden  fixation  of  the  foot  when  the  body  is  in  rapid  motion. 
Thus,  a  man  running  may  suddenly  put  his  foot  in  a  hole,  and  the 
weight  and  impetus  of  the  body  will  force  the  tibia  forwards  on  the 


Fig.  421.— Ernst's 
for  Displaced 
Cartilage. 


1018 


DISLOCATIONS, 


scaphoid^  unci  thus  produci?  a  clinlociition  of   tbe    foot  liackira 
Again,  a  ptvraon  jumping   from  a  great  h«*ight,   wscl   alighting 
the  front  tif  tlie  ftxjt,  may  i*eadily  ftutter  from  a  dUlocnticin 
wai*da.      In  exceptional  inHtjincea   theses  dtHplacemf^ntA  rit*  pmdiiQ 
by  direct  violence,  und   the  rare  dinlcx'atiorj  of   the   foot   for 
has   been  described   »«  occurring  fnini   the  effect^i  of  a  he**7? 
on    the    fnint    of   the    tibiii,  driving  that    Ixjne    backwards   «Mi 
the  upfHiF  Hurface  of  the  os  calcis.    All  dishwatiuns  of  the  aukle  i 
l>e  complete  or  incomplete,  but  the  incomplete  art?  far  more*  i 
A  tabular  view  of  disltjcntioiis  of  the  ankle  in  ttrdftr  nf  t 
and    ioiportanee  would   Ije  aa    follows  :^OiitwiirfJis  inwaitU, 
wards,  forwards,  and   up  wan!.**  Ix'tween  the   tibia  and  fibula.     Tl 
ankle  in  also  displaced  in  tfie  upward  direction  in  Dupuytntfi'«  ! 
ture,  when  the  f<x»t  and  astr*agalus,  still  connect-ed  witli   tbet   lowi 
fragment  of  the  broken  fibula,  are  forced  upwards  alonj^  the  out 
Hide  of  the  tibia.     In  the  lateral  displacements  fracture  almoit  ill*'" 
variably  c«.Hexiat«. 

I^titernl  dislocntioiifi  of  the    niikti*   outwards   or 
ward*^*     Morhkl  a nnfrhut/.  —Thirst'  disphnT'Tnenis  iiix*  uliiiiist  alira| 
combined  with  fracture  of  the  malleoli,  the  lateral  li  ^  betilig  i 

great  Ktrength,     The  astragalus  h  alwu  unually  n>t  ^  th  i 

fKisterior  axis,  ho  that  its  lateral   articular  !*urftuvw   iuuk  obliqti 
upwards.     It  is  exceptional  for  the  astragaluH  and  fo*jt  U*  Ij€»  di0| 
h<>riz4^n tally  outwarrts  or  inwarrls  ;  yet  such  dinlocatiun^i  occur,  and  the 
broken  malleolus  iw  usually  displaced  outwanis  or  inwiinln  with 
tVnjt.      In  the  complete  lioriiontal  displacement  of  the  foot  «»utwii 
the  f(x>t  and  lower  fragment  of  the  fi))ula  may  be  drawn  upi 
along  the  outer  «ide  t>f  the  tibia  until  arrested  by  the  lower  end  of 
opfier  frtigment  of  the  fibula.     This  is  termed  I)upuytren*«  fractur 
The    common    outward    lateral    disphieement    is    incomplete.. 
filmla  i»  broken  about   four  inches  tr»>m  the  tip  of  the  out4?r  i 
leolu.H  ;  the  tij>  of  the  internal  oialltHiluH  m  tt»rn  off  by  tkf  |iowerfil 
deltoid  ligament,  and  the  asti'agalus  anri  fixit  are  rt»Uite<i  mj  LliAt 
outer  articular  fiicet  of  the  astnigalus  looks  nbliquely  upwnM*  an 
iitjtwards   (Pott's  fnictui'e).      (*SVr    page  86M.)       In   th«'   it 
dislocation  inwaixls,   the  ext-emal    mallet»lut5    is    broken  «m 
external  lateral  ligament  rupturefl.     The  inner  malliHjlu'^  iiiaj  twmmii 
intact  or  be  separated  oblif|uely  irom  the  tibia,  and   the  aiiif»|{«lii 
is  nutated  so  that  it*;  inner  articular  surffwe^  caiTvlug  with  it 
iimer  malWJus,  looks  upwards  and   inwards,     Later**^  rliMl.-  i»(kj( 
especially  outwards,  are  frt»c|uently  compound.     The 
wani  or  inward  liorizontal  lateral  disphicements  are  excn  mi:i^p^ 
and  can  liardly  ot^cur  without  fractuiv  of  tlie  malleoli, 

iSt/mpdnns, — In  the  dish»cation    outwanls  the  foot  i»  markfdl^r 

evert/ed  by  the  peronei,  it^  outer  Ixirder  Itntking  upwardn.     The  aharp 

.,bn:»ken  edge  of  the  inner  malleolus  is  readily  aet'n  and  felt  at  firnt^  f 

'WOfm  b**eume8  oliscured  by  a  Buctuating  collection  of  bloud.    A  depr 

sion  alxnit  ftair  inches  up  the  outer  side  of  the  leg  mark»  tl 

tlie  broken  fibula.   In  the  lateral  dislocation  inwardi$  tliene  > 
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are  reversed.  The  outer  malleolus  is  prominent,  the  inner  buried, 
or  frequently  broken  off.  The  foot  is  markedly  inverted.  In  both 
these  injuries  there  is  an  appearance  of  distortion,  and  widening 
about  the  front  of  the  joint.  Should  a  surgeon  be  called  to  see  such 
a  rare  accident  as  a  complete  horizontal  lateral  dislocation,  he  would 
expect  to  find  the  following  symptoms :  The  displacement  will 
probably  be  in  the  outward  direction.  There  will  be  striking 
deformity  caused  by  the  great  widening  of  the  parts.  The  lower 
end  of  the  tibia  and  inner  malleolus  will  be  seen  and  felt  internally, 
on  the  point  of  bursting  through  the  skin.  The  everted  foot  and 
fractured  external  malleolus  will  be  drawn  upwards  along  the  outer 
side  of  the  leg.  In  connection  with  the  preceding  paragraphs,  the 
article  on  fractures  about  the  ankle  may  well  be  studied.  In  actual 
practice,  fracture  is  usually  combined  with  dislocations  of  the  ankle. 
Autero-posterior  dislocatlous  of  the  ankle. — Owing  to 
the  fact  that  the  interval  between  the  malleoli  is  greater  in  front 
than  behind,  and  that  the  astragalus  is  a  little  narrower  anteriorly, 
one  would  expect  that  dislocation  forwards  would  be  the  more 
common  of  the  antero-posterior  displacements.  Dislocation  back- 
wards is,  as  a  matter  of  fact,  the  more  frequent  of  these  two  very 
exceptional  accidents,  and  this  is  due  to  such  a  cause  as  alighting 

on  the  front  of  the  foot  in  jumping 
in  Mil  ii  livi^\ii.  Mi  [lom  a  vehicle  in 
rapid  transit.  Tfie  dislocation  l)ack- 
warda  ih  cjf  various  degrees  of  com- 
plet4»ness,  iTauall}-  the  tibia  is  forced 
forwards  on  the  upper  surface  of  the 
iieek  uf  the  astragalus,  impinging 
upon  or  overhanging  the  scaphoid 
Ume  (Fig.  42'i).  "  The  lateral  liga- 
ment-8  are  t<irii,  more  often  the 
nmlleoli  are  fractured,  and  carried 
back  wards 
with  the  foot 
and  astraga- 
lus. The  foot 
is  poin  ted. 
downwards, 
and  greatly 
shortened,  the 
prominence  of 
the  heel  be- 
h  i  n  d  is 
markedly  increased,  and  the  tight  tendo  Achillis  is  concave  back- 
wards. Anteriorly,  the  transverse  projection  and  marked  ridge 
of  the  lower  end  of  the  tibia,  with  the  skin,  are  thrown  into  folds 
beneath  it  In  the  very  rare  dislocation  forward's  the  foot  is 
considerably  elongated.  The  tendo  Achillis  is  slackened  and 
carried  forwards  and  in  front  of  it  are  the  hard  prominent  lower 


Fig.  422.  —Dislocation  of  the  Foot  backwards. 
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^rids  of  the  tibia  and  fibula.      Should  the  iTmllecilt  and  limcx  i-imI^ 
of  the  tibia  move  with  tlie  displacecj  foot,  thr  case  will  bn  oiM  ol 
fracture   or  disphicerneofc   forwanJjH  of  the   lower  epiphr****  of   thm 
tibia   and  fibula.     Thi»  latter  accident  haM  Viecn  ctmfounded   wtlJi 
true  dislocation,  wliich  at  sii^lit  it  much  reHembleft. 

DJMocntitiii  of  lli«>  iiukl«?  ii|»uar«l«u— It  haM  Imk^  |viintfirl 
out    that    one  variety  of  diHhx'ation  upwards  in   that  d€^ 
DupuyVrerCa    fracture,    numely,    when     a    compleU*    outw,i 
xontal    displacenient    of    the     foot    and    lower    end    of    a    * 
fibula   are   drawn    upwards  by    the   leg    muscles*      Oociisioiially 
happens,  however,  that  the  8ti\in;[;  ligament*  uniting  the  tibiA 
fibuhiare  ruptures  I,  antl  the  ^wtragalus  and  foot  pa»i*  dirwtly  u|i' 


^^^ 


Fl«.  isa.— MuiipuUfciojts  Cor  DijiJucjitkiut  of  Uu^  ikvkht. 


sef>arating  the  Ixmeft,  and  hieing  jammed  tightly  Ijetwec^n  them.     Am 
might  he  expected,  the  enoimous  strength  of  these  ligainenUi  rendrH- 
thiH  an  excessively   i*aiv  accident      Fracture  of  the  uiallt^uU 
complicate  it     Should  tlie  reader  meet  with  an  inntaucv  uf  die 
tifui  of  the  aatragalu8  and   foot  upwards  between   the   tibiA 
fibula,  he  would   rt^cognise  it  by  the  extraoniinary  widening  of 
joint,  and  the  diMplacenient  outwaiTls  and  inwarrls  of  the  lower  \ 
of  thf  fibula  and  tibia,  which  are  iviuiy  to  burst  thnmgh  the  %kin 
either  Hide,  and  are  alno  aj>jm>xinmted  to  the  sole  of  the  foot  «*<•  tha 
if  the  patient  were  to  walk,  the  malleoli  would  touch  the  ^mud 
The  ftH>t  is  quite  immovable,  Wing  weiJged  between  the  leg  litm 
and  this  seemH  to  have  l>ee-n  a  very  nmrked  sign  in  the  rt!<eurd«d 
cases. 

Treatmc^nt  of  flislorailon«  of  I  lie  iinkle.— The  Ii'g  slioold 
be  well  l>ent  Ujx^n  the  thigh,  and  tht^  thigh  on  the  abdaaien.  And 
counter^jttension  should  Ije  made  on  the  thigh  by  the  bAiKk  of  aa 
assijstant,  or  a  strong  towel  fastenefl  liehind  the  pitient    The  ^UTg;!t€Xk 
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then  seizes  the  foot  and  heel,  and  makes  extension,  inverting  or 
everting  the  foot  at  the  same  time,  as  occasion  requires  (Fig.  423). 
The  flexion  of  the  leg  relaxes  the  powerful  calf  muscles,  and  it  is  most 
important  that  this  position  be  carefully  observed.  Ansesthesia  is 
generally  advisable,  and  the  parts  are  wont  to  return  into  position 
gradually,  and  not  with  a  distinct  snap.  The  tendo  Achillis  may  be 
subcutaneously  divided  in  cases  of  great  obstinacy,  but  this  should  be 
avoided  if  possibla  In  the  dislocation  of  the  foot  backwards  the 
surgeon  should  draw  the  front  of  the  foot  forwards  and  upwards,  while 
he  presses  the  tibia  backwards  with  the  other  hand.  The  leg  will 
then,  of  course,  be  thus  acutely  flexed  on  the  thigh.  Great  difficulty 
has  been  experienced  by  those  surgeons  who  have  had  the  rare 
opportunity  of  treating  a  dislocation  of  the  foot  forwards.  The  tendo 
Achillis  seems  usually  to  prevent  sufficient  extension  from  being 
exerted  to  slip  the  astragalus  backwards.  The  mode  of  reduction 
then  is  to  divide  this  tendon  if  needful,  and  make  powerful  extension 
from  the  foot  and  heel,  and  when  the  foot  is  disengaged,  press  it 
backwards.  In  the  dislocation  upwards  by  separation,  reduction 
has  also  been  found  impossible,  but  a  useful  limb  has  ultimately 
resulted.  It  is  questionable  in  modern  days  if  this  dislocation 
should  be  left  unreduced.  An  aseptic  excision  of  the  astragalus 
would  probably  leave  a  better  foot.  In  neglected  cases  of  displace- 
ment at  the  ankle,  excision  of  the  astragalus  or  amputation  may 
subsequently  become  needful. 

So  soon  as  reduction  is  effected,  the  parts  should  be  carefully  fixed 
in  splints  while  the  leg  is  still  in  the  flexed  position,  and  the  greatest 
care  should  be  taken  that  the  apparatus  is  well  padded,  and  that  no 
undue  pressure  be  exercised,  so  as  to  cause  the  damaged  skin  to 
slough.  The  limb  should  be  well  elevated,  and  cold  spirit  lotion 
sedulously  employed  Enough  prominence  has  hitherto  not  been 
given  to  the  tendency  to  displacement  backwards  in  many  of  these 
cases,  when  combined  with  fracture  of  the  malleoli.  This  is  especially 
apt  partially  to  occur  in  a  dislocation  backwards,  when,  as  often 
happens,  a  piece  of  the  lower  end  of  the  tibia  is  also  broken  off". 
As  the  limb  lies  on  a  posterior  splint,  such  a  displacement  is  readily 
overlooked,  and  the  patient  recovers  with  a  disastrous  antero-posterior 
deformity.  This  backward  displacement  is  largely  due  to  the  tension 
of  the  tendo  Achillis,  which  structure  may  need  tenotomy ;  it  is  best 
guarded  against  by  the  treatment  now  to  be  described. 

I  have  found  the  plaster-of -Paris  dressing  applied  with  scrupulous 
care  and  accuracy  better  than  anything  else  in  the  after-treatment 
of  dislocations  about  the  ankle.  Only  those  who  have  had  practical 
experience  of  these  troublesome  injuries  know  the  difficulties  encoun- 
tered in  treating  them  with  ordinary  splints.  So  soon  as  the  swelling 
and  extravasation  have  subsided — say  in  about  ten  days — the  foot 
should  be  held  in  absolutely  correct  position  by  a  trustworthy 
assistant.  He  should  see  that  the  foot  is  at  right  angles  to  the  leg, 
and  that  there  is  no  **  dropping "  of  the  heel  backwards.  An 
anaesthetic  will  often  facilitate  and  ensure  accurate  position.     A  fine 
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flannel  ur  du mi^tte  liaudage  m  carried  fiimi  the  toea  to  the  centre  of 
the  leg,  and  over  this  the  onliiiary  plasU'r  drt?ii»iuijL:  ia  firmlT, 
not  tightly,  applied  with  na.rrt»w  rnusUn  Ijnitiiiipf!!^  la 
minutes  the  Uiitidage  will  he  **«et,**  and#if  thr  AitsistJUit  li 
taiiied  the  fix>t  in  pn>pfr  puj^ition,  it  will  there  rcmniri,  ftfid  1m 
will  take  place  of  the  lirokeii  malleoli  and  niptured  ligiunctitis  viMlsr 
the  mo8i  £avoiind>le  cimditions.  There  is  no  objection  to  \k»  <H*P^>" 
cation  of  plaster-of-Faris  inniiediately  on  i*eduction,  if  the  Mtrgeon 
l)e  careful  tit  divide  it  anteriorly,  to  allow  of  nwelling-  Grettt  care 
and  caution  niust  l>e  exerciHe<l,  however,  as  the  Kwelling  iti  vtsnr  COO- 
sideralile,  and  gangrene  may  rea<lily  ensue  from  uadue  extenill 
preasm^e.     In  sLx  weeks  cautious  passive  motion  and  miwij^  aany 

\ M*  canied  out.  In  elderly  and  heavy 
f>eoj»le,  of  the  gouty  or  riieiunatii* 
taint,  a  dkUication  at  the  ankle. 
coml>ine«i  with  fracture^  will  leave 
a  joint  that  for  many  monthif  will 
lie  «*<JematouH  and  insecure,  eiitAi} 
ing  long,  an<l  perhajM  pennaiiiecil. 
lameness,  and  the  progiio«i«  of  icuch 
injuries  should  alway>^  lie  rrrj 
guanhxl. 

Compound  diiilo<*ntlc»ii«  of 
the  iniklo-loint.  —  Tbeie  VC17 
serious  injurit*M  are  conipftmtifdy 
common^  e^p^cially  in  tW  latend 
ilislocatioa  outwaixls,  where  %hm 
8harp  edge  of  the  hrokefli  inner 
malleolus  t^ars  thnjugh  the  »kim* 
and  pnijects  several  incUesi,  ti^'htlj 
girt  hy  the  hlaekerit^l  iDieigufBetiL 
If  the  i^^ift  fkarta  am  much  cr««iied« 
and  especially  if  the  |mtient  lie  aged,  hl<mted,  or  intrmpetmU, 
and  the  woundw  full  of  dirt  and  gtit,  or  such  »ubetanoes  a^  sia 
chiner)*  oih  I  would  strongly  ailvise  primaiy*  amputaticm  of  Uic 
leg.  In  some  favourable  circumstiinee«,  especially  iJi  the  y^mxi^ 
and  in  healthy  country  peroons,  on  attempt  may  he  made  to  «a«9 
the  ftjot.  From  a  careful  perusal  of  the  recorded  eaueii  ol  tlili 
accident,  and  from  ]:>ei*sonat  notes  of  tive  instances  of  it,  I  think  ikttt 
it  18  always  l>etter  to  i^emove  obliquely  the  projecting  inner  fragment 
with  a  fine  saw,  preserving  the  p»eriasteum  a^  much  as  pos&ibltv  Thit 
affords  free  drainage,  aiid  a  counter-opening  may  be  made  pontcfwirij 
if  needful  In  com]^H:»unci  dislocationH  of  the  ankle,  contiiiQiioi 
irrigation  witti  warm  water  is  of  ntriking  utility.  Great  peftetml 
difficulty  will  l>e  encountered]  in  the  pro|»er  diHinfectioii  of  these 
complicated  wounds,  and  the  surgeon  will  lie  prepart?*!  lu  comlnl 
such  septic  dis4jrderH  as  ^preiiding  gangix^ne,  alidcraSf  cellulitiM^  aad 
tetjinus.  As  MCMHi  om  practicable,  the  pla8t<>rH>f*Pari«  dreenin^  with 
lui  opening  cut  at  thr^  site  of  injury^  is  an  advantageouA  applicatlan. 


gfclii*  forward*.    (After  Pick,  J 
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Dislocations  of  the  astragalus   (Fig.   424).    cansation 

and  classification.  —  The  fact  that  a  bone  deeply  placed  and 
strongly  tixed,  like  the  astragalus,  can  be  forced  out  of  its  bed  by 
injuries,  is  a  striking  instance  of  the  curious  results  that  may  follow 
extreme  and  composite  violence  applied  to  joints.  A  typical  injury 
to  cause  dislocation  of  the  astragalus  would  be  the  entanglement  of 
the  foot  in  powerful  revolving  machinery.  It  may  also  be  brought 
about  by  very  extreme  and  violent  extension,  in  which  movement 
the  head  of  the  astragalus  tends  to  start  forwards,  and  by  similar 
accidents  to  those  which  produce  disloca- 
tions at  the  ankle :  namely,  heavy  falls  on 
the  extended  feet,  which  are  twisted  and 
wrenched  severely  at  the  same  moment. 
Oblique  dislocations  forwards  are  the  more 
common,  and  in  order  of  frequency  we  may 
tabulate  dislocations  of  the  astragalus  as 
follows:  (1)  Forwards  and  outwards;  (2) 
forwards  and  inwards;  (3)  directly  for- 
wards (rare);  (4)  backwards  and  outwards 
or  inwards  ;  (5)  directly  backwards  (very 
rare). 

In  any  of  these  displacements,  rotation 
of  the  astragalus  on  its  antero-posterior 
axis  may  also  occur,  and  cases  are  related 
where  the  bone  has  been  turned  almost 
upside  down.  A  curious  displacement  is 
also  described,  when  the  astragalus  is  ro- 
tated transversely  across  the  joint.  Such 
accidents  are  exceptional,  and  their  symp- 
toms are  sufficiently  obscure  to  render  accu- 
rate diagnosis  impossible.  The  forward 
displacements  are  assumed  to  occur  when 
the  foot  is  extended,  and  the  astragalus 
advances  forwards  from  under  the  tibio- 
fibular mortice.  The  dislocation  backwards  may  take  place  in  like 
manner  when  the  foot  is  flexed  forwards  upon  the  leg,  and  the 
rotatory  displacements  in  the  horizontal  or  vertical  axis  are  sup- 
posed to  occur  when  the  foot  is  at  right  angles  to  the  leg.  Dis- 
location directly  outwards  and  inwards  is  also  described,  even 
without  fracture  of  the  malleoli,  though  this  may  well  seem  im- 
possible (Fig.  425).  A  large  number  of  dislocations  of  the  astra- 
galus are  compound,  the  diagnosis  being  thus  quite  obvious,  and 
the  bone  has  even  been  thrown  clean  out  of  the  foot,  and  found 
lying  on  the  ground. 

The  literature  of  dislocations  of  the  astragalus  makes  it  clear 
that  confusion  has  often  arisen  between  this  accident  and  the  sub- 
astragaloid  dislocation.  The  main  distinction  is  the  position  of  the 
head  of  the  astragalus  with  regard  to  the  malleoli,  which  is  unaltered 
in  the  sub-astragaJoid  dislocation* 


Fig.  425.— Coini>ound    Disloca- 
tion of  the  Astragalus. 
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51<»rliid  nnntomy* — Dblocations  of  the  a^tmgaltis  UMijr  hf 
coiuplete  or  iticrjTiiplete,  and  are  sometimes  eombiDed  witli  fnclttiv 
of  the  iiiallwjli.  The  neck  of  the  lx>ne  may  Ije  brokeB,  th<»  liead  ^ 
retaining  its  position  with  Uie  scapjjoid  (Fig,  4*J6)*  The  later 
and  strong  eal  can eoantragiiloid  ligaments  are  more  c»r  less  cxtanKiv 
torn,  accortiing  to  the  corapletenes!:*  of  the  disU>cAtion ;  mod 
tendons,  vensels,  and  nerves  are  8tret<;hed,  or  even  laormtr'd» 
tenda  AcJiillis  and  til»ia]«  draw  up  the  C4ilc*ineuni  againut  thf  til 
in  the  complete  diHlocationH,  and  the  jxtsterior  tibial  t^endon  ri»*T  W 
f^artially  hitchetl  nmnd  the  neck  of  the  astragalus.  The  t4*i\fium  ol 
thene  structures  fonn  the  principal  obstacles  Ut  reiluctioii.  Tlir 
a8tragah>seaphoid  ligame-nts  are  always  ruptured,  uhIchsj  fracliLre  of 
the  neck  of  the  l>oiie  occurs,  which  oomplication  is  cumnujD  in  ihm 
backwart!  displacement- 

Nyiitp turns* — The  possible  varieties  of  dislocations  of  tins  «»tm- 
galuH  lieing  so  numerous,  many  pag*^**  ^^  ^^^  described  eancamitaiit 
8ym|)tunis  inij^ht  easily  l>e  cunijiiletl  from  the  records  of  refKNtod 
cases. 

The  following  rules  for  diagnosis  will  be  found  uaeful : — 

(1)  In  ei^mplete  and  comjiound  dinlocations  the  diagnoais  is 
usually  obvicius^  the  ct)ntcnir  aiui  whaj^e  of  the  Vxine  being  distinctljr 
felt  or  seen.  ' 

{2}  In  incomplete  dislocations  the  position  of  the  bend  ol 
astragal  UH  i.s  the  main  guide  to  a  correct  diagnosis,  as  its  distAnct 
and  Hation  to  the  malleoli  are  altered,  as  compared  to  the  tufsnd 
side.  The  head  of  the  astragalus  is  always  to  be  detected  wtei 
displaced  fnini  the  scaphoid  foi-wards  and  ontwaitis,  or  inwards. 

(3)  In  nitatorj"  displacements  pure  and  simple  the  diagnosin  wtH 
be  inferential^  and  i,s  only  to  be  appn:>xiiiiately  made  by  the  possibility 
of  feeling  the  displaced  articular  surfaces  in  deep  manipulation  under 
anfesthetics.  This  is  usually  impossible,  fn^m  the  rapid  swelling*  la 
the  displacements  forwanJa  and  outwards,  or  forwards  and  inwiifd% 
there  is  a  manifest  projection  in  front  of  the  tibia,  the  articular  mA 
of  the  latter  bone  being  sunk  behind  it,  the  malleoli  nearly  reMb- 
ing  the  sole.  In  the  dislocation  outwards  and  forwards  tbe  foot  ii 
addttcted,  and  the  inner  mallcH:)lus  buried,  white  the  head  of  tlieailnir 
galus  and  external  malleolus  piroject  externally.  The  reverw  oootin 
in  the  forward  and  inward  displacement 

(4)  In  dislocatiiin  backwairis  the  displacement  is  osuaUy  obtitjs 
as  backwards  tind  outwards,  and  the  bone  may  alsc*  \ye  twisted  on  ' 
antero-posterior  or  transverse  axis.  The  displaced  btme  niake« 
lumpy  pixjminence  alx>ve  the  heel,  pushing  the  tendo  Achillis  liiidi« 
wards  (Fig.  426)  ;  and  on  one  side  or  the  other  the  contour  of  tUfe 
superior  and  lateral  articulating  surfaces  of  the  astragalus  can  ustiallj 
be  made  out,  with  the  skin  sti-etched  tightly  f)ver  thmfi.  Tbe  lioral 
surface  of  the  fiKJl  is  short^'ned,  and  the  '  -vrda* 

(5)  The  lateral  disloc^itions  of  the  :.  _  .iljr  ntnaUj 
exaggerated  instances  of  the  frtrward  and  lateral  displacwWinHh 
True  horizontal  complete  displacements  are^  however,  found.     Th0f 
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are  usually  compound,  and  combined  with  fracture  of  the  malleoli ; 
and  I  am  not  disposed  to  believe  that  complete  displacement 
laterally  of  this  bone  can  occur  without  fracture.  The  hollow  on 
the  one  side  of  the  foot,  and  the  marked  projection  of  the  displaced 
bone  on  the  other,  will  make  the  diagnosis  clear,  even  though  the 
injury  is  not  compound. 

(6)  In  all  displacements  of  the  astragalus  the  movements  of  the 
ankle  are  abolished,  and  much  extravasation  of  blood  occurs,  with 
the  most  severe  inflammation  and  consecutive  swelling,  so  that  unless 


Fig.  42(5.— Dislocation  of  the  AstraRalus  backwards,  with  Ihicture  of  the  Neck, 
the  bone  remaining  m  situ.    (St.  Thomas's  Hospital  Museum.) 


The  head  of 


the  case  is  seen  promptly  it  may  be  quite  impossible  to  make  out 
the  exact  nature  of  the  injury. 

Treatment* — Reduction  should  be  attempted  by  well  bending 
the  knee,  making  counter-extension  from  the  thigh,  and  drawing  upon 
the  foot  by  the  heel  and  toes,  while  an  assistant  makes  direct  pressure 
upon  the  displaced  l)one.  The  foot  may,  at  the  same  time,  \ye  firmly 
abducted  or  adducted.  Tenotomy  of  the  tendo  A  chillis  and  poste- 
rior tibial  tendon  is  a  valuable  aid,  and  should  be  performed  in 
obstinate  cases. 

Recent  incomplete  dislocations  will  usually  lx»  reduced  by  these 
means.  In  complete  displacements  such  (efforts  will  probably  fail. 
What  next  is  to  be  done  ]  It  is  impossible  to  lay  down  definite 
rules  for  all  varieties  of  these  very  variable  accidents.  It  may  here 
be  observed  that  in  unreduced  dislocations  backwards  more  recoveries 
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with  tuieful  limbfii  have  been  recorded  than  in  any  other.    Ik 
ing  ruks  are  of  general  application  oril}%  and  the  ret^ult**  of  i 
aseptie   surgery  iiaaj  ner^e  as  an  apology  for  differing   from 
ButhoritieH  asi  Bmca,  Moitih,  and  Bryant : — 

( 1 )  In    all    ooinpleto   compound   dislocations  of   the 
excise  tlie  di?*placM:'d  btjne  at  once^  if  I'eduelion  is  impOttBible. 

(2)  In   all   irreducible  complete   simple   dislocations 
bone,  as  the  injuiy  generally  becumen  sectrndarily  ajnipouAi 
aloughin^,  ft^ver,  and  nevere  constitutional  disturlmnc*!. 

(3)  In   bu<*kward   in*t*diicible   dislocations  or   rotatory 
ments,  with  abolition  of  the  functions  <if  the  ankle  joints 
bone  in  the  young  and  healthy  ;  leave  it  alone  in  the  ag^,  li 
or  intemperate, 

Wlieii  i^erfoiTuing  excisiion  of  the  aatragaluA  in  theae 
the  greatest  enijr  to  gouge  out  the  lione  piecemeal  througb  a  tttaaU 
opening,  aK  in  too  usuall}^  the  practice.  Bearing  in  mind  the  •*xtnaiie 
-violence  that  haB  been  at  work,  and  the  prtibable  extensive  bK^rutjoB 
of  tisMues,  a  free  anterior  incif^ion  should  l>e  made,  the  vhole  bone 
removed,  and  no  fragments  of  it  left  to  necrose  and  cause  irritatioiL 
EffuHtnl  blooil  .Hhould  l>e  flushed  away  with  the  hot  dottciie^  aad 
fragments  of  tc»rn  ligaments,  musclen,  and  tendons  trimniMi  with 
a  shai'p  rtcissors.     All  cut  tendons  should  l»e  united  by  «  i  md 

most  free  and  efficient  drainage  provided  in  a  depend*. ii  jo- 

in the  diHlocation  l>ackwurds  an  appropriate  incision  sbuulil  lie  mmd» 
posterjorly,  if  the  bone  i**  to  be  removed.  The  foot  after  ezcisioil  rf 
the  ftstragahis  in  surprisingly  useful  ;  and  the  above  practloet  if 
cttrefully  ca^rried  out,  vviLl  give  good  I'e^ults. 

After-trftainieni  of  reduced  di^hcaiiafuf  of  Oi^  4utra^nit4s^ — Ti^ 
foot  should  be  kept  at  right  angles  on  a  well-padded  spliiit,  mnd 
spirit  lotion  constantly  applied.  The  ice-ljag  nhould  be  ttsfd  with 
caution,  a-s  the  integrity  of  the  «kin  in  probably  alriNadjr  ^eircrely 
tritHi-  So  soon  as  reducticm  of  swelling  will  allow,  the  ploAler  drov- 
ing should  alwiiys  l)e  employed,  and  in  about  nix  weelo  ptmJTr 
motion  may  be  commenctHl. 

Subastragaloid  dislocatioii  of  the  foot,    rnusiuiaa  «»d 

€lii»!i««ifir9ilii»ti. — The  cotifusitifi  that  has  arisen  between  iliin  du*- 
placement  and  dislocation  of  the  astragalus  renders  their  eom|wt»- 
tive  frequency  difficult  to  compute  accurately.  I  would  vcmttitv 
tij  question  the  statenxent  usually  laid  down  as  to  the  great  rsti^ 
of  subastragaloid  dislocations  of  the  fout^  and  t>elievi?  th*t  their 
accidents  are  at  least  as  common  as  dishx^atiotus  of  the  aitn^idai 
pure  and  simple.  The  distinction  is  obvious  and  importAiiU  III 
subaatragaloid  dislocation  the  astragalus  remains  fixed  bi  ita  bojc,  tine 
head  of  tfie  bone  nkaintaining  its  proper  relation  to  th«  oaalkoli 
(Fig,  427).  This  dLslocattofi  ts  caused  by  the  sHme  claat*  of  iiniiri«i  an 
before  mentioned,  and  it  seems  a  matter  of  trial  of  istrength  Wtwvcn 
groups  of  ligaments^  as  tu  whether  the  astragalus  shall  be  Umnrnout 
of  the  ankle,  or  the  os  calcin  displaced  from  unrler  the  afttni^JlUk 
In  oi'der  of /reqnenct^^  these  flisplHcements  may  be  (1)  aiitwanlB 
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inwards,  and  at  the  same  time  backwards ;  (2)  directly  backwards  ; 
and  lastly,  (3)  forwards,  which  is  very  rare.  Subastragaloid  dis- 
locations are  generally  incomplete,  and  most  commonly  oblique. 
The  direct  displacement  backwards  is  less  frequent  than  dislocation 
backwards  and  outwards,  or  backwards  and  inwards. 

inorbid  anatomy* — In  described  cases  the  astragalo-scaphoid 
ligament  has  been  found  ruptured,  and  the  lateral  ligaments  of  the 
ankle  also,  to  a  variable  extent.  The  interosseous  ligament  need  not 
be  entirely  torn  except  in  the  complete  displacement.  The  neck  of 
the  astragalus  or  one  of  the  malleoli  may  be  fractured.  Blood- 
vessels, tendons,  and  nerves  may  be  torn.  The  tendo  Achillis  is 
tense,  drawing  the  calcaneum  forcibly  upwards,  and  one  or  other 
of  the  tibial  tendons  have  been  found  tightly  hitched  against  the 
neck  of  the  astragalus.  The  ten- 
sion of  the  tibial  tendons,  with 
tough  ligamentous  fibres  torn 
and  wrapped  about  the  bones,  is 
a  powerful  obstacle  to  reduction. 
The  head  of  the  astragalus  may 
lie  on  the  scaphoid,  and  project 
outwards  or  inwards;  and  the 
posterior  border  is  often  found 
tightly  wedged  in  the  groove  l)e- 
tween  the  articular  facets  of  the 
calcaneum.  In  complete  cases  of 
displacement  backwards,  the  head 
of  the  astragalus  may  rest  on  the 
cuneiform  lx)nes. 

Symptoms.  —  The  literature 
of  this  dislocation  makes  it  clear 
that  various  authors  descril)e 
different    dislocations    under    the 

same  name ;  and  the  reader  will  do  well,  in  perusing  the  following 
remarks,  to  rememl)er  especially  that  the  astragalus  retains  its  usual 
position  to  the  bones  of  the  leg,  that  there  is  a  certain  amount  of 
movement  in  the  ankle,  and  that  any  projection  of  the  head  of  the 
astragalus  is  not  due  to  a  displacement  of  that  bone,  but  to  the  rest 
of  the  foot  from  it. 

Taking  the  symptoms  of  the  oblique  dislocation  backwards  and 
outwards,  the  foot  will  appear  shortened  dorsally,  and  the  heel 
lengthened,  while  the  tendo  Achillis  is  pushed  backwards.  The 
foot  is  a  little  extended.  The  rounded  prominence  of  the  head  of 
the  astragalus  will  lie  on  the  scaphoid  or  cuneiform  bones,  and 
project  internally.  The  inner  malleolus  is  also  prominent,  and 
reaches  the  sole.  The  foot  is  everted,  so  that  its  outer  border 
looks  upwards,  and  the  external  malleolus  is  buried,  the  appearance 
being  that  of  extreme  talipes  valgus. 

In  the   displacement  inwards   and  backwards  the  head  of   the 
astragalus  projects  externally,  and  the  foot  is  inverted,  the  external 
X  X  2 


Fig.  427.— Subastragaloid  Uialocation  of  the 
Foot  backwards.    (After  Pick. ) 
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malleolus  projecting  nearly  to  the  sole,  and  the  inner  Ijeing  buried 
(Fig.  428).  The  position  of  the  head  of  the  astragaJus  may  lie  Iwked 
upon  as  the  key  to  the  direction  of  these  displacements  The  more 
the  foot  is  thrown  directly  backwards,  the  greater  the  elongation  *{ 
the  heel,  and  the  more  advanced  the  prominence  of  the  a«t^ag•lll^ 
dorsally.  The  tuberosity  of  the  scaphoid  will  always  be  altered  in 
position  with  regard  to  the  head  of  the  astragalus. 

The  forward  subastragaloid  dislocation  is  excessively  rare,  aoJ 
the  scope  and  aim  of  this  article  prevents  further  disciLssion  of  it 

The  malleoli  are  not  so  often  fractopwi 
in  this  dislocation  ;  but  it  may  be  cnni- 
pound,  and  when  produced  by  ma- 
chinery accidents  is  ass^jciated  witk 
much  laceration  and  contusion  «rf  the 
soft  parts. 

Treatment  (Fig.  429). — Flexion  *i 
the  leg  and  counter-extension  from  thr 
thigh  should  be,  as  usual,  effected.  In 
those  dislocations  which  have  a  l)*ck 
ward  direction,  the  operator  may  prv* 
the  tibia  backwards,  and  draw  the  front 
of  the  foot  upwards  and  forwards,  in- 
verting or  everting  at  the  same  tiiu**, 
ticcording  to  the  displacement ;  or  tin- 
front  of  the  foot  may  be  jKiw^rfulk 
<lrawn  upon  by  a  bandage,  and  tht-  hind 
of  the  operator  left  free  to  manipulat*- 
and  press  upon  the  displaced  calcaneani 
Should  great  difficulty  be  exj*t-riencyd 
the  tendo  Achillis  and  posterior  tibial 
tendons  will  need  division,  after  which 
reduction  will  generally  be  effected. 
In  compound  siibaslragaloui  diJoci- 

_  tions   it    is    advisable     to     remove    tbf 

Fig.  428.-8inMwtr»gaioid  Disioca.      astragalus  if  it  should  be  fractured,  ic 
jfthe  Foot  inwards.  if   the  soft  parts   are  much  injured,  i«r 

there  be  difficulty  in  reduction.  In  the 
irreducible  simple  dislocations  it  has  been  generally  ad\ised  tlot 
things  should  Ije  left  alone.  Tlie  risk  of  sloughing  of  the  skin 
over  the  prominent  head  of  the  astragalus  seems  very  great,  adJ 
the  practice  of  modem  surgery  would  tend  towards  excision  of  tie 
astragalus  or  amputation,  rather  than  lea\'ing  a  painful  distorted 
foot,  which  may  entail  serious  permanent  lameness.  The  subtt^^nh 
galoid  amputation  by  a  racket-shape<l  incision  would  be  applicaliif 
to  old  irre<lucible  subastragaloid  dislocations,  with  distortion  <rf 
the  foot. 

Dislocation  at  the  medio-tarsal  joint. — In  the  disUratiiio 

we  are  now  considering,  the  astragalus  and  os  calcis  maintain  tlieir 
relation  to  each  other,  and  to  the  ankle  joint,  the  movements  ti 
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which  are  free  and  unimpeded.  The  rest  of  the  foot  is  displaced 
from  its  connection  with  these  two  bones.  The  displacements  may 
be  lateral  or  antero-posterior,  and  the  diagnosis  is  made  by 
observing  the  clubbed  appearance  of  the  foot,  the  projections  of 
the  displaced  bones,  and  the  position  of  the  lesion.  Reduction  is  to 
be  effected  by  flexion  of  the  leg,  and  extension  of  the  front  of  the 
foot,  with  rotatory  movements. 

Displacements   of  individual  tarsal  bones  or   of  the 

metatarsus  or  phalanges.  —  Dislocation  of  the  os  calcis 
alone  is  a  rare  accident,  fracture  being  far  more  common.     The 


Fig.  429.  — Pressiug  the  Tibia  backwards  and  pulling  npon  the  Fooi,  in  subastragaloid  Disloca- 
tion backwards. 


probable  symptoms  will  Ije  a  prominence  of  the  l)one  laterally 
with  a  hollow  on  the  opposite  side,  while  the  astragalus  main- 
tains its  proper  relation  to  the  scaphoid.  Any  of  the  other 
tarsal  bones  may  be  completely  or  partially  displaced  by 
crushes  or  wrenches.  The  displacement  is  generally  dorsal. 
Fracture  is  likewise  found,  and  the  displacements  are  often  com- 
pound. The  symptoms  are  plain  from  the  position  and  rela- 
tions of  the  displaced  bone.  In  compound  injuries,  and  if  reduc- 
tion be  impossible  in  complete  dislocations,  resection  should  be 
practised. 

Any  of  the  metatarsal  bones,  collectively  or  singly,  may  be  dis- 
placed from  the  tarsus  forwards,  backwards,  or  laterally.  The 
shortening  and  projections  will  indicate  the  nature  of  the  injury. 
The  internal  cuneiform,  with  the  metatarsal  bones,  may  be  dis- 
located (R.  Smith). 
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The  displacements  of  the  phalanges  resemble  those  of  the  upper 
extremity.  The  same  difficulty  has  been  found  in  the  reduction 
of  the  first  phalanx  of  the  great  toe  as  is  encountered  in  the 
thumb.  There  is  great  practical  difficulty  in  making  extension 
upon  a  single  metatarsal  bone  or  toe  phalanx,  and  I  am  inclined 
to  think  that  the  open  method,  by  re-section,  or  the  division  of 
opposing  ligaments,  would  be  applicable  to  obstinate  and  incon- 
venient cases  of  these  displacementsL 
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In  studying  the  diseases  of  joints,  it  is  necessary  here  to  assume 
that  their  general  anatomy  is  fully  understood,  and  need  not 
therefore  be  further  alluded  to.  The  details  of  the  histology  of  the 
several  tissues  of  the  articulations  must  also  be  left  untouched. 
But  it  must  not  be  forgotten  that  their  minuter  structure  has 
the  most  important  bearing  upon  the  pathological  changes  affecting 
the  various  component  parts  of  the  articulations.  The  synovial 
membrane,  bones,  cartilage,  and  ligaments  behave  quite  differently 
towards  the  same  morbid  influence,  whether  it  be  traumatic, 
directly  infective,  or  generally  constitutional.  This  is  only  what 
might  be  expected  when  we  consider  that  the  synovial  membrane  is 
physiologically  very  active,  the  bones  on  the  inmiediate  aspect 
of  joints  are  less  so,  while  the  cartilages  and  ligaments  play  an 
almost  completely  passive  part  in  the  economy.  For  it  appears 
abundantly  clear,  from  what  we  observe  in  all  parts  of  the  body,  that 
where  physiological  activity  is  greatest  there  is  to  be  seen  the 
greatest  vulnerability  to  disease  of  an  active  type.  This  rule  is  also 
observed  to  hold  good  in  the  age  of  tissues — those  which  are  youngest, 
or,  in  other  words,  most  energetic  in  growth,  being  most  liable  to 
active  disease,  while  those  which  are  more  mature,  or  more  highly 
differentiated,  have  the  greatest  power  of  resistance  to  morbid 
influences.  We  see,  therefore,  that,  ceteris  paribus,  children  are  more 
liable  to  disease  of  the  joints  than  adults,  just  as  those  tissues  of 
joints  are  more  vulnerable  which  possess  the  least  highly  differentiated 
structure.  This  law  appears  to  be  related  in  some  way  to  the 
vascularity  of  the  tissues,  those  being  most  liable  to  active  disease  in 
which  the  amount  of  blood  is  greatest,  and  vice  versd. 

It  is  necessary  to  keep  these  points  in  mind,  both  on  pathological 
and  clinical  grounds. 

The  actual  consideration  of  the  diseases  affecting  the  joints  of  the 
body  naturally  divides  itself  into : — 

(1)  The  study  of  the  general  pathology,  symptoms,  diagnosis, 
treatment,    and    prognosis   of    those   morbid   conditions   met  with 
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anion<^  the  stnicttire»!i  which  enter  into  the  formation   of  aJl   IIm 
articuh^tious, 

(2)  Their  s|>f^cial  clinical  featui'e^j  *vs  seen  in  |>aj<ticQljir  joitit% 
togethtfr  with  their  diiignosiH,  syoxptoniH,  trcatineut,  luiil  |]trogiMini 
as  local  affections. 


GENERAL    PATUOLOCtY    OF    JOINT    DISEASED 

OlassificatiOE.'— The  mnrhid   changeii  foimd   here   are^   in 
vast  nKirjority  of  cases,  but  the  expression  of  one  or  other  lonu  iM 
local  i  njla  tn  m  a  lion. 

But  there  are,  l)e**ide8,  several  diseased  conditions  due*  to  ^fiwroi 
degeuf^rative  changes,  either  in  the  tissues  of  tlie  juinU  tKimtArlTv% 
or  of  more  remote  parts  of  the  aysteni,  such  as  the  nervous  CPiitics 
and  vascular  system. 

Finally,  the  tissues  of  joints  are  occasionally  the  fteat  of  itMj^iiaMit 
in  the  usual  acceptation  of  the  tenn. 

Besides  these  luorhid  changes  there  are,  of  course,  otliers  iht 
direct  result  of  im*huc€y  such  as  dishx-ations,  lacerations,  ^nshot 
wounds,  and  the  like^  hut  these  are  treated  of  in  the  urticlr  <m 
Injuuiks  of  Joints,  and  will  only  be  alJuded  to  here  so  far 
give  rise  to  the  remote  effects  oonaing  more  naturally  tinder 
name  of  disease. 

We  have  then  Ijefore  us  three  great  groups  of  joint  di: 
(a)  th^  infifimmaSirry ;  (h)  the  dtgetntraiiim ;  (r)  th^  Tt^fopiastic. 

But,  though  practically  convenient  for  the  present,  such  a 
chwsification  will  jirolmldy  i-ecjuire  mrxlification  in  the  futun-,  at  all 
events  /ls  rej^ards  tlie  diseases  included  in  each  group.  Fiw  it  in 
open  to  ♦juestion  under  which  of  these  headings  some  of  ilw* 
couimiinest  joint  affections  ought  to  l>e  placetl,  which  have  hitherto 
had  their  definite  positions  assigned  to  them.  For  instai»ne^  tiitv!r» 
culous  diseiise  has  hitherto  been  placed  among  the  inflamniAtorjf 
affections,  but  it  might  just  as  well  be  includtxl  among  the  ncofilMaw^ 
to  which  it  bears  in  many  respects  a  \ery  clo«e  resembln^..^*  »»^? 
there  would  lie  s(>me  practical  advantages  from  such  a  nouv 
And   if  it   1m?  pmved,  as  appears  likely  to  \w  the  case  ht  r   i  - 

that  what  we  now  call  new  growths  are  masses  of  h}*per|  I  :  .»r 
heteroplastic  tissue,  produced  under  the  irritation  of  living  p»i«gii!% 
just  as  so-called  tubercles  are,  and  in  the  same  way,  the  dMilMtioil 
between  neoplasms  and  inflanmiatorj'  pniducts  will  be  hard  to  dmw. 
Adopting,  however,  this  elassiticati^m  fi>r  the  present,  we  mmy 
proceed  to  cimsidor  the  injhtminatftry  nff>cfio*is  of  joints,  fin^t  a» 
they  affect  the  sj^novial  membrane,  and  then  the  llgam«^i«,  c»rti- 
lages,  and  bones. 

This  anatomical  arrangement  is  neceiMary,  inaitmucji 
various  morbid  processes  behave,  as  has  lieen  already  said,  in  a 
some  w"  hat  di  tie  rent  manner  in  each  of  the  dilTereut  fltmcUtfVft 
which  enter  into  the  formation  of  joints. 

Taking  all  the  primary  affections  tjf  joints  as  a  whole«  fit  niAj  W 
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safely  asserted  that  the  synovial  membrane  is  by  far  the  most 
frequently  diseased,  the  bones  next,  and  the  ligaments  next,  while 
the  cartilages  are  very  rarely  the  seat  of  primary  change.  This 
comparative  liability  to  disease  appears  to  dej)end  upon  the 
physiological  activity  of  each  structure,  those  tissues  being  most 
open  to  disease  which  are  most  active  in  their  cell  life,  while  those 
in  which  the  latter  is  sluggish  seem  to  enjoy  comparative  immunity, 
whether  from  acute  inflammatory  change  or  from  heteroplastic  new 
growths.  This  was  pointed  out  as  an  axiom  in  pathology  long  ago 
by  Virchow,  and  is  a  most  important  fact  to  bear  in  mind, 

SIMPLE    SYNOVITIS   DUE    TO    CAUSES    OPEllATING 
FROM    WITHOUT. 

Inflammation  of  the  synovial  membrane,  which  is  the  first 
morbid  process  to  be  considered  under  our  scheme,  is  a  very  common 
aflfection.  It  may  be  either  primary,  or  secondary,  either  to  other 
local  primary  disease,  or  to  general  conditions.  It  may,  besides,  be 
either  acute,  subacute,  or  chronic. 

1.  Simple  primary  acute  Sjmovitis.     Patiioio§y.— This 

aflfection  as  commonly  met  with  is  usually  the  result  of  over-use, 
injury,  or  cold,  and  in  its  simplest  forms  is  best  studied  in  relation 
to  either  of  these  exciting  causes. 

When  a  joint  is  violently  overstrained  or  contused,  or  when  it 
has  been  long  exposed  to  cold  and  damp  combined,  the  eflfect  is 
usually  to  cause  hyperaemia  of  the  synovial  membrane.  This  may 
vary  from  a  transient  flush  to  the  most  intense  active  congestion. 
The  cause,  pathologically  expressed,  is  to  be  found  in  a  more  or  less 
complete  vasomotor  paralysis  affecting  the  smaller  vessels  of  the 
synovial  membrane.  All  the  usual  consequences  of  this  acute 
congestion  are  soon  seen  in  the  form  of  increased  heat,  redness, 
tenderness,  pain,  and  swelling.  The  increased  heat  is  easily 
explained  by  the  greater  quantity  of  blood  passing  through  the 
parts  around  than  in  the  normal  state.  The  redness  is  due  to  the 
same  cause,  as  is  also  the  hypenesthesia.  The  swelling  of  the  joint, 
on  the  other  hand,  is  not  only  due  to  the  increase  in  amount  of 
blood  in  the  vessels  of  the  part,  but  also,  in  acute  cases,  to  the 
exudation  of  serum  from  its  vessels  producing  oedema,  and  also  to 
hyper-secretion  of  synovium  from  the  congested  lining  of  the  joint, 
or  effusion  of  synovium. 

Such  a  joint,  if  laid  open,  would  exhibit  the  following  changes  : — 
The  lining  membrane  would  be  somewhat  swollen,  deeply  injected, 
its  colour  varying  from  light  pink  to  deep  purple,  contrasting  with 
the  pearly-white,  pale  cartilage.  It  might  also  be  thrown  into  folds 
if  much  swollen.  At  the  same  time,  the  capsule  and  parts  around 
would  also  be  found  to  be  very  vascular,  and  deeper  in  colour  than 
normal.  The  synovial  fluid  in  the  joint  in  such  cases  is,  as  already 
remarked,  increased  in  amount,  and  may  be  otherwise  normal  or 
thinned   by  the  admixture  of  eflfused  serum,  or  turbid  from  the 

XX* 
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presence  of  leucocytes  and  lymph.     The  Utter  conditioiit  1 
13  rarely  seen   in  simple  cases.     There  i»  no  sharp  bonnilanr 
between  each  of  these  ocmditions,  they  mn  one  into  tlie  o/iher  i 
sibly,  according  to  the  intensity  ot  the  hypenemia. 

The   symptonifi  in    nuch    a    simple    acute   case    wtU   bit, 
jectively,  pain  on  movement  or  handling,  a  sense  of  beat  in  the  JQ 
and  (ierha]i8  liome  throbbing,  with,  in  some  caisea,  a  little 
pyrexia.     Objectively^  there  will  Vje  general  nweUtng,  0Qct9tttim 
fluid  in  the  cavity,  al»o  redness  and  altered  posilkMit  due  to  the  i 
cessity  of  relaxing  certain  parts  of  the  inflamed  and  tendt?r  * 

The  fluctuation  in  these  caaes  will  always  Ije  best  *etm  on 
aspects  of  the  joint  at  which  the  capsule  is  thinnest.     Thiu^  in  tWI 
knee  it  will  be  ol>served  on  either  side  of  the  joint  in  front,  and  tn 
the  elbow  on  either  side  behind. 

In  this  state,  if  uncomplicated,  the  pressure  of  the  ' 
against  the  other  will  catise  no  pain,  bat  any  friction  of  tine  \ 
membrane  upon  subjacent  parts  is  acutely  painful     This  ia 
important  fact  to  hear  in  mind  when  endeavouring  to 
whether  the  encrusting  cartilages  are  involved  or  not 

The  dltiC[iii»ftl««  except  for  the  last  pointy  ia  not  dilBeiilt,  and  n ' 
based  upon  the  foregoing  factors. 

The  rapid  onset  of  the  swelling  in  the  joint  after  theopmfti 
one  or  other  of  the  exciting  causes  mentioned  above  disttngiiM 
from  any  of  the  nwIi^ruiHt  (Hnu>fir«,  as  would  also  in  mcjst  tmm 
early  increased  heat,  redne$.%  and  tenderness  to  the  IoocIl  The  1 
symptoms  also  serve  to  contrast  it  witii  the  mikaade  and  tkroniej 
of  synovitis.  It  is,  perhaps,  more  likely  to  be  conlonnded 
hiemarthms  or  eflusion  of  blood  into  the  joint  than  vitli  an^ 
else  where  there  has  been  a  history  of  injury  as  the  exciting 
But  in  hmnMrthrfi*  the  pouches  of  the  joint  are  distended 
btood  within  an  hour  or  so  of  the  receipt  of  the  injury,  while  < 
the  most  acute  simple  synovitis  from  violence  does  oof  fbUov 
latter  for  some  hours^  and  its  effusion  is  much  slower.  WhiSi  F  * 
is  present  in  the  joint,  too,  the  heat,  redness^  and  swelling  aro  i 
marked  as  in  acute  synovitis.  And,  moreoirer,  after  it 
gone  coagulation  the  clot  will  give  the  usuai  tearing  creptiaiioti  i 
palpation,  which  is  characteristic,  while  in  syiio%'it]S  the  Hnciii 
is  soft  or  elastic  alone.  In  many  cases,  too,  of  hacinarthroa  th«  I 
of  the  skin  round  the  joint  helps  a  dtflerenttal  diagnosia.  To 
e3re  at  a  little  distance  it  is  slightly  darkened  in  hue  by  the  imdrr' 
lying  mass  of  blood,  while  otherwise  normal.  Of  course,  if  any 
doubt  still  existed  after  consideration  of  aU  theae  poii&l%  Ibe  ia-j 
troduetion  of  a  sterilised  aspirator  needle  would  at  ooee  dear 
the  difficulty.  This  needle  should  lie  lar^ge  esHio^  to 
some  of  the  clot  if  coagulation  has  taken  plaee^ 
mistake  of  sup[>osing  thei^  is  no  fluid  in  the  joint  «>ajr  be  i 

The  general  trenoneMt  of  %ueh  a  condilioil  ia  ha 
ofdinaij  princi^es,  and  is  for  the  most  part  ■niipli&     In  Ika 
place  ooniesi  as  a  matter  of  coarse,  rest  for  die  alecfed  thane  i 
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and  for  the  system  generally,  so  that  all  vascular  excitement  may  be 
avoided.  We  may  also  do  a  good  deal  constitutionally  by  the  use 
of  saline  purges,  with  a  little  antimony  in  sthenic  cases  to  relieve 
vascular  tension,  and  remove  effete  products  from  the  blood,  which 
might  lower  the  vitality  of  the  tissues  and  render  them  more  vulner- 
able to  morbid  influences.  In  asthenic  cases,  on  the  other  hand, 
we  must  be  cautious  with  purgatives,  and  must  remember  that  tonics 
and  stimulants  are  indicated,  and  that  where  there  is  much  pain, 
preventing  sleep  and  interfering  with  the  appetite,  anodynes  and 
sedatives  are  given  with  advantage. 

The  local  treatment  comes  next  in  the  form  of  blood-letting, 
either  by  means  of  leeches  to  the  part,  or  wet  cupping  where  the 
patient  is  strong  enough  to  bear  the  loss  of  blood.  Then,  or  in  place 
of  these  measures,  the  application  of  cold  by  means  of  the  ice-bag  or 
evaporating  lotions  is  of  the  greatest  service.  Where  these  means 
fail  to  check  the  inflammatory  process,  and  the  latter  is  running 
high,  hot  fomentations,  with  or  without  belladonna,  will  be  found 
of  the  greatest  use.  In  many  cases,  too,  where  there  is  much 
tension  from  effusion,  aspiration  of  the  joint  with  a  sterilised 
hollow  needle  is  the  readiest  way  of  giving  relief.  And  this 
should  be  done  before  the  capsule  and  ligaments  have  been  over- 
stretched, and  the  synovial  membrane  permanently  altered.  Care- 
fully performed,  this  operation  can  do  no  harm,  and  may  save  much 
time  to  the  patient  and  loss  of  function  to  the  joint. 

•  Prog^nosis. — Simple  cases  treated  on  one  or  other  of  these  lines 
usually  do  well,  and  the  prognosis  is  favourable.  The  active  con- 
gestion becomes  less  and  less,  and  with  it  the  effusion  of  serum  into 
the  parts  arotmd,  and  the  hyper-secretion  of  serum.  W^ith  the  dis- 
appearance of  this  swelling  and  tension  all  pain  ceases,  and  local  and 
general  fever  subside.  As  a  rule,  the  effused  fluid  is  soon  absorbed, 
and  a  complete  restitutio  ad  integrum  takes  place.  In  a  few  cases, 
however,  in  debilitated  individuals  absorption  is  slow,  especially  from 
the  joint  cavity,  and  the  capsule  may  be  much  weakened  by  the  dis- 
tension if  prolonged.  This  condition — known  as  hydrops  articuli — 
is,  however,  more  likely  to  follow  the  subacute  and  chronic  affections 
than  the  acute,  and  particularly  among  those  who  have  been  living 
under  defective  hygienic  conditions,  and  whose  blood  may  conse- 
quently contain  organised  impurities.  If  it  resist  the  treatment 
indicated  above,  and  the  tension  threatens  permanently  to  stretch 
and  weaken  the  capsule,  it  may  be  well  to  drain  off  the  fluid  from 
the  joint  by  aspiration,  every  care  in  the  direction  of  asepsis  being 
taken.  If  there  be  any  suspicion  of  the  inflammation  of  the  cavity 
being  kept  up  by  more  or  less  septic  matter  derived  from  the  blood, 
it  may  be  well  to  supplement  this  aspiration  by  washing  out  the  joint 
with  some  non-irritating  antiseptic  fluid,  such  as  boric  lotion,  or  even 
sterilised  water,  or  the  part  may  be  opened  by  lateral  incisions,  and 
drained  for  a  time  with  benefit.  This,  if  carefully  done,  is  usually 
followed  by  complete  restoration  of  function.  But  where  the 
measure  has  been  too  long  delayed  the  synovial  membrane  has  ofteu 
X  X*  2 
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be<x)me  thickened  and  Bhiunken^  and  has  lost  its  cliisttdty  aad 
sniiKjtli  surface,  and  th€^  isubsefjuent  movements  of  the  artiruUtioo 
are  impaiivd.  It  is  well^  therefore,  not  t-o  delay  j*.»4|»imtion  or 
incision  too  Ion <(,      Much  of  this  stiffneHs  may  i>e  n*!r  aU 

in  Hum  Illation   haw  HuVisided    by  re^uhir  massaj^e  luvi      _  ♦xl 

pas*ii\'e  inovetnentH.  Active  movement,  trx>,  should  not  \m  {itil  off 
too  \ong^  but  should  \w  gently  and  cautinusly  employed. 

It  is  very  ran?  for  such  a  simple  attack  of  acute  synovitis,  due  tA 
injury,  cold,  or  wet,  to  tenninat^  in  actual  ^upjyuratioHf  Imt  it  is 
possible  ill  individuals  who  are  in  bad  healthy  or  who  have  Ite^n 
livinf^  under  vicious  hygienic  ci:>ndition8.  In  this  cajie  thprr  w 
probably  a  septic  element  in  operation^  the  local  injury  onljr 
determining  the  spot  at  which  this  septic  matter  in  the  Mood  shall 
tind  a  suital>le  soil  for  its  development.  If  such  suppuration  do  take 
place  as  indicated  by  rigors,  inarkerl  cedema,  and  redness  of  the  part, 
and  very  high  Ixxly  tenifierature,  the  sooner  the  joint  is  fnpely 
opened,  drained,  and  wa^hetl  out,  the  Ix'tter.  The  incisiotts  slioold 
l>f*  made  in  the  axis  of  the  limb  on  both  sides,  towards  the  back  part 
of  the  hitei'al  pocket-s,  and  should  be  tolerably  free.  The  pus  nhould 
then  be  washed  out  with  a  stream  of  sterilised  water,  or  1  in  l^CKJO 
solution  of  perch loride  of  mercury,  I  in  20  solution  of  carbolic  mdd^ 
and  should  then  Ije  drained  with  a  tube  on  both  sides.  Buch  jotntJi 
thus  ti*eatef[  may  recover  their  functions  completely  if  the  oprraiioti 
has  l>een  done  lx*fore  the  cartilaj^^es  and  other  surfaces  havr  lumi 
extensively  ulcerated  or  covered  with  organised  lymph. 

-*.  Simple  subacute  Sjmovitis. — Here  the  cttmn^^  operating  are 
often  the  snme,  anri  differ  only  in  degree.  The  vascular  excitemeni  b 
less,  and  therc*fore  no  i\*dne8s  of  the  skin,  very  little  swelling  of  the 
soft  parts,  and  but  slight  effiwion  of  synovium  into  the  jtiint  an? 
present.  The  fluid  in  such  a  case  is  clear  and  thin,  and  contains 
few  or  no  corpuscular  elements*  Pain  is  present  in  no  marked 
degi'ee,  and  there  is  but  htt!e  alteration  in  the  position  of  the  joint, 
which  may  be  handled  without  giving  rise  to  tiny  sulTering*  The 
chief  complaint  of  the  patient  ia  that  the  joint  feela  *'iitlff'' 
and  *'  weak," 

Trt^uliiic'iiL^Tliede  subacute  cases  are  treated  on  the  same 
general  ]»rinciph\s  as  the  acute,  bat  with  less  vigour.  Tliejr 
retpiii^,  Imwever,  close  attention,  for  if  neglected  the  affrctioti  ia 
apt  to  l)ecome  chronic,  and  is  then  very  troublesome.  In  th<? 
initial  stage  leeches  and  the  application  of  cold  are  advisaUe, 
and  when  all  heat  has  disappeared  the  part  must  lie  blistered 
ffeely*  Of  course^  absolute  rest  i^s  secured  by  splinta  suited 
to  the  joint,  or  by  pii^sition  when  the  patient  ia  eonllned  to 
bed.  The  chief  difficulty  in  these  cases,  as  a  nik%  is  the 
removal  of  the  fluid  from  the  joint,  and  the  prevention  of  its 
re-accumulation.  For^  even  without  any  return  of  inilammatioti, 
the  tendency  in  these  cas(*a  is  towards  re-secretion  of  superabundant 
synovium.  Either  the  vascularity  of  the  synovial  membratie 
remains  sliglitly  above  normal,  or  its  absorbents  are  in  sotn«  way 
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interfei'ed  with,  and  the  balance  between  secretion  and  absorption 

is  thus   upset.     Aspiration  in  such  cases  may  be  repeated  several 

times,  and  yet  without  avail ;  the  joint,  though  painless,  refills  each 

tima     Here  we  will  find  much  benefit  from  repeated  blistering  at 

short  intervals,  with  firm  elastic  pressure.     The  blisters  should  be 

applied  in  constant  succession  on  different  aspects  of  the  joint  every 

alternate  day  or  so,  and  the  pressure  may  be  kept  up  by  bandages 

applied  over  thick  wool  laid  upon 

the   blisters.      Later,    if  the  fluid 

is  completely  removed,  or  almost 

so,  the  joint  may  be  strapped  with 

plaster  in  the  usual  way  as  soon 

as  the  blistered  surfaces  are  healed. 

This    will   promote    absorption  of 

any    i*emaining    fluid,     and    will 

often  prevent  its  return  when  the 

patient   is    beginning  to    use   the 

affected  part. 

If  these  means  fail,  it  may  be 
desirable  to  aspirate  and  wash  out 
the  cavity  with  some  mild  anti- 
septic, such  as  2  J  per  cent,  of 
carbolic  acid,  or  a  weak  iodine 
solution.  This  is  frequently  per- 
fectly successful  where  other  milder 
means  have  been  ineffectual ;  but 
it  is  not  clear  exactly  why,  unless 
there  be  irritant  products  in  the 
synovial  fluid  which  is  evacuated, 
but  of  this  there  is  no  evidence 
at  present  in  ordinary  subacute 
synovitis  following  injury  or  cold. 

In  many  cases  great  benefit  is 
derived  from  massage  regularly 
applied.  Fluid  is  by  this  means 
removed,  and  the  stiffness  of  the 
joint  overcome.  Patients  having 
had  subacute  attacks  of  synovitis 
should  be  careful  in  all  cases  to  wear  over  the  joint,  for  some  weeks 
or  months  after  all  swelling  has  disappeared,  a  covering  of  elastic 
webbing,  and  should  guard  the  part  against  overstrain  or  exposure 
to  cold  or  wet,  which  is  very  likely  to  bring  on  the  trouble 
again. 

3.  Simple  chronic  Sjmovitis. — This  form  differs  but  little 
from  the  subacute,  except  in  degree.  The  same  effects  are  pro- 
duced by  similar  causes.  But,  owing  to  some  peculiarity  in  the 
patient,  usually  a  defective  vitality,  the  effects  last  longer,  and 
as  a  consequence  are  somewhat  modified.  Again,  want  of  rest 
may  convert  a  subacute  into  a  chronic  case.      Tbi'"    *Jiough    the 


Fig.  430.— Pendulous  Folds  of  Synovial 
Membrane,  due  to  chronic  Inflamma- 
tiou.     (University  College  Museum.) 
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hypenemia  and  tbe  fluid  accuniulation  differ  in  few  respects 
wlKit   m  observt^d  in    tlie  subacute   form    of  the   di^eHaac!,   the 
sistence    of    the    con^stioii    of    the   ft^TioWjil    nieinbrant*    for    tin 
perioris  leiidn  to  its  phif^tio  thickeninjtf.     It  thus  1iecotnf«  iUt4*rrd 
consistence,  Ijeing  vol unii nous  and  oft-en  in^guUrlj  hrprrtniphtf 
in    all    its    parts.      Wlien    it^s    borflers    are    parti culnriy    nt 
pendulous  niasse>i  or  folds  an?  often  formed  within  it,  whieh  hn 
iotm^  iilHHit  the  side.H  of  the  joint  (Fig.  430).     These  may  pve  rise  I 
consitlerahle  uiodiHcatiun  of  the  movements*  of  the  articulation^  &Q 
may  cause  a  sense  of  weakness  in  the  latter,  or^  if  the  peilicle  d  mug 
a  pendulous  maiiH  l>e  torn  through  during  mi>vement,  a  Iuomp  body 
pnxlu(?ed,    with    many    serious    conHequenee^i,       The    iigmxxieni 
structures  of  the  joint  are  often  affected  at  the  same  tiint*  in 
ways,  to  bc^  alluded  to  presently. 

The  syii]ploiii«i  uf  simple  chronic  synovitis  have  much  tn  comoKi 
with  thoi^e  of  the  subacute  variety^  and  it  would  not  be  nec(t««ary  i 
consider  the  two  forms  apart  were  it  not  for  the  fact  that  the  pin 
changes  pix>duced  in  chronic  intlammation  of  the  K^'novial  " 
seriously  interfere  in  many  ciuses  with  the  function.H  uf  tL-  i 

neglected. 

The  Irentitif^nt^  too,  up  to  a  certain  point,  is  the  ffjune  m  bi»llt_ 
affections.  But  in  addition,  we  have  to  endeavour  to  help  in  tl 
ab3or|ition  of  the  plastic  matter,  or  at^tuall}*  to  remtive  it^  In 
first  instance!  we  make  use  of  strapping,  with  friction  comb 
with  painting  of  iodine  over  the  part,  or  inunction  o\  mercur 
ointment.  Rest  during  this  treatment  is  desirable,  and  hit^ 
cautious  pasiiive  movement.  But  for  a  long  timi'  after  the 
is  able  to  get  alxmt  it  is  well  to  keep  the  part  envelopetl  in 
elastic  bandage,  so  as  to  prevent  that  passive  congestion  nx^l 
swelling  which  is  so  apt  t^i  reappear  on  resumption  of  active 
movement. 

But   siimetimes   in   simple  chronic  synovitis  all  our  ^Iforta  to 
restore  the  normal  conditions  by  onlinary  methotis  fail  c«>mplet^l]r9 
the  joint  remains  weak,  painful,  and  swollen.      In  such  caae*^  1  kaf 
hml    the  happiest  results   from  f freely  opening  the  jointn  on   their 
lateral  aspects,  and  excising  a«  much  of  the  hypertn>jiliied  Hynuvial 
meudirane  as  could  be  reached  from  the  wounds.     The  lattrr  mtint 
be  made  cai^efully  with  due  regard  to  the  integrity  of  the  l&t4*Tal  and 
patellar  ligaments.     The  tissue  thus  removed  has  been  fouiitl  by  the 
writer  and  others  t,o  hie  hypenemic  and  fiViroid.  without  i%nr  tr 
of  tul*erculous  material,  being  simply  affected  by  chronic  h^i»erpln 
It  is  hai^l    to  account  for  the  marked  improvement  M-hich  foUoi 
in  such  eases  ;  but  it  has  lx*eo  proved  by  many  surge«>nA,  at  Um 
and  abroari.     And   when  we  have  had  a  larger  experieiH'e  %4  tli< 
treatment  we  shall  accumuhite  data  uf>on  wdiich  t<»  found  a  theor 
as    to    the    modtis   operandi   t*f   the    method.       All    this  should 
followe*!  by  massage  and  douching,  witli    change  af  air.  lmmmI  die 
tooios,  and  sea-lmthing  if  possible. 
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SYNOVITIS    DUE    TO    CAUSES    OPERATING    THROUGH 
THE    BLOOD. 

Classification. — The  three  forms  of  simple  synovitis — the  acute, 
the  subacute  and  the  chronic — produced  by  causes  operating  /ram 
without,  may  be  taken  as  types  of  inflammatory  change  in  the  synovial 
membrane  of  joints. 

But  there  are  other  forms  of  disease  of  the  same  structure,  due 
to  causes  operating /rom  within,  which  remain  for  our  consideration. 

Among  these  may  be  mentioned  those  inflammations  set  up  by 
poisons  carried  to  the  synovial  membrane  through  the  blood,  which 
irritate  the  former.  Of  these  there  are  many,  such  as  the  jryotmic, 
gonorrhoecd,  puerperal,  scarlatinal,  acute  rheumatic,  and  the  affections 
of  joints  which  follow  in  many  cases  on  smallpox,  typhoid  fever, 
dysentery,  and  renal  disease,  together  with  the  synovitis  of  tubercle, 
syphilis,  and  gout. 

We  will  do  well  however,  at  all  events  for  the  present,  to  gi'oup 
a  number  of  the  above  affections  under  one  heading,  and  speak  of 
them  simply  as  the  septic  inflaminations  of  the  synovial  membrane. 
For  as  yet  it  is  hardly  possible  to  draw  any  distinction  as  to  aetiology 
between  the  inflammations  produced  in  joints  by  the  septic  matter 
introduced  into  the  blood  from  definite  putrid  wounds  on  the  surface, 
and  those  caused  by  toxic  agents  reaching  the  circulation  through 
other  less  evident  centres  of  infection.  The  effects,  at  all  events,  are 
practically  the  same ;  and  it  seems  probable  that,  when  in  the  course  of 
puerperal  or  typhoid  fever,'of  scarlatina,  gonorrhoja,  acute  rheumatism, 
dysentery,  and  small-pox,  the  synovial  membrane  inflames,  it  is  again 
merely  a  question  of  infection  of  the  system  generally  from  some 
raw  or  ulcerating  surface,  be  it  in  the  throat,  urethra,  intestine,  or 
uterus.  The  specific  poisons  in  each  of  these  cases,  if  not  identical, 
have,  nevertheless,  so  much  in  common  that  we  may  put  them  in 
the  same  group,  and  speak  of  them  as  the  septic  irritants  of  the 
synovial  membranes. 

Probably,  if  not  certainly,  the  poison  operating  in  many  of  these 
affections  is  a  mixed  one,  consisting  of  the  toxic  products  of  several 
forms  of  fission  fungi.  This  is  the  case,  we  know,  in  gonorrhceal 
synovitis,  in  which  the  specific  organism  of  the  urethral  catarrh  is,  so 
far  as  we  know,  aerobic,  and  not  propagated  in  the  blood,  or  otherwise 
than  on  mucous  surfaces  exposed  to  air.  And  yet  gonorrhoea  is  fre- 
quently followed  by  severe  pyaemic  affections  of  joints,  with  the  pro- 
duction in  them  of  several  forms  of  pathogenic  organisms. 

The  same  may  i)robably  be  said  of  the  synovitis  which  follows 
scarlatina,  typhoid,  dysentery,  and  other  similar  disorders. 

In  tubercle,  on  the  other  hand,  we  have,  as  a  rule,  a  pure 
unmixed  affection,  as  also  in  syphilis. 

In  gout,  again,  we  have  a  definite  specific  poison,  in  the  form  of 
a  chemical  irritant — urate  of  soda.  And  the  mode  in  which  this  acts 
in  setting  up  synovitis  throws  considerable  light  on  the  other 
processes  in  which  the  irritant  cannot  be  so  easily  isolated. 
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The  long  list,  then,  given  above  may  now  be  reduced  to  (1)  the 
synovitis  of  septic  infection^  (2)  of  syphilis^  (3)  of  tuberclsy  and  (4) 
ofgouL 

Another  i>oint  strikes  the  observer  at  once  in  1oc»king  over  the 
above  list  of  synovial  diseases,  namely,  that  they  naturally  arrange 
themselves  into  three  groups,  according  to  the  processes  whidi 
underlie  the  grosser  changes  present.  One  group,  including  the 
above  acute  and  subacute  septic  affections,  is  generally  characterised 
by  the  presence  of  active  hypenemia,  rapid  effusion,  and  oell-proli- 
feration  ;  the  next,  ^nade  up  of  the  tuberculous  and  syphilitic,  by 
a  more  passive  hyperemia  and  more  sluggish  cell-prolifention  ;  the 
last,  including  the  gouty  and  so-called  chronic  rheumatic  inflamma- 
tions, rather  by  degenerative  changes,  accompanied  or  followed  by 
passive  congestions  of  usually  moderate  intensity,  and  not  marked 
primarily  by  either  excessive  effusion  or  cell-proliferation.  The 
varieties  of  disease  in  each  of  these  groups  display  a  close  parallelism 
in  their  natural  history.  For  instance,  it  requires  minute  scrutiny 
to  detect  differences  between  chronic  pulpy  degeneration  of  the 
synovial  membrane  due  to  tubercle,  and  the  analogous  changes  of 
structure  in  the  synovial  membrane  brought  about  by  syphilis.  .Hie 
same  may  be  said  of  the  other  affections  belonging  to  the  acute  and 
subacute  pyaemic  class,  while  between  the  primary  degenerative 
changes  of  gout  and  chronic  rheumatic  arthritis  there  often  seems  to 
be  a  close  relation. 

It  is  not  intended  to  imply  here  that  in  chronic  rheumatic  arthritis 
the  synovial  membrane  is  often  primarily  affected.  Probably  this 
is  rare,  the  changes  in  the  synovial  membrane  being  in  most  cases 
secondary  to  de<i^nerative  disease  starting  in  the  cartilages  and  liga- 
ments. This  disease  apj)ears  to  hold  an  intermediate  position  be- 
tween gout,  in  which  the  cause  of  the  lowered  vitality  is  the  presence 
of  a  iletinite  chemical  compound  in  the  tissues,  and  Charcot's  disease, 
in  which,  be  the  original  cause  what  it  may,  the  proximal  cause 
appears  to  he  a  profound  affection  of  the  nervous  centres  manifesting 
itself  in  the  osseous  system  by  degenerative  changes  due  to  defective 
innervation. 

These  varieties  of  8yno>-itis,  due  to  causes  operating  through  the 
blooil,  may  now  l»e  considered. 

1.  Acute  septic  synovitis.  Pathology.— This  form  of  synovitis, 
as  already  stated  (page  1039),  is  met  with  in  the  course  of  many  local 
and  constitutional  diseases,  hitherto  regarded  as  quite  distinct.  But 
it  is  almost  certain  that  the  poison  which  produces  the  joint  trouble 
is  analogous  if  not  identical  in  all,  and  is  due  to  the  presence  in  the 
blixHl  of  one  or  other  of  the  well-known  forms  of  staphylococci,  which 
have  actuallv  l>een  found  in  the  joint  effusions  in  such  cases.  It  is 
easv  to  understand  the  mode  of  entrance  of  these  into  the  system 
when  we  i-enieml^er  the  foul  suppumtive  surfaces  present  in  different 
parts  of  the  IkkIv  in  the  diseases  in  question — in  the  urethra  in 
gonoiThieal  synovitis,  iu  the  throat  and  ear  in  scarlet  fever,  in 
the  intestine  in  typhoid,  in  the  uterus  in  puerperal  fever,  and  so  on. 
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Once  introduced  into  the  circulation,  the  capacity  of  these  fungi  to 
increase  within  the  system  is  well  known,  until  the  whole  organism 
may  be  overpowered  by  the  poison  generated  by  them. 

The  first  evidence  of  a  dangerous  general  intoxication  with  the 
latter  is  usually  a  sudden  rise  of  temperature,  followed  by  a  rigor,  and 
then  abrupt  defervescence.  It  is  after  this  that  we  usually  meet  with 
the  septic  joint  affections  in  the  form  of  simple  synovial,  serous,  or 
purulent  effusion  into  the  cavity  of  the  articulations. 

This  synovitis  is  brought  about  by  the  irritating  effect  of  the 
organisms  or  their  products  upon  the  capillaries  of  the  membrane,  in 
which  colonies  of  staphylococci  may  be  entangled.  Hyperaemia 
follows,  and,  as  a  consequence  of  this,  increased  secretion  takes  place 
from  the  surface  of  the  sac,  and  the  joint  is  distended.  In  the 
milder  cases  the  fluid  poured  out  may  be  but  slightly  altered 
synovium,  and  may  be  soon  absorbed  again.  This,  however,  is  rare, 
the  effusion  in  clearly  septic  cases  being  usually  either  turbid  serum 
or  actual  pus.  The  reason  for  this  is  not  far  to  seek.  Simple  hyi>er- 
secretion  from  a  synovial  membrane  invaded  by  septic  irritants  would 
naturally  carry  a  certain  number  of  the  organisms  into  the  joint.  As 
there  is  no  means  of  escape  from  the  latter  for  the  fluid  except  by 
the  absorl^ents  (probably  also  damaged  in  their  functions  by  the 
same  inflammation,  and,  at  all  events,  inadequate  to  the  extra  work 
thrown  upon  them),  an  accumulation  of  septic  matter  takes  place  in 
the  joint,  and  this  re-acting  upon  the  surfaces  around,  intensifies  the 
hyperemia,  and  soon  leads  to  suppuration  in  most  cases. 

It  would  seem,  too,  as  if  the  organisms  in  the  vitiated 
synovium  in  such  cases  had  the  power  of  directly  attacking  the 
tissues,  and  also  of  preventing  any  of  that  organisation  of  fibrin 
which  is  so  frequently  seen  to  be  present  in  the  neighbourhood  of 
non-septic  inflammations.  This  is  indicated  by  the  peculiar  ap- 
pearance of  the  synovial  membrane  and  the  cartilages  in  such  cases. 
These  seem  to  the  naked  eye  as  though  they  had  been  subjected  to 
some  digesting  process,  which  has  liquefied  them,  and  at  the  same 
time  left  them  clean  and  smooth,  and  without  a  trace  of  lymph  upon 
them.  In  many  cases  the  injection  of  the  synovial  membrane 
appears  after  death  to  be  but  slight,  and  out  of  all  proportion  to  the 
large  amount  of  pus  in  the  joint. 

A  microscopical  examination  of  the  membrane,  however,  will 
show  exudation  of  small  round  cells  in  its  most  superficial  layers, 
which  are  thus  softened  and  sodden  on  the  surface,  and  [perfectly 
destitute  of  any  trace  of  plastic  material. 

The  cartilage,  too,  is  seen  under  the  microscope  to  be  altered,  in 
its  superficial  layers  at  all  events.  Here  the  tissue  is  softened  and 
rapidly  liquefying,  as  though  under  the  action  of  a  chemical  solv3nt, 
but,  as  a  rule,  so  evenly  and  uniformly,  that  only  close  scrutiny 
detects  the  thinning  of  any  particular  part.  The  capsules  near  the 
surface  are  packed  ^vith  small  round  cells,  but  those  in  the  deeper 
part  of  the  cartilaginous  crust  are  normal.  Indeed,  the  whole  appear- 
ance of  the  tissue  gives  the  impression  that  so  rapid  and  universal 
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was  the  solvent  action  of  tbe  secretion  in  th<>  jomt  upon  Umi  t 

that  it  had  but  little  time  to  develop  any  tissue  changt?  in  tti$dM*|]erpatliu 

filjriiipioiiift.— The  clinical  features  of  acute  arpttc  svnoiritit,  «i 

oontra8t**d  with  tlie  simpler  forms,  are  easy  to  draw»  Not  only  luktw 
we  the  general  condition  to  guide  us»  hut  we  have  the  fact  tiwt 
frequently  u^ore  than  one  joint  is  affected  np«7nT4ineou*i!y  and  cnml- 
taneouRly,  and  without  any  local  external  exciting  caus^  Kot  ttft* 
commonly,  too,  effusion  ajjpearain  one  joint  and  tlMni  disappmuv,  while 
another  joint  is  hecurning  acutely  a  ff€K:ted.  This  in  its  turn  may  reooircr* 
while  a  third,  fourtli,  or  tifth  may  Ijeconje  successively  iuvalved  in  tli^ 
same  proce>4K.  8ome  of  these  joints  may  completely  n^covrr, 
others  in  the  same  individual  mny  go  on  to  the  nioat  dcsir^^ 
suppumtion. 

Agiiin,  the  swellings  in  the  jointa  are  often  aceompanied  by 
circumscril)ed  dusky  flushes  of  the  skin,  which  contrast  .*<troi]^jrwiui 
the  fafled  cl«y-like  colour  of  the  general  surface  of  the  body  in  tepiic 
infection.  These  somewhat  livid  blushes  come  an<1  go,  and  are, 
besides,  quite  unlike  the  diffused  bright  flush  of  simple  i^rnovitia. 

In  very  severe  cases  the  effusion  tends  to  rupture  the  •ynovial 
pouch  very  early,  and  t<j  diffuse  itself  fi*eely  amon;;  the  surrounding: 
tissues,  setting  up  in  them,  too,  the  same  su[>piirative  proocaecti. 
The  fact  that  the  toxic  agent  acta  as  a  solvent  u|ioii  any  &^ 
phistic  matter  which  otherwise  would  tend  to  limit  the  procen, 
explains  the  rapid  destructive  changes  produced  in  tiiifl  form  of  d 

The  subjective  s3'mptoms  are  the  same  as  those  aeeampAii; 
the  simple  form  of  synovitis,  running  on  to  suppuration  (|ni^  105i 
but   the   constitutional  condition   is  quite  different      Theiv  ia 
high  but  oscillating  temperatui-e,  the  rigors,  delirium,  reatleaaia< 
great  wasting,  an*l  oft^^n  vomiting ;  in  fact,  tbe  symptoms  aro 
or  less  of  marked  gen«tr*il  pyiemia.     {See  Pv^CittA,  page  1*:*3.) 

T  real  ill  e  II  t*^^  The  treatment  locally  is  carrier!  out  on  the 
principles  wliidi  guide  us  in  dealing  wnth  simple  acute  synoviiiHol  the 
suppurative  form ;  but  we  must  remember  that  early  eva  .f  Om 

septic  effusion  into  the  joint  is  here  more  than  ever  •attoo, 

Here,  too,  the  washing  out  of  the  cavity  is  more  ]>  tWM  lor 

than  when  the  pus  is  not  sef»tic,and  tlie  fiuid  emj  ^  ^y  bo 

stroniily  antiseptic.     At  the  same  time,  it  should  Ik?  borne  ia 
that   the  mechanical  flushing  effect  of  the  fluid  passing  througii  tW 
joint  is  probably  of  more  importance  than  ita  germicide  properl 
Indeed,   more  will  be  achieved  by  using  a  large  quajitity  vi 
sterilised  water  to  carry  away  every  trace  of  the  irritating  ptia  t 
the  joint  than  by  using  a  limited  quantity  of  a  stmng  liacUTici 
solution,  and  the  prognosis  as  t-o  movement  in  the  articulation  of  thi 
who  recover  w  ill  be  l>etter.      For  there  can  be  no  dou l>t  t K  icid» 

strong  enough  to  destroy  bacteria  in  the  joints,  and  in  tti  from 

which  they  are  derive*!,  njust  also  be  strong  enough  u^  injure  the 
vitality  of  the  guperticial  cells  of  the  joint  surfaces  upon  which  wm 
rely  for  the  repair  of  the  lesion. 

The  pro|pia«is  in  these  cases  of  acute  septic  ^^iioviti*!  ia  very 


1 

I 


tics.        H 


SEPTIC    SYNOVITIS,  1043 

unfavourable,  both  as  regards  the  life  of  the  patieut  and  the 
functions  of  the  part  if  he  survive.  When  septic  matter  is  present 
in  the  blood  in  sufficient  amount  to  cause  suppuration  in  the  joints, 
it  is  only  too  likely  to  be  abundant  enough  to  overwhelm  the  vital 
powers  completely.  And  yet  every  surgeon  of  experience  has  seen 
cases  in  which,  after  free  opening  and  evacuation  of  such  purulent 
collections  in  joints,  the  patient  has  survived,  and,  moreover,  some- 
times with  the  movement  of  the  joint  but  little  impaired. 

The  subacute  form  of  septic  synovitis  differs  from  that 
just  described  only  in  the  degree  of  inflammation  induced  in  the 
joint.  Either  the  poison  is  not  so  virulent,  or  it  is  not  in  such  large 
amount,  or  the  vitality  of  the  patient  is  greater. 

The  symptonia  are  also  the  same,  though  less  marked,  and  the 
constitutional  disturbance  is  less  severe. 

Here  the  temperature  is  not  so  high,  and  does  not  oscillate  so 
much,  and  rigors  are  few  or  entirely  absent.  The  pain,  however,  in 
these  subacute  cases  is  often  more  severe  than  in  the  acute,  and  the 
tendency  to  affect  several  joints  one  after  the  other  is  greater.  The 
possibility  of  the  smaller  and  deeper  synovial  tracts  being  attacked 
must  never  be  lost  sight  of  in  this  form.  Such  affections  may  often 
be  observed,  for  instance,  in  deep  tendon-sheaths  and  the  smaller 
joints  of  the  ribs,  or  wrist  and  ankle,  or,  again,  in  synovial  bursse. 

The  treatment  in  this  case  need  not  be  so  radical  in  the  first 
instance.  Here  we  may  trust  to  hot  fomentations,  combined  with 
belladonna  paint  for  a  time,  with  complete  immobilisation  of  the 
limb.  But  if  these  means  fail  there  is  no  choice,  the  joint  must  be 
opened,  washed  out,  and  in  some  cases  drained. 

In  such  cases  the  prognosis  is  favourable,  and  the  functions  of 
the  part  are  often  completely  I'estored  if  treated  early  enough. 

In  the  chronic  form  of  septic  synovitis  ^ve  have  a  very 
troublesome  affection,  if  not  actually  very  dangerous  to  life.  Here 
there  may  be  only  a  very  moderate  amount  of  effusion  into  the 
joint,  but  the  inflammation  lingers  so  long,  that  grave  secondary 
structural  changes  are  induced,  which  frequently  destroy  all  the 
functions  of  the  part  in  the  end.  The  synovial  membrane  becomes 
thickened  and  fibrous,  and  the  cartilages  roughened,  while  the 
ligaments  are  softened  at  first,  and  then  shrink  and  contract,  so 
that  great  deformity  is  frequently  the  result  if  the  inflammatory 
process  be  recovered  from. 

The  treatment  in  such  cases  is  the  same  as  for  the  subacute  form 
in  the  main ;  but  we  must  not  forget  that  the  longer  such  a  process 
lasts  the  graver  will  be  the  structural  lesions.  We  must  not 
therefore  hesitate,  where  other  means  fail,  to  open  and  wash  out 
these  joints,  and  carry  out  free  drainage.  And  at  the  same  time  we 
must  be  particularly  careful  to  support  the  joint  in  the  best  position 
when  its  ligaments  are  softening,  so  as,  on  the  one  hand,  to  prevent 
its  component  bones  from  being  dislocated  one  upon  the  other;  and, 
on  the  other,  to  secure  that,  if  it  should  become  stiff,  it  shall  anchyloso 
in  the  most  favourable  position  for  future  use. 
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When  the  part  recovers  with  only  fibroos  thickening,  mach  niaj 
be  done  to  bring  back  its  movements  by  massage,  combined  with 
passive  motion  and  cold  douches.  These  measures,  patiently  ceo- 
tinued  for  long  periods,  are  productive  of  the  greatest  benefit 
Forcible  movement,  on  the  other  hand,  under  an  anesthetic  is  to  be 
deprecated  where  the  disease  has  been  very  chronic.  If  this  be 
done,  the  disease  may  be  set  alight  again,  or  the  fused  surfaces, 
being  torn  apart,  will  only  unite  again,  or,  finally,  the  atrophied 
bones  may  be  broken  by  the  force  applied. 

(2)  Syphilitic  and  (3)  tubercolons  synovial  disease.-- 

The  group  of  synodal  affections,  characterised  in  the  main  bj 
more  passive  hypenemia  and  sluggish  cell  proliferation,  must  now 
engage  our  attention.  This  will  include  syphilitic  and  tuberculoos 
disease. 

2.  Syphilitic  synovial  disease.— It  is  necessary  to  remark 
here,  however,  that  in  this  group  is  not  included  that  form  of  sub- 
acute synovitis  often  noticed  early  in  the  secondary  $ta^  of  sjrphilii, 
which  differs  but  little  from,  if  it  be  not  identical  with,  what  we  have 
been  considering  under  the  heading  of  subacute  septic  synovitis.  The 
congestion  and  hyper-secretion  here  seen  in  the  joints  are  analogoos 
to  what  is  often  seen  at  the  same  time  in  the  mucous  membrane  of 
the  throat,  larynx,  and  bronchi  at  the  outset  of  the  secondaiy  sequelc, 
which  last  for  a  short  time,  and  then  disappear  spontaneously,  but 
only  to  be  followed  soon  by  the  more  obvious  cutaneous  syphilideSb 
The  synovitis  here  is  probably  either  due  to  ordinary  septic  infection, 
pro<luced  at  tlie  same  time  that  the  specific  syphilitic  poison  is  grafted 
on  the  system,  or  to  the  irritation  of  the  syphilitic  poison,  as  yet  not 
sufficiently  developed  to  produce  those  plastic  changes  familiar  to  us 
in  the  later  secondary  and  tertiar}-  stages.  It  is  probably  this  milder 
form  of  synovial  affection  without  marked  effusion  which  gives  rise  to 
those  so-called  **  prodromal  pains"  in  the  joints  and  deeper  parts  of 
the  back,  so  often  met  with  at  the  outset  of  syphilitic  infection. 
Possibly  the  joints  of  the  spine  are  the  seat  of  some  of  them,  as 
well  as  those  larger  articulations  which  we  can  see,  and  which  are 
also  the  seat  of  these  pains.     {See  also  pages  430  and  1061.) 

Patlioloio'. — The  syphilitic  synovial  disease,  which  is  here  con- 
trasted w  ith  tuberculous  disease,  Ls  not  like  that  just  alluded  to.  It  is 
a  slow  hyperplastic  change  in  the  synovial  membrane,  which  comes  on 
late  in  the  course  of  the  constitutional  affection,  whether  it  be  acquired 
or  congenital.  In  the  latter  form  it  is  quite  as  common  as  in  the 
fonner,  if  not  more  so.  All  the  components  of  the  joint  may  be 
affected,  but  the  change  is  generally  seen  in  the  soft  parts  and, 
alx>ve  all,  in  the  synovial  tissues. 

The  change  consists  in  a  small-celled  infiltration — in  other  words, 
in  a  diffused  gummatous  formation.  To  the  naked  eye  the  latter 
has  a  close  reseni)»lance  to  the  granulation  tissue  of  tuberculous 
disease.  When  the  cells  are  aggregated  in  masses,  we  have  before 
us  a  true  gumma.  But,  as  a  rule,  the  infiltration  is  diffuse^l  evenly, 
like    ordinary    chronic    inflammation,    and    not   in    ** systems"    like 
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tubercle,  though  there  is  only  a  sluggish  so-called  passive  hyperjemia 
present. 

Thus  it  may  remain  for  an  indefinite  time  if  not  relieved  by  treat- 
ment, or  may  undergo  further  secondary  changes.  The  latter  are 
quite  similar  to  those  seen  in  tubercular  granulation.  It  may  resolve 
or  may  undergo  fibroid  organisation,  or  may  liquefy,  caseafe,  or 
crreiify.  Thus,  as  we  sliall  see  presently,  there  is,  in  both  syphilis 
and  tubercle,  either  (1)  a  return  to  a  healthy  state,  with  or  without 
permanent  thickening ;  or  (2)  liquefaction,  larger  or  smaller  collec- 
tions of  pulpy  broken-down  material  forming,  and,  perhaps,  opening 
through  tlie  skin  or  into  the  joint ;  or  (3)  the  granulation  material 
may  caseate,  owing  to  fatty  degeneration ;  or  (4)  it  may  dry  up  and 
cretify.  Sometimes  this  deposit  is  associated  with  effusion  into  the 
joint,  but  this  is  not  common. 

These  tertiary  syphilitic  deposits  in  and  about  joints  have  long 
been  recognised  clinically,  but  Lanceraux  was  one  of  the  first  to 
demonstrate  them  in  the  jwst-mortem  room.  In  his  interesting 
description  the  clearest  proof  is  given  that  the  tertiary  gummata  or 
inflammatory  deposits  in  the  articular  structures  present  the  characters 
and  undergo  the  same  changes  as  in  the  other  jiarts  of  the  body. 

Symptoms. — The  subjective  symptoms  of  this  late  syphilitic 
affection  of  the  synovial  membrane  are  not  usually  well  marked  in 
the  early  stages  of  the  affection.  The  change  may  have  advanced 
far  before  much  pain,  weakness,  or  stiffness  are  complained  of ;  and 
a  patient  will  often  continue  to  use  the  part  when  these  factors  are 
present,  which,  were  the  disease  tuberculous,  would  indicate  very 
extensive  and  disabling  disorganisation,  and  be  accompanied  by  con- 
siderable suffering  and  loss  of  power. 

The  objective  symptoms  are :  swelling  generally,  far  less  uniform 
than  in  the  tuberculous  affection,  and  possibly  localised  at  one  or  two 
clearly  defined  spots.  These  will  have  a  peculiarly  elastic  or  doughy 
feel  to  the  touch,  according  to  the  condition  of  the  focus.  If  con- 
sisting of  fresh  granulation  tissue  it  will  be  elastic ;  if  of  softening 
gumma,  doughy ;  if  liquefied,  of  course,  fluctuating.  The  tempera- 
ture of  the  part  is  not  raised  appreciably,  and  the  surface  of  the 
joint  shows  no  signs  of  congestion,  unless  a  gummatous  deposit  be 
breaking  down  on  its  way  to  the  surface.  Then  the  skin  will  gradually 
assume  a  brownish  or  more  or  less  purple  colour,  which  contrasts 
markedly  with  the  pale  earthy  tint  so  frequently  seen  in  late  syphilis. 

When  other  parts  of  the  boc|y  exhibit  unmistakable  evidence  of 
syphilitic  disease — such  as  old  circular  scars,  "  pegged  teeth,"  or  in- 
terstitial keratitis — there  can  be  but  little  difficulty  in  the  diagnosia 

Of  the  treatment  of  this  affection  it  may  be  fairly  said  that  it 
is  much  more  satisfactory,  as  a  rule,  than  is  that  for  tuberculous 
synovitis,  unless  it  has  been  neglected  and  allowed  to  advance  to  an 
extreme  degree  of  cachexia  before  being  taken  in  hand.  In  younger 
individuals  suffering  chiefly  from  the  congenital  variety,  our  chief 
reliance  will  be  upon  mercury  given  in  small  doses  for  extended 
periods.     But  in  addition  it  must  be  remembered  that,  as  want  of 
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vitalitv  lies  at  the  root  of  the  advance  of  the  disease,  so  we  i 
improve  the  patient's  geneml  health  in  everj  way  in  oar  power  \^ 
nourishing  food,  fresh  air,  cod-liver  oil,  and  tonica.  In  SDne  cues 
where  the  disease  is  not  ^  advanced  the  ose  of  the  joint  in  modera- 
tion need  not  be  prohibited,  and  limited  movement  will  probahlj  be 
lieneficial.  Among  the  more  aged  and  cachectic,  iodide  of  pocignna 
or  ammoniom  and  iron  will  take  the  place  <^  mermry.  In  bolh 
massage  and  doaches  will  be  ci,  the  greatest  use,  as  t^g^ling  to 
improve  the  vitality  of  the  tissues  and  promote  absorption.  Where 
resolution  takes  place  the  surface  of  the  joint  will  be  marked  W 
pits  and  contractions,  corresponding  to  the  foci  of  granoladoa 
tissue,  which  have  shrunken  and  organised  or  degenerated. 

3.  Tabercaloiui  synoyial  diweane     F^iUigiggy*— The  next 

pathological  condition  on  our  list  is  the  tuberculoos  affection  of 
the  syno^^  membrane.  And  in  considering  this  disease  it  will 
be  necessary  to  assume  that  the  general  pathology  o£  tubercle  ii 
understood.     (See  page  340.) 

It  is  essentially  a  disease  of  the  two  extremes  o£  li&L  In  other 
words,  it  is  met  with  at  a  time  when  the  general  Titality  of  the  body 
is  feeble,  and  when  the  tissues  are  particularly  vulnerable  to  injurioos 
influences,  operating  either  from  within  the  lx)dy  or  from  without 
Again,  it  is  essentially  a  disease  of  the  poorer  classes,  who  live 
under  the  depressing  influences  of  mal-hygiene,  although  it  may  be 
met  with  among  those  who  live  in  the  midst  o£  luxury,  and  are 
consequently  debilitated  in  other  ways,  or  perhi^)s,  strongly  pre- 
disposed by  heredity. 

But  wherever  and  whenever  met  with,  it  is  always  due  to  thft 
presence  of  a  specific  poison  generated  by  an  organism,  to  which 
the  name  of  bacillus  tuberculosis  has  been  given. 

Tuberculous  synovitis  is  simply  an  inflammation  set  up  in  the 
synovial  membrane  by  the  presence  of  this  particular  organism. 
Tills  is  brought  to  the  part  in  the  vast  majority  of  cases  with  the 
blood,  although  in  some  exceptional  cases  the  joint  is  directly  in- 
fected from  without  But  for  a  general  tuberculous  infection  of  the 
synovial  membrane,  something  else  is  usually  necessary  in  addi- 
tion to  the  mere  presence  of  the  organism.  There  is  reason  to 
believe  that  in  many  individuals  who  are  tuberculous  the  bacilli  or 
their  spores  circulate  freely  in  the  body  with  the  blood,  and  yet 
these  patients  do  not  necessarily  get  tuberculous  joint  affections.  As 
a  rule,  some  local  influence  which  lowers  the  vitality  of  the  par- 
ticular structure  affected  is  necessary  in  order  to  render  it  vulner- 
able to  the  attacks  of  the  bacillus.  Such  influences  are  met  with  in 
injuries  such  as  blows  or  strains,  and  in  cold  and  wet  These  may 
act  in  three  ways,  at  least,  in  favouring  the  growth  of  the  parasite. 
In  the  first  place,  an  injury  may  directly  lower  the  vital  power  of 
the  part,  and  in  the  next  it  may  secondarily  injure  its  nutrition  by 
inducing  active  or  passive  hypersemia.  Finally,  with  the  increase 
of  bloocl  in  the  part  we  can  imagine  a  greater  amount  of  the  tuber- 
culous poison  to  be  carried  to  the  region  involved,  ready  to  settle 
upon  the  most  damaged  spot 
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As  a  matter  of  fact,  there  is  in  many  cases  of  tuberculous  syno- 
vitis such  a  history  of  a  local  external  determining  cause  as  well  as  of 
a  hereditary  disposition  and  often  of  general  infection  indicated  by 
evidence  of  the  same  disease  in  other  parts,  such  as  the  lymphatic 
glands  or  lungs,  though,  of  course,  it  is  a  common  experience  to 
meet  with  cases  in  which  the  joint  affection  appears  to  be  primary 
and  unassociated  with  any  other  demonstrable  affection  of  the  same 
nature. 

The  chungea  produced  in  the  synovial  inevibrane  by  the  develop- 
ment in  it  of  tubercle  vary  with  the  rapidity  of  the  growth  of 
the  latter  and  the  stage  at  which  it  has  arrived.  When  rapid  and 
extensive  invasion  takes  place,  there  is  considerable  active  hyper- 
iemia  in  the  synovial  membrane  and  external  swelling.  This, 
however,  is  comparatively  rare,  but  is  met  with  in  those  uncommon 
cases  in  which  direct  infection  of  a  joint  with  tuberculous  matter 
from  without  has  taken  place.  When,  on  the  other  hand,  the 
invasion  is  limited  and  slow,  the  joint  shows  but  little  of  the  ordin- 
ary signs  of  inflammation,  either  externally  or  on  being  laid  oj)en. 
But  if  the  immigration  of  the  bacilli  be  but  sparse,  and  the  vital 
resistance  of  the  tissues  be  considerable,  the  most  chronic  of  all  the 
forms  of  synovitis  is  produced,  in  which  almost  all  the  clinical  signs 
of  inflammation,  except  swelling,  are  in  abeyance  If  such  a  joint 
be  laid  open,  as  is  often  the  case,  little  or  no  active  hyperiemia  is 
observed.  But,  on  the  other  hand,  the  synovial  membrane  is  fre- 
quently found  to  be  the  seat  of  passive  congestion,  and  to  be 
immensely  hypertrophied,  being  thicker  in  all  its  parts  and  more 
or  less  gelatinous  or  fibrous. 

Sympfoms  and  morbid  cliang^es  in  tiie  ciironic  form. 
— Thus,  although  occasionally  instances  of  acute  and  subacute 
tuberculous  synovitis  are  encountered,  it  is  with  the  distinctly 
chronic  affection  that  we  have  to  do  in  the  vast  majority  of  cases ; 
and  it  is  this  form  of  disease  which  we  must  now  study  somewhat 
more  in  detail. 

Chronic  tubercnlous  synovitis,  the  "  white  swelling  "  of  the  older 
authors,  usually  dates  from  some  injury,  and  is  most  frequently 
met  with  in  children  and  in  older  individuals  of  delicate  constitution 
and  often  with  hereditary  predisposition  to  tubercle.  The  first  sign  is 
usually  some  stiffness  and  swelling  in  the  joint,  and  a  sense  of  weak- 
ness in  it.  Occasionally  there  is  a  slight  sense  of  heat,  appreciable 
to  the  patient  himself  and  to  the  hand  of  the  surgeon,  but  this  is 
often  absent.  As  time  goes  on,  the  swelling  increases  and  the  sense 
of  weakness  becomes  more  marked.  If  left  to  itself  the  joint  be- 
comes flexed  and  otherwise  deformed,  as  will  be  described  in  con- 
sidering the  case  of  special  joints.  At  those  joints  where  it  is  least 
covered  by  soft  parts  the  synovial  membrane  will  be  found  to  have 
become  voluminous,  and  to  be  elastic  or  doughy  to  the  finger.  This 
"  pulpy  swelling "  is  due  to  the  formation,  in  the  most  superficial 
layers  of  the  membrane,  of  a  quantity  of  granulation  tissue,  the 
product  of  chronic  inflammation  with  exudation  of  leucocytes. 
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A  sM?ction  (Fi,-;,  63,  page  344)  through  the  Taembni.n«*  »!  th» 
stftge  will  «huw  tho  aujierrtcial  cell  layer  intact  in  many  iiii*Uuice», 
and  underneath  tiiis  innumerable  leuci:»cyte«  grouped  in  upeeial  mam, 
in  the  centre  of  which  are  larger  **  epithelioid  **  cella  liurrottfiiliAir 
in  moat  cases  a  large  ineffular  mass  of  protoplaKni  with  jMfhDheiml 
nucleij  the  so-called  "^^  giant  cell,"  the  whole  conHtituting  a5**^ol«irlr 
system  "  or  aimply  a  tul»crcle  {Figs.  65  and  66,  pages  347  and  'Mi^i 
Of  these  neveml  may  lie  within  the  field  of  the  niicri:i«cri|i«'  with  m 
low  power,  or  iti  other  case^  only  one.  Besides  the?*e  tuljercl««i  the 
syiiovial  membrane  will  l>e  seen  to  contain  thin-walled  ve^»eU  in 
abundance  surrounded  by  multitudes  of  Indifferent  exudation  oelb^ 
and  to  ix>s8eas  a  larger  amount  of  new  fibrous  tissue  in  ite  aubntanct? 
than  in  the  normal  state  (Fig.  431), 

This  stage  may  la.st  almoat  for  an  indefrnite  time  in  some  cMsm% 
but  as  a  rule  the  new  tissue  undergoes  furtlier  changes  befioffv  Ismg. 

In  favoumble  ca 
whole  procf*s»  may  bo  if^ 
iY*ste<i  at  thi/i  jtoint,  and 
resolution  may  take  piaeeL 
By  this  is  meant  lltat  pi%> 
lifenition  eeaseM,  probabhr 
owing  to  death  of  tlir  Im- 
cillus,  if  not  of  ita 
and  the  exuded  mtattvr 
cx>ine6  altfHjrbedp  mosl  of 
leucocyt€fi  wandering  ^rUirr. 
and  prot>alily  in  the  end  entering  the  circulatian  ihroiigh  thf?  \ym 
phatics.  Some  of  them  may  become  organised  too ;  but  in  any 
the  whole  tul»erculised  area  is  restored  to  an  almost  numial  condiiiofi, 
with  perhaps  some  fibrcms  thickening. 

But,  unfortunately,  this  is  not  the  rule,  and  in  the  laAJori^ 
of  cases  further  changes  take  place  in  the  granulation  tiJBoe  aad 
tubercles  themselves.  As  the  cells  Ijecome  hea}ied  up  roviod  the 
centres  of  infection,  the  latter  are  farther  and  fart-her  remoined  htsm 
their  vfvscular  supply,  and  eventually  to  such  an  extent  as  tn  bi? 
incapable  of  further  existence.  They,  therefore,  undergi*  fatly  de» 
generation,  and  form  small  centres  of  caseous  mat4»ria]  in  tlie  <Ttit? 
of  the  tuV»eit*le  systems  (Fig.  67,  page  549).  On  BtHrtion  of  tl 
memlmine  at  this  stage,  these  foci  of  caseation  stiuid  out  to 
naked  eye  as  white  beads  in  the  centres:  of  masses  of  rwi  or  piu 
gran  uhit  ion  tissue.  Some  of  them  may  have  I  teen  situated  no  d<^ 
Uy  the  joint  surface  of  the  membrane  as  to  have  involved  iW  latte 
on  which  they  may  stand  out  either  as  w^hit-e  prominencies  or,  ha^i 
l>ix)ken,  as  round  white- walled  cavities  open  to  the  joint  Evifty  i 
from  a  pin  i»oint  to  ih**  volume  of  a  grape,  may  W  8«*i*n  in  th* 
specimeiL     But  without  involving  the  surfaces  ui  the  -^  me 

brane,  such  ftxn  may  go  on  enlarging  and  licjuefying  uj  ,  mi 

masses  of  caseous  materinl  are  formed,  known  a^  cold    als 
These  may  spread  in  any  direction,  and  oft^rn  ultimately  bunti  tnl 


I 
I 


FJg",  431.— Synovl*!  M^mbmne,  thickeiMid  and 
laRitt»t«d  wiib  tul>«rcltM.  (From  a  PhoKj- 
irmph  bjf  Prof.  Cheyne.) 
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the  joint,  but  as  often  make  their  way  outwards  through  the 
capsule,  and  form  large  peri-articular  abscesses.  Again,  this  tuber- 
culous inflammation  of  the  synovial  membrane  may  so  hypertrophy 
the  latter  as  to  throw  it  into  folds  and  fringes,  which  spread  out 
between  the  ends  of  the  bones.  If  the  process  still  advance,  the 
pathogenic  matter  in  the  fringes  may  commence  to  attack  the 
underlying  cartilage  and  lead  to  its  ulceration  and  destruction, 
as  is  well  seen  in  Fig.  433,  and  to  the  left-hand  side.  In  this  way 
the  whole  cartilage  may  be  gradually  destroyed  until  the  bones 
are  laid  bare ;  but  in  many  cases  it  only  shows  small  pits  upon 
its  surface  filled  with  tuberculous  granulation  matter. 

It  is  important,  however,  to  remember  that  synovial  disease  of 
this  kind  does  not  always  involve  the  surfaces  of  the  joint,  but  may 
go  on  to  the  production  of  large  extra-articular  abscesses  without 
doing  so.  Again  after  developing  into  caseons  masses,  these  tubercles 
may  become  quiescent,  and  the  dead  tissue  dry  up  into  hard  material  in 
which  the  calcareous  salts  become  concreted  into  chalk-like  material. 
When  this  change  sets  in  early,  the  functions  of  the  joint  may  become 
restored,  but  it  is  rare  for  the  disease  to  stop  at  this  point  when  once 
it  has  reached  the  stage  of  caseation.  Most  frequently  some  of  the 
caseous  foci  break  into  the  joint,  and  the  infective  matter  contained 
in  them  is  thus  brought  into  contact  with  sound  tissue,  and  infects 
it  over  a  large  area. 

These  various  changes  are  not  accompanied  by  any  special 
objective  and  subjective  symptoms  which  enable  us  to  recognise 
them  with  certainty.  We  are  driven  to  study  the  whole  aspect 
of  the  case  :  the  time  the  disease  has  lasted,  the  strength  and  con- 
stitution of  the  patient,  and  the  amount  of  swelling  and  interference 
with  function,  and  to  cast  up  the  general  evidence  bearing  upon  the 
probable  state  of  the  parts  within.  But  it  is  a  common  experience 
that  we  find  as  a  rule  more  disease  in  such  a  joint  than  the  aggre- 
gate of  symptoms  would  have  led  us  to  expect. 

Treatments— The  general  treatment  of  tuberculous  synovitis  is 
practically  the  same  as  that  suitable  for  syphilitic  disease  of  the 
same  structure.  Everything  which  can  by  local  or  general  means 
improve  the  vitality  of  the  tissues  should  be  employed.  Thus 
abundance  of  digestible  food,  fresh  dry  air,  good  clothing,  and 
moderate  exercise  are  called  for,  together  with  the  use  of  tonics  and 
the  preparations  of  iodine.     {See  page  359.) 

Locally,  we  also  apply  iodine  tincture,  or  blisters  in  the  earlier 
stages ;  and  if  there  is  much  pain,  the  part  must  be  thoroughly 
immobilised.  In  very  mild  cases  it  is  a  question  whether  gentle 
exercise  is  not  of  some  benefit  so  long  as  the  part  is  not  strained  or 
rendered  painful ;  but  much  caution  is  necessary,  and  in  doubtful 
cases  it  is  better  completely  to  fix  the  joint  in  the  position  of  greatest 
ease.  In  some  early  cases  the  use  of  the  actual  cautery  to  the  skin 
over  the  joint,  to  cause  rapid  vesication  or  an  actual  sore,  is  of  much 
benefit.  Sometimes  mercurial  inunction,  combined  with  firm  strap- 
ping, is  followed  by  improvement,  but  is  not  now  so  much  believed 
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in  as  gome  years  ^u.     Again  ^  the  application  of  an  ekatio  1 
for  several   consecutive   hourn  daily^  followed  by  maoBa^^ft,  faaa  httm 
recommendtKi  as  a  meaDH  of  reducing  the  passive  <  i*'Di  of 

the  8yiio\4aJ  membrane.     This  method   is  of  much    !  i  r*Hjr 

oasesy  and  ought  to  V>e  more  widely  employed  than  i2>  at  pnMnt 
the  case* 

Another  mode  of  treatment  has  of  late  come  much  into  qsp, 
especially  in  Germany ;  and  at  a  recent  meeting  of  th»?  Surfpcal 
Society  in  Berlin  I  had  the  opportunity  of  hearing  tlie  opiniom 
as  to  its  value  expressed  by  many  prominent  surgeonit.  Almnrt 
all  were  agreed  that  it  had  made  the  treatment  of  tuberculuuit  rjianiar 
of  the  synovia!  membrane  fnr  more  satisfactory  than  fonuerly  wm 
the  case,  and  had  rendered  oponitive  interference  far  less  nmiiJify 
than  hitlierto.  This  method  ia  the  injection  of  iodoform  povdv^ 
suspended  in  glycerine,  into  the  aflected  tiswues.  The  inHiieiioe  of 
this  dru>f  in  checking  the  growth  of  the  bacillus  tuberculosis  has  bi«ii 
much  disputed  by  many  bacteriologists  and  pathologists,  but  I  faafc 
been  always  struck  wn'th  the  always  unanimous  verdict  in  itw  6ifuitr 
of  those  surgeons  who  hav^e  had  the  largest  practical  exptfrienoe  of 
its  use  in  cHnical  work.  It  is  used  in  these  cases  a«  follows :  Ten 
per  cent  of  iinely  powdei-efl  iodoform  is  suspended  in  pure  glycerine, 
with  20  per  cent,  of  sterilised  water ;  and  of  this  fluid  aVumt  a 
drachm  is  injectefl  into  various  parts  of  the  diseased  synovial  mem- 
brane with  a  cf>arse  hypodermic  needle-,  until  about  one  ounce  has 
been  used,  This  injection  may  be  repeated  at  interv^als  of  abcmt 
two  weeks.  In  some  cases  symptoms  of  iodoform  intoxicaiicm  hare 
lieen  observed,  but  this  is  rare.  This  treatment  is  usually  ooin- 
bined  with  immobilisation  of  the  part  and  massage. 

Another  mode  also  of  deahng  with  these  cases  has  been  devisri 
and  practised  by  Dr,  Bier  of  Kiel.  This  is  known  a*  the  method  of 
**  Hypenemic  Engorgement/'  and  consist^ii  in  applying  an  elastic 
bandage  over  the  extremity  as  far  as  the  affected  joint,  leaving  the 
latter  bare,  and  again  applying  a  bandage  alx»ve  the  joint  in  such 
a  way  as  t-o  pnxluce  an  engorgement  of  all  the  vessels  in  an<l  aniund 
the  joint  for  srjme  hours  daily.  This,  it  in  staled.  Is  folio wrd  by- 
arrest  of  the  tubercular  process  and  death  of  any  tulJt^^^ular  foci 
already  present  in  the  part.  Those  who  have  tried  this  plan  spc4ik 
highly  of  it,  but  I  gather  from  others  who  have  employed  it  sud 
the  iofloform  ti-eatment,  that  the  latter  baa  satisfied  them  liett^r. 
It  is  not  to  l>p  suppOHed,  however,  that  either  of  these  t^'  U 

will  HupersHe  the  o]:>ening  of  tuliei'culous  abscesses  when  *• 

formed,  nor  the  removal  nf  dist*ased  bone  in  certain  caseat.  Tins  wiU 
alwiiys  Ik*  j>ro(ier  in  any  case.  But  where  the  disi^am*  is  fairly  early 
in  development ,  Ijotli  metlitKis  deserve  a  further  tririL 

4,  Gouty    and    chronic    rheumatic   joint    affeciioas.'- 

There  naturally  follow  upon  the  syphilitic  and  tulierculoun  j»n*up 
of  synovial  affections  another  set  which  exhibit  their  chief  iiecti- 
liarities  in  degenerative  changes,  although  eel  bprt>li  feral  ion  ia  ako 
present  as  a  secondary  process.     Theae  aflbctions  are,  howmrrr,  hf 
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no  means  limited  to  the  synovial  membrane,  but  involve  the  carti- 
lages, bones,  and  ligaments  equally,  if  not  to  a  greater  extent.  This 
is  especially  true  of  gout,  which  must  now  engage  our  attention  for 
a  few  moments. 

Oout. — This  disease,  as  is  well  known,  depends  upon  the  pre- 
sence in  the  system  of  a  definite  chemical  body,  the  result  of  faulty 
metabolism,  which  in  certain  tissues  leads  either  to  loss  of 
vitality  or  to  low  inflammatory  changes  due  to  the  latter.  This 
chemical  substance  is  urate  of  aoda^  which  tends  to  deposit  itself 
in  those  tissues  which  naturally  possess  the  least  vital  energy,  namely, 
in  the  cartilages,  ligaments,  and  bones.  The  synovial  structures, 
however,  are  also  atf'ected.  The  question  then  suggests  itself  whether 
this  deposition  may  not  be  due,  at  all  events  in  part,  to  lack  of 
vitality  in  the  tissues  first  mentioned,  owing  to  which  they  are 
unable  to  eliminate  or  resist  the  power  of  the  salt  to  crystallise  in 
them,  which  it  therefore  does  in  tufts  of  acicular  prisms  of  great 
delicacy.  In  solution,  too,  it  passes  into  the  joint  with  the  synovial 
secretion,  and  is  there  precipitated  in  the  crystalline  form,  and  often 
in  sufficient  amount  to  distend  the  sac  with  a  mass  resembHng  chalk 
to  the  eye.  It  is  the  presence  of  this  product  which  is  supposed 
to  provoke  that  hypersemia  culminating  in  those  peculiar  explosive 
attacks  of  inflammation  of  the  peri-articular  structures  so  familiar 
to  physicians.  It  is  very  likely,  too,  that  its  presence  in  the  tissues 
in  solution  produces  a  loss  of  energy,  laying  them  open  to  the 
degenerative  changes  which  are  found  in  them. 

The  symptoms,  as  seen  in  the  synovial  membrane  in  gouty 
change,  ai-e  hyperaemia  accompanied  by  heat,  redness,  and  a  pufiy 
swelling,  with  throbbing  pain  most  marked  at  night. 

These  symptoms  may  be  observed  in  almost  any  joint,  but 
are  undoubtedly  most  frequently  seen  in  those  which  are  most 
exposed.  Among  these  may  be  mentioned  the  knee,  elbow,  ankle, 
wrist,  and  above  all  the  metacarpo-phalangeal  joint  of  the  great  toe. 

The  treatment  consists  in  regulation  of  diet,  the  use  of  diluents, 
and  the  administration  of  laxatives  and  colchicum  in  free  doses. 
Locally,  there  must  be  rest  for  the  part  involved,  with  elevation  and 
the  protection  of  it  from  external  irritation  in  the  form  of  rapid 
alternation  of  heat  and  cold.  This  is  best  met  by  wrapping  up  the 
part  in  warm  cotton-wool  or  in  moist  compresses.  Later,  gentle 
massage  may  be  employed  with  benefit.  It  acts  in  unloading  the 
engorged  vessels,  and  in  promoting  the  absorption  of  the  urate 
deposited  in  the  tissues.  This  disease  is  so  commonly  considered 
as  belonging  to  the  department  of  medicine,  that  its  further  treat- 
ment may  Ije  relegated  to  the  physician. 

Chronic  OSteO-arthritis. — It  will  be  convenient  to  consider 
now  a  disease  which  in  some  respects  appears  to  have  many  features 
in  common  with  gouty  arthritis,  although  it  cannot  be  said  to.  range 
itself  easily  among  the  synovial  afiections.  This  is  the  so-called 
"  chronic  rheumatic  arthritis,"  for  which  a  number  of  other  names 
have   been   proposed,  such  as   "arthritis  deformans,"   "rheumatic 
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gjlooV*  "chronic  ostec>^rthritis/'  ''arthritis  Renfliis     - n 
or  "nodou,"  and  lately  '*pulvpanartliritiH/' 

The  number  of  tliese  designatiunH  indicAtes  in  it-,   f 
of  them  are  held  to  convey  any  clear  charactensation  •  :   i 
But  in  the  present  imperfect  state  of  our  Icnowledp?  ^lh  to  lJ«- 
ology  of  the  condition,  it  is  jut^l  as  well  to  employ  sonie  U*nn 
implies  no  particular  theory  as  to   ultimate  cauMaiion.     Tht 
^*  osteo-arthntia  "  is  prohably  lees  open  to  objection  than  any  **:    i. 
others   mentioned,  and   is«  peHiaps,  tlie  most  fxmmionlT   naed  aH 
present. 

PailiolaKy.— Osteo-arthritis  is  eBsentially  a  dis6a«»  of  btcr  lifcv 
and  occurs,  in  the  great  preponderance  of  caaes»  after  Mtf^  Mhom^ 
occasionally  found  among  feeble  individuals  at  an  earlier  age.  It  k 
far  more  common  among  the  ill-fed  iind  tittdlycluUied  thanamoa^  tkm 
more  favoured  classej^.  It  has  thus  come  to  l»e  colled  *^  poor  maii^s 
^out/^  Again,  habitual  exposure  to  severe  changes  of  weaLber  appous 
to  dis]>08e  to  it,  not  only  by  acting  local] y  upon  the  jointa,  Wl  aIh> 
by  lowering  the  general  nutrition  of  the  IhmIv.  The  tjiiwute^  indedd, 
appeara  to  depend,  at  all  erenta  in  it&  begitmini^  upon  mmm  horn  df 
^tality  in  the  tiasues  of  the  body,  generally  due  to  seTeral  i|iipp:M 
ing  causes  combined,  which  leads  up  to  degenerative  chani^OL  But 
as  the  condition  advances  we  recognise  the  introduction  of  cHlier 
factors,  in  the  shape  of  subacute  inHammatory  processea^  d 
the  disturbance  of  function  depending  upon  the  dctgen  era  tire 
in  the  first  instance.  It  would  be  incorrect,  then,  to  deseribo 
atl<.'Ctiou,  in  the  form  in  which  it  is  usuaDy  met,  us  purely 
tive^  seeing  that  its  more  marked  results  are  thtiee  prodnotd  hj 
secondaiy  inflsaiimation,  not  always  destructive,  but  olteti  ol  m 
plastic  character. 

If  we  examine  a  joint  in  which  this  aflbctioii  la  in  ite  cariiesl 
stages,  many  striking  alterations  are  evident,  even  to  the  nalced  eye. 
In  the  first  place,  the  articular  cartilages  will  appear  roughecMcd,  and 
on  oloae  inspection  fibril lated,  the  tibrils  standing  venicm]  to  the 
anrlace,  but  all  this  without  any  evidence  of  inflamumtion.  This 
alteration  is  now  believed  to  be  the  result  of  degeueration  of  %h» 
cartilage  ceUs,  and  their  removal  lea\-ing  behind  notlitng  <il  ibt 
original  structure  but  the  intercellular  matrix  in  the  form  ol  oolttoms 
and  fibrea.  Thb  degeneration  may  l>e  due  to  ag^,  ex'^ 
unhealthy  bJood-supply  to  all  the  tissues,  reducing  their  vitaiily, 
to  all  these  causes  combined.  Finally,  it  has  been  suggested  thai 
it  may  be  a  trophic  ner\  e  change,  induced,  in  the  first  instaiicr,  by 
the  causes  just  mentioned  operating  upon  the  nen'ous 
leading  to  defective  innervation,  using  the  term  in  ita 
Htiwever  this  may  be,  the  first  change  of  all  in  tb^  rtlwiMC  ii 
degenerative,  iind  before  it  has  pfogresseti  very  far  it  leads  to  aelttd 
Itms  of  sul»stance  in  the  cartilage.  For  I  he  latter,  in  ita  winakrncd 
state,  appears  unable  to  fulfil  its  ordinary  functions,  and  iagraflwdly 
worn  away  in  the  movementa  of  the  joint,  until  at  last  the  two 
mirfaoes  of  the  lK>ne  are  actually  in  contact. 
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Then  another  condition  begins  to  be  noticed  around  the  borders  of 
the  encrustinj?  cartilages,  advancing  pari  passu  with  the  using  up  of 
the  latter.  This  is  an  irregular  swelling  of  the  tissue,  producing 
eminences  of  a  pearly  hyaline  look  or  yellowish  colour.  These  are 
noticed  at  those  aspects  of  the  joint  where  the  movements  are  least 
felt — namely,  at  the  borders  of  the  encrusting  tissue,  where  it  touches 
the  periosteal  and  synovial  vascular  supply,  and  where  the  nutrition 
of  the  cartilage  may  be  said  to  be  at  its  best.  These  nodules  only 
interfere  with  the  free  play  of  the  parts  during  the  extraordinary 
movements  of  the  joint.  They  are,  beyond  all  question,  due  to 
hyperplasia  of  the  cartilage,  which  latter  is  explained  either  by 
irritation  produced  by  the  play  of  those  parts  of  the  surfaces  of  the 
articulation  which  are  undergoing  degeneration  one  against  the 
other  in  their  roughened  state,  or  by  the  presence  in  the  blood  of 
some  irritant  substance.  The  first  of  these  is  the  most  likely 
hypothesis  as  far  as  we  know  at  present.  Together  with  this 
obvious  hyperplasia,  there  is  usually  a  certain  amount  of  hyperaemia 
of  the  nearest  vascular  tissue — i.e.  the  synovial  membrane — but  only 
in  sufficient  quantity  to  produce  a  slight  amount  of  increased 
secretion.  This  was  formerly  supposed  to  be  the  initial  change,  but 
is  now  recognised  as  probably  only  secondary  to  the  earlier 
degenerative  disorganisation.  For  it  is  easy  to  understand  that, 
when  hard  osseous  tissue  comes  to  rub  against  osseous  tissue,  with- 
out the  interposition  of  cartilage,  there  must  be  an  amount  of 
friction,  and  consequent  irritation  not  present  beforehand. 

Then,  as  this  disease  advances,  the  bone  thus  injured  becomes, 
in  its  turn,  hypei-jemic,  and  begins  to  throw  out  new  osseous  tissue, 
especially  at  the  periphery  of  the  joint,  where  it  is  not  subjected  to 
pressure.  In  the  first  instance,  this  hyperaemia  leads  to  softening  of 
the  bone  by  the  well-known  processes  of  rarefaction,  so  that  it  is  less 
resistant  to  pressure,  and  soon  becomes  altered  in  shape  on  its  surfaces 
being  moulded  and  rubbed  down  by  the  opposite  bone  (Fig.  432). 
The  new  material,  too,  at  its  edges  is  at  first  soft,  and  may  assume 
various  shapes,  according  to  the  forces  brought  to  bear  upon  it.  As 
a  rule,  however,  it  presents  itself  in  the  form  of  lobes  and  irregular 
nodules,  which  have  been  compared  by  Billroth  to  "  tallow 
drippings."  The  effect  of  the  chronic  hyperaemia  upon  the  synovial 
membrane  is  to  cause  its  gradual  thickening.  At  the  same  time,  it 
becomes  rough  on  the  surface,  and  frequently  throws  out  hyper- 
plastic fringes  or  pendulous  growths.  Sometimes  these  latter  are 
torn  off  by  the  movements  of  the  joint,  and  so  fonn  loose  bodies ;  or 
they  may  become  ossified  or  calcified,  and  then  seriously  interfere 
with  the  functions  of  the  part.  Every  museum  contains  examples 
of  these  loose  bodies. 

It  is  the  presence  of  this  new  bone  round  the  borders  of  the 
joint  which  gives  it  the  lumpy  appearance  seen  and  felt  through  the 
skin,  and  which  so  seriously  impedes  its  movements,  and  gives  rise 
to  the  grating  so  familiar  in  these  cases.  But,  though  there  may  be 
much  material  thrown  out  in  such  cases,  it  rarely,  if  ever,  leads  in 
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simplp  chrtinic  i>st4?cwirthnti«  to  fusion  or  srnoritis  of  tlie  twa  1 
'Die  latter  may  be  firmly  ltx:keti  one  into  tlie  other,  but  they  nn?  imI 
fused,  as  in  cases  of  ordiiiiiry  indaiumAtion.  The  repamlive  ftrmen 
of  the  part  are,  in  fact,  lie  low  par,  and  the  plastic  pmoetH*  oaHf  gi> 
t/O  a  certain  stage,  and  no  farther. 

In  some  caae«,  however,  the  process  just  deiieribed  is  sligfaUjr 
nioditfed,  though  essentially  the  same.  For  some  ti])expl«iii«d 
reason  the  degenerative  process  seems  t^j  progras  more  wkfwlj, 
and  the  cartilage  ia  only  tardily  worn  away.  The  underlying  bone 
at  the  same  time  is  only  veiy  ^ratlually  irritated  as  it«  ffitr£u«i 
become  more  and  more  bared  of  cartiJage,  The  oonsc^arnct;  is  an 
inBamniation  of  a  lower  degree  of  intensity^  which,  instead  of  leadtof 
to  softening  of  the  bone,  is  the  cause  of  a  scleroiiing  fj«<teitis  in  i^ 
superficial  layers.  The  bone  thus  hardened  is  more  slowly  groaiid 
and  worn  away  than  when  rai-efied,  and  as  a  conse<)neiic«  haa  a 
smoother  surface  at  the  worn  points  of  contact.  These  freqiieollf 
become  actually  polished,  when  the  whole  surface  aasttmea  tlie  ap* 
pearanoe  of  porcelain  or  ivory.  In  tliis  state  the  movement*  of  toe 
joints  may  be  fairly  tre^  and  almost  without  grating,  thi*  Attr£««i9 
I>ejng  so  perfectly  sratxith. 

It  is  said  that  occasionally  the  prooe^  of  degenrratiofi  mar  hmi 
in  caseci  of  osteo-ai'thritis  to  the  fonnation  of  casc«)U»  material*  vliidi 
will  float  about  in  the  synovium  or  lie  embedded!  in  tlie  tLBau«»  fvnra^ 
ing  the  surfaces  of  the  joint.  But  this  is  certainly  very  mre,  soil 
when  met  with  suggests  very  strongly  that  there  is  a  tulM!rcQlo«is 
or  syphilitic  element  in  the  ca.se,  tul>erculous  arthritis  bring  by  no 
means  so  uncommon  in  elderly  fxatients  as  is  commonly  nufipoatjA. 
At  ail  events,  if  such  caseous  degenenition  does  t«ike  place  in  c&ronic 
rheumatic  arthritis,  the  course  which  the  diseane  pursues  is  precttifly 
that  of  the  tuberculous  foci  of  arthritis.  The  juint  i)ecomeH  awoOm^ 
doughy,  and  tender,  in  addition  to  the  usual  signs  and  svinpt#iia«  of 
the  oi*dinary  form  of  the  affectio!i,  and  six*ner  or  later  8*ifl  ^tptits  at* 
felt  under  the  skin,  and  the  latter  breaks,  discharging  curdy  Lifolcai* 
down  material.  In  this  way  the  joint  may  lie  opened  up,  and  if 
the  sinuses  should  then  become  infected  ortlinary  suppuration  wiUi 
all  its  dangers  is  grafted  upon  the  degenerative  process,  and  vicry 
soon  leads  to  the  utter  disorganisation  of  the  w^hole  articulatioD  and 
t<i  the  most  grave  constitutional  disturbance*  Such  cojuea,  lis  aUmdj 
BtAted,  are  very  rare,  and  if  the  softening  pnxiess  become  developed 
in  a  ctme  in  which  osteo-arthritis  had  Ix^n  previously  pregcul  ta  one 
or  moff^  of  the  joints,  careful  inquir}'  and  examination  ihottU  W 
made,  in  view  of  the  possibility  of  syphilis  ar  tutjerde^  beCoiri  ft  is 
admitteti  tliat  the  process  is  due  to  the  original  disease. 

9]mi|»taiiifi* — The  symptoms  in  ail  the  various  phnnai  of 
arthritis  are  both  sulijective  or  objective.  In  the  earlieai  stagas  ^ 
the  cartilage  is  degenerating  the  patient  will  notice  Hnit  some  Cf«ildag 
in  the  joint,  with  slight  msecurity  in  using  it.  There  ia»  as  a  mk^ 
but  little  |>ain  at  fir^t,  and  no  tenderness.  At  this  stage  noilitiig 
objective  can  be  made   out,    except  that   the   rougbenod  i 
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do  creak  on  movement  under  the  hand.  Later,  when  the  low  in- 
flammatory action  is  beginning,  and  the  border  of  the  articular 
cartilage  is  becoming  nodular  while  the  synovial  tissue  is  irritated, 
the  patient  complains  of  dull  aching  pain,  aggravated  by  motion. 
Greater  creaking  or  actual  crackling  will  now  be  noticed,and  the  lumpy 
enlargement  at  the  borders  of  the  articulation  can  be  made  out  with 
the  hand.  Probably,  too,  the  joint  will  contain  a  certain  amount  of 
fluid,  and  there  may  be  a  certain  eleva- 
tion of  temperature  without  redness.  This 
condition,  of  course,  interferes  with  the 
movement  of  the  joint,  not  only  becausi^ 
of  the  pain,  but  also  owing  to  the  altera- 
tion of  the  shape  of  its  surfaces,  due  to 
the  bony  growths.  Any  attempt  to 
carry  the  bones  through  their  usual  move- 
ments leads,  of  course,  to  stretching  nf 
the  ligaments,  with  great  increase  i»f 
suffering.  With  the  advance  of  the  dis- 
ease all  these  symptoms  become  aggravated^ 
especially     the 

last.    But,  ulti-  j^ 

mately,  if   the  '^ 

joint  surfaces 
become  locked 
in  one  another, 
movement 
being  arrested, 
the  pain  gene- 
rally ceases, 
except  that  at 
times,  espe- 
cially at  night, 

the   bones  may  ^^  432.— Femur  and  PateUa  from  a  case  of  chronic  Osteo-arthritla, 
ache.  showing  the  effects  of  friction. 

So  far  as 
we  know,  all  the  joints  of  the  body  may  be  affected,  either  singly 
or  together,  by  osteo-arthritis.  But  there  are  some  which  appear 
to  be  peculiarly  liable  to  the  disease.  Among  the  larger  articula- 
tions the  following  is  about  the  order  of  frequency :  knee,  hip, 
shoulder,  elbow,  ankle,  sterno-clavicular,  and  temporo-maxillary, 
the  smaller  joints  showing  it  only  a  little  less  frequently.  Even 
the  smaller  articulations  of  the  vertebrae  have  no  immunity  from 
the  disease,  but  may  be  extensively  involved. 

Both  sexes  appear  to  be  equally  affected  by  osteo-arthritis ;  per- 
haps the  larger  joints  are  more  frequently  attacked  in  males,  the 
smaller  in  females. 

The  treatment  of  this  affection  is,  on  the  whole,  unsatisfactory. 
Depending  as  it  does  primarily  upon  degenerative  processes,  it  is 
almost  too  much  to  hope  that  we   can  effect   much   by   remedial 
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agents^     Cure  of  the  condition  when  well  marked  them  if 
known ;  the   structural   chan^^^es   cannot    be    repwied*       We 
perhaps,  arrest   tlie    rapid  progress  of  degeneration  at  the 
by  appropriate  treatment,  or  wlien  advanoed  relieve   the  0a 
causeid  by  it,  hut  more  than  this  we  cannot  claim. 

The  geneiTil  strength  of  the  system  may  be  improved  hy  1 
ing  food  of  a  light  digestible  kind,  and  by  warm  clathing^  hmh  mt^ 
and  tonics*  Again,  if  the  blood  be  loadtxl  with  effete  pfodael%  ill* 
result  of  ini proper  focKi  or  exceHg  in  eating  and  drinking,  wi*  im^  lir 
tjimplifying  the  diet  and  the  use  of  laxatives  and  einuiictariei;^  mad 
by  encouraging  the  action  of  the  akin  by  the  employment  uf  Tnikii^ 
l>aths,  massage,  etc,,  effect  a  good  deal. 

Locally,  the  nutrition  of  the  part  involved  may  lie  mudi 
by  protecting  it  from  the  viciiisitudes  of  the  weather  by  warn 
ingu  of  cotton^wool  or  flaimeL  Douches  and  hot  )»atbM  arv  alao  aoaie- 
times*  of  use,  and  counter-irritation  may  even  be  resortefj  to  oacA- 
Kionally  with  benefit  Pain  maybe  relieved  by  anodyne  applicalioiiaf 
such  as  l^Uadonua  or  opium.  I  have  also  found  that  cmrhttoaMm  ctf 
lithia  and  iodide  of  potass^ium  pOMeaa  the  power  of  rebeving  ike 
pain  of  this  disease,  although  an  explanation  uf  the  fact  Is  not  fsenj. 

Of  the  benefits  acci-uing  from  the  use  of  certain  mineral  ballv 
there  can  be  no  doubt.  Thus  I  have  known  patients  very  oradl 
improved  by  residence  at  Wildbad,  and  the  use  of  itw  natural  1 
when  other  treatment  had  been  prviductive  of  no  Ijenefit.  The  t 
reaorta  generally  regarded  as  of  special  use  in  this  disease  are  fiuxti 
in  England,  Suchon,  in  the  Pyrenees,  Vichy,  Em*i,  Wie^badeii,  ami 
Carlsbad.  But  of  all  I  give  the  preference  to  Wildhadl^  wbidi  lor 
some  reason  or  other  appears  peculiarly  suites!  as  a  resort  lor  thoir 
atTected  with  ost^o-arthritis,  gout  and  rheumatism. 


DISEASES  OF  LIGAMEXT^ 

Primary   aBections    of    the    purely   ligamentous   6tnict«if«K  iif " 
joints  are  exceedingly  rare.      When  ligaments  an^  diaeaj^,  il  t» 
nearly  always  due  to   extension   from   the   neigh bcmring   syno 
membrane.     This  is  only  what  we  might  expect  when  we 
that  the  structures  in  quest  ion  play  a  more  or  less  paaaive  part 
the   functions  of  the   joints  and  consist  of  a  highly  diffiKteni 
t  issue. 

Inflamm&tion. — ^When  ligaments  are,  however,  severely  stiminedtj 
or  actually  torn,  they  may  become  inffamt*d.    The  process  is,  aa  a  niJi 
sluggish,  the  vascular   supply  lieing    very  limited,  and   the 
cellular  eleroenta  in  the   tissue  few.     They  will  lye  found,  tti  vtscfa  1 
ca«^,  more  injected  than  usual,  the  vessels  passing  among  tlieir  6| 
lieing  dilated  or,  perhaps,  increased  in  number.     If  this  hyprr 
hists  long,  the   whole  ligament  becomen  penneated  with  k 
and   thereby  assumes   a  softened,  pulpy  consiaicncir^  ita  imllijda 
libres,  too,  iM:in*^'  softened  at  the  same  time. 

The  dlii^iiOfiiii  of  such  a  condition  would  not  be  dilBcult,  in  vie 
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of  the  injury.  There  would  probably  be  some  ecchymosia,  localised 
swelling,  tenderness,  and  pain,  aggravated  by  particular  movements. 
There  would  also,  in  all  probability,  be  some  effusion  into  the  joint, 
due  to  the  hypersemia  having  reached  the  synovial  membrane,  or 
the  latter  might  have  been  injured  at  the  same  time. 

The  treatment  of  inflammation  of  the  ligaments  of  joints  in 
the  early  stages  does  not  differ  from  that  described  as  suitable  for 
synovitis  (page  1035),  and  need  not  detain  us.  But  in  these  cases  the 
structures  will  require  to  be  supported  by  strapping  and  bandages 
for  longer  periods  than  if  the  synovial  membrane  was  alone  affected. 

Inflammation  of  ligaments,  once  established,  is  very  prone  to 
become  chronic,  and  to  leave  much  weakness  in  the  part  affected. 

New  growths. — Ligaments  are  not  likely  to  be  the  seat  of  new 
growths,  and  are  very  rarely  so  affected ;  but  they  are  occasionally 
the  seat  of  cartilaginous  or  bony  deposits,  which  may  require  operative 
treatment,  on  account  of  their  interfering  with  the  movements  of  the 
articulation.  These  are  met  with  usually  close  to  the  insertion  of 
the  ligaments,  so  that  it  is  difficult  to  say  whether  they  have  started 
in  the  latter  or  in  the  subjacent  bone.  (See  page  907.)  Unless  these 
are  actually  interfering  with  the  joint,  it  is  well  to  abstain  from 
operation  upon  them,  inasmuch  as  they  are  not  prone  to  grow  to  any 
magnitude,  and  usually,  after  a  short  period  of  activity,  appear  to 
remain  stationary.  In  this  they  resemble  the  small  ossifying  choii 
dromata,  which  are  so  frequently  found  growing  about  tLe  ends  of  the 
bones,  close  to  the  joints,  and  their  pathology  is  probably  the  same. 

Secondary  diseases  of  the  ligaments  are  common,  and  are  con- 
sidered with  the  affections  with  which  they  are  associated. 

DISEASES    OF    THE    CARTILAGES. 

Here,  again,  we  find  that  primary  disease  is  rare.  Cartilage 
plays  but  a  subordinate  part  in  the  economy,  its  functions  being 
almost  passive,  and  it  is  a  highly  differentiated  tissue,  and  there- 
fore exempted  from  fluctuations  of  circulation,  which  affect  the  more 
embryonic  connective  tissues.  When  it  is  diseased  the  affection  is 
usually  either  the  result  of  degenerative  changes,  or  is  secondary  to 
inflammation  in  adjacent  structures.  New  growths,  again,  starting 
from  articular  cartilage  are  almost  unknown. 

Degenerative  changes. — Degenerative  changes  in  cartilage, 
such  as  those  seen  in  osteo-arthritis  and  in  Charcot^s  disease,  or  in 
the  debility  of  extreme  old  age,  commence  usually  as  a  fatty  degenera- 
tion of  the  protoplasm  of  the  cells,  which  ultimately  involves  the  whole 
body  of  the  coi-puscles.  The  latter,  having  in  this  way  lost  all  their 
vitality,  or  having  conversely  undergone  the  change  in  consequence 
of  the  loss  of  vital  energy,  break  up.  The  cells  having  thus 
been  destroyed,  the  matrix  or  less  vital  part  soon  follows,  breaking 
up  tirst  into  columns  and  bands,  and  finally  liquefying  and  exfoliating 
into  the  joint,  until  the  surface  of  the  lx)ne  is  left  bare. 

Sometimes  there  are  seen  in  the  matrix   itself   rows  of  fatty 
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granules,  vertical  to  the  surface,  which  ultimately  separate  columns 
of  the  matrix  one  from  the  other,  until  the  whole  tissue  has  the 
appearance  of  a  "  pile  "  fabric  like  coarse  velvet,  and,  when  stroked 
over  with  the  finger,  all  the  fibres  are  bent  in  one  direction,  as  a  field 
of  com  beaten  down  by  the  wind. 

These  changes  may  depend  upon  age,  damaged  innervation, 
insufficient  food,  or  the  circulation  in  the  blood  of  deleterious 
materials,  damaging  the  nutrition  of  the  tissues.  That  the  latter 
may  operate  in  this  way  is  shown  by  the  somewhat  analogous 
condition  of  cartilage,  produced  by  the  presence  of  urate  of  soda. 
Here,  as  the  result  of  mal-assimilation  or  bad  elimination,  or  of  both, 
a  harmful  material  accumulates  in  the  blood,  and  is  carried  throu^ 
all  the  tissues  of  the  body,  inducing  the  changes  already  alluded  to 
(page  1051).  When  very  abundant  in  the  blood,  this  salt  is  deposited 
in  the  cartilage  in  the  form  of  bunches  of  a  circular  form,  and  may 
give  the  tissue  a  chalky  appearance.  Its  presence  here  leads  to  loss 
of  vitality  of  the  tissue,  and  consequent  degenerative  changes,  the 
matrix  breaking  up  as  in  the  fatty  change  jast  described,  nnti]  it  is 
completely  destroyed.  Analogous  materials  of  a  non-crystalline 
form  may  also  produce  similar  changes,  without  being  precipitated 
from  the  blood  as  a  solid.  This  seems  likely  to  be  the  primary 
cause  of  the  degenerative  changes  seen  in  osteo-arthritis.  The 
pearly  swelling,  on  the  other  hand,  seen  at  the  borders  of  the 
encrusting  cartilage,  is  probably  secondary,  and  due  to  the  irritation 
of  friction  l)etween  surfaces  now  roughened,  and  consisting  of 
material  never  designed  to  l>ear  the  movements  of  the  articulation. 

Secondary  affections  of  cartilage. — Secondarily,  joint  carti- 
lage is  also  otherwise  affected  in  many  ways,  like  other  form.*  of 
connective  tissue.  That  is  to  say,  if  any  powerful  irritant  lie 
brought  into  contact  with  either  its  free  or  attached  surface,  it* 
intercellular  suVxtance  and  cells  are  attacked  and  destroyed  in  a 
similar  way. 

Allusion  has  already  been  made  to  the  effect  of  septic  matter 
within  a  joint  upon  its  encrusting  cartilage,  and  also  to  the 
consequences  of  simple  suppurative  synovitis.  The  differences 
between  these,  if  any,  are  only  those  of  degree.  In  both  cases  a 
substance  capable  of  attacking  and  de^ntalis^ng  the  cells  and  matrix 
of  the  cartilage  is  brought  into  contact  with  the  latter.  As  a 
result,  the  corpuscles  are  destroyed,  and  the  capsules  open  towards 
the  joint,  producing  little  pits  upon  the  surface.  Throu^  these 
depressions  the  irritant  reaches  a  deeper  layer  of  **  mother  capsules^" 
producinjT  the  same  changes  in  them,  until  they  likewise  borsi 
towards  the  joint,  and  the  whole  cartilage  is  **  honeycombed.*'  even 
as  far  as  the  underlving  bone. 

In  septic  syno^^tis  this  process  of  destruction  is  usually  rapid 
and  uniform  over  all  the  surfaces,  which  appear  as  if  digested  in 
some  si^lvent  duid.  In  syphilitic  disease,  and  in  tuberculosis,  on  the 
other  hand,  where  the  infection  is  slower  and  the  irritation  localised, 
the  cartilage  is  often  only  pitted  with  small  ulcers,  leaving  hemlthy 
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tissue  between  them,  or  the  margins  are  destroyed  at  spots 
corresponding  to  the  fringes  of  infected  synovial  membrane,  which 
overlap  them  (Fig.  433). 

In  the  same  way  the  cartilage  may  be  destroyed  by  irritation 
reaching  it  from  below.  The  process  may  be  rapid  or  slow,  which  is 
the  more  common.  In  a  case,  for  instance,  in  which  a  rarefying 
non-suppurative  osteitis  exists  in  the  end  of  a  bone,  the  inflamed 
medulla  may  press  upon  the  under  surface  of  the  cartilage.  In  this 
case  the  cells  of  the  latter  are  soon  destroyed,  as  already  described, 
and  the  capsules  ultimately  l^urst,  but  this  time  towards  the  bone. 
The  inflamed  me- 
dulla now  enters  the 
pit  thus  formed,  and 
exerts  its  irritating 
effect  upon  a  deeper 
layer  of  cells,  causing 
in  them  the  same  de- 
generative changes 
as  before,  with  the 
same  result.  Thus 
the  whole  encrust- 
ing cartilage  may 
be  tunnelled  through 
from  below,  until 
the  inflamed  me- 
dulla projects  into 
the  joint  in  the 
form  of  bosses  of 
granulations,  pro- 
jecting through 
otherwise  healthy 
cartilage  (Fig.  434). 
Masses  of  the  latter 

may  in  this  way  be  cut  off  all  round  by  granulations,  and  be  at  the 
same  time  separated  from  the  bone  below  by  layers  of  the  same 
material.  In  this  case  flakes  of  cartilage  will  be  separated  and  shed 
off  into  the  joint,  in  the  form  of  white  chips  of  varying  size.  This 
exfoliation  is,  on  the  whole,  not  infrequent.  All  the  varieties  of 
desti-uction  of  cartilage  alluded  to  may  be  met  with  in  the  same  joint 

The  symptoms  of  destruction  of  cartilag^e,  apart  fn)m 
those  of  the  disease  of  the  joint  which  lead  to  it,  are  few.  Objectively, 
we  have  in  the  degenerative  form  an  unevenness  in  the  movements 
of  the  surfaces  one  upon  the  other,  or  even  creaking  or  grating.  In 
the  acute  inflammatory  forms  alluded  to,  the  painful  condition  of  the 
joint  will  usually  prevent  all  movement,  unless  the  patient  be  anaes- 
thetised, in  which  case  the  roughened  condition  of  the  cartilages 
may  be  made  out  by  gentle  flexion  and  extension,  or,  perhaps,  by 
lateral  movement.  An  old  criterion  of  cartilage  destruction  has 
always   been   a  certain  "starting"  of   the  limb  with  acute  pain, 
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Pig.  433.— Tubercle  attacking  the  Cartilage  of  a  Joint 
Surface.    (From  a  Photojjraph  by  Prof.  Cheyne.) 
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tis8eou,s  system.  We  shall,  therefore,  in  thi**  place  only  conRidor  the 
t»utline«  of  the  changes  as  they  mure  J'hH icuhirly  lifteet  the  juiiit-8. 

The  Heparate  cii»ease»  of  [nmes  which  atieet  the  joints  art?  few, 
Aiifl  exeludiii^  the  result**  t)f  injury,  the  vast  tiwijonty  of  ifiem  will 
oonie  under  the  heiwlinif  of  either  syphjh's,  tul>ert'le,  fJHt**o-iirthntiH, 
*n  Charcot's  Hiseasi',  There  are,  of  coui^e,  others,  such  as  the  acute 
septic  intlanuuatioiis  of  the  liones,  which  occasionally  phiy  a  part 
here  ;  but  as  a  niatt^er  of  fact,  tljest*  almost  invariahly  st<»p  short  at 
the  epiphy.Hial  lineH»  and  as  the  latter  in  most  cw^e^  lie  outride  the 
ca[>Hule  «*f  the  articulations,  the  chance  of  their  inv«iding  the  joints 
is  snialL 

Syphilitic  disease.^ This  disease,  a*  it  affects  the  ends  of 
the  iMiries  rnterini;  into  the  structure  of  joints,  is  usually  » 
question  of  a  ^Towing  gumma  (s^'e  Fig.  82,  jm^e  408),  which 
jipreads  Ihrout^h  tlie  articular  cartila^fe,  just  as  in  other  cases  it 
♦idvance.s  thniyjifh  the  skin,  and  finally  gives  way  on  its  surftw?e» 
In  >iUch  a  ca?«e,  if  we  examine  the  Ixme  we  find  the  s3^hilitic  gmnu- 
hmui  in  the  cancellous  tissue  of  its  end  presenting  veiy  much  the 
appeunUK*e  of  iidlanieri  medulht.  This  may  or  may  Dot  Ije  untler- 
going  caseons  chaiiiire  in  one  or  other  s|H>t,  The  Ume  uruuml  i» 
riirehed  in  most  cases,  hut  sometimes  sclerosed  if  the  [>roc*eHs  lie 
more  chrorur.  The  cnriihi^'x*  around  the  litirdei*s  of  the  gumma  in 
mirmal,  unless  where  iindennined,  when  it  is  yellow  or  grey  and 
shre^Uly, 

T*?rtiary  disease  of  the  end  of  a  l>*5ne  may  also  affect  the 
joint  when  it  takes  on  the  form  <if  a  chronic  oMteitis,  with  the 
fonriutioM  of  osteophytes  projecting  more  or  less  into  the  joint  ;  or  a 
syphilitic  sclerosing  osteitis  may  grmlually  leml  to  the  formation  of 
se<|uestra,  which  ma}'  work  their  way  into  the  cavity  t>f  the 
articulation,  and  set  up  therv  a  disorganising  intlammation. 

The  difiini»^i»  of  these  conditions  is  not  ditfieuh,  r*>sting  as  it 
ikn*H  uptju  the  recognitictn  of  the  constitutional  ct>iidition,  and  a 
comparison  of  the  local  symptoms  with  thtise  of  the  other  j>o«sil»le 
art'ections  of  the  joint.  There  will  also  in  many  cases  \h*  evidence 
of  local  5y|*hilis  elsewhere*  in  the  form  of  sears  and  nodes,  interstitial 
keratitis,  or  stuntetl  teeth. 

The  treat  men  I  is  that  of  syphilis  in  it8  most  adviuiced  stages, 
Atid  it  is  only  nec«*ssi4!y  to  emj»hasise  the  fact  that  here  it  is  of  quite 
I  much  importance  to  attend  to  diet  and  everytliing  which  will 
impnjve  the  general  nutrition  of  the  lx»dy,  as  to  give  the  usual 
s|>i*tntic  remeflies  of  syphilis,  such  as  iodide  of  ]iotii&8ttim  aud 
mercury,  inasmuch  as  the  varieties  of  this  disease,  which  nvich 
the  joints  as  rtl)t>ve  flescril>e<l,  aiv  associated,  as  a  rule»  with  great 
dehility,  and  proliahly  dejs'nd  in  a  large  meiisure  upon  it  fur  their 
e  X  t  re  rt  le  1  y  <  h  *s  I  r  n  c  t  i  \  e  c  h  a  mo  t*  ts. 

Tuberculous  disease  commencing  in  the  bones  *  nterinu 

into  til*'  corii[H»Hitioti  of  jmnt^  i^»  js'rhaps,  the  c*mimonrst  of  all  thr 
aftW'tii»tis  of  i  hest*  structures,  and  seems  to  U*  es|:>ecially  so  in  England- 
(8^  jjage  i*71*.)     it   is  frequently  a  primary  affection,  ap|)eariug  iu 
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esfK*C!rtllv  when  the  pHtit'iit  is  ihxippin^  off  to  sWp,  and  thrn*  i% 
ci*rtnin  finiount  of  valiit*  in  the  sign.      The  sutiVring  CAU»eci  ^»X  thi 
sudden  involvintarj   niovenieiits  of  tlie  j<»hit  h  very  gr*?«ftt,  iind 
patient   is   uoable  t^i  coritrcjl   them.     They  m^e  not  uMually  pr<»»->fit, 
however,    until    the    ulcerfitioti    has    j>rogre?ts«*fl    to    ii    en^ 
extent.      Tlie    explanation    of    the    phenomenoii    is    j>raha 
carti^lage  is   not  a  sensitive  tissue,  liui  the  other  structur*w  *ti  tiw- 
joint  are  pE*e-erninently  hi\     When  the  foniier  is  ulcerated  o%-t»r  twii 
btmes  at  their  point  of  contiU?t,  the  niusclen  governing  the  ioint  will 
involuntarily  do  all  in  their  power  to  prevent  the  inSameci  mtrfaee* 
fi"ooi  rubbing  one  a<2iainst  the  other,  and  will  keep  thein  firmly  lix««l 
in  one  iK>Hition,  simple  eonttu-t  of  t}ie  dineased  Hurfaeet*  pin:iducing  no 
pain.      When,  however,  the   m  uncles  become  fatigued  ftxjMi   tirue  U* 
time,  or  the  patient  i«  dropping  off  to  aleejv  the  former  rehix  a  little, 

and  imrne<i lately  the  Rurfai^eH 
Mlide  one  upon  the  othi 
eau*<ing  sudden  puin  at 
moment.  This  leaHM  to  rrflex 
Lontniciion  of  the  mam-lr« 
once  iigain,  and  the  Hp««^ 
pr<Kjuee.s  acute  ].iAiii  in  all  the 
structure**  that  are  di»eH*«ed. 

This  fsymptom  of  Ht&Ktag 
is,  however,  not  inviirimbly 
pi'esent  with  all  forms  of  fir- 
st ruction  of  cartilage.  fn 
osteoarthritis  it  is  nhftcnt, 
also  in  gout  and  in  Charcot '*» 
di9eas4> ;  and  eren  in  t 
acute  change  which  a<xTi 
panieB  pyiemia  it  is  not  a  noticeable  feature  in  th^  de»tmcttofi 
the  cartilage. 

The  trontiiient  of  diseases  of  cartilage  ha8  nothing  fl|K«ciid 
al>out  it  ajmrt  from  that  of  the  disease  in  which  it  is  only  a  singlr 
fact4jr. 

The  prog^nasiii,  however^  in  any  cw^  where  the  surfaces  of  m 
joint  have  been  destroyed  by  acute  or  chronic  inflammation,  in  alway> 
grave,  in  the  tirst  place  oft^n  as  reganls  the  patient's  life,  for  thin 
indicates  very  serious  disease,  and  next  ba  regartls  the  function^  ul 
the  articulation.  For  once  the  cartilage  is  destroyed,  it  in  iiui 
replaced  by  the  usual  hyaline  mat'Crial  which  covers  the  i*nd«  of 
bone.H,  but  by  fibrous  tissue  ;  and  as  this  is  equally  devtdopod  (m 
btitli  surfaces,  it  forms  a  bond  between  the  two,  which  pn'vrnt* 
movement     (Scf  Aiichylosifi,  page  1067.) 
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FiR",  43*.— I>*«truction  of  Ciurtik««  bj  ta»k- 
Mbitped  ProloiiRutluiM  of  Gnuiul&tiott  Timuv 
from  below.  (Pruiu  s  Pttotogrftpb  by  PTOf. 
Chejne.) 
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JOINT    DISEASE    COMMENCING    DC    TlIE    B0KK. 

In  tlie  article  on  DisKAsfifi  of    Boxb  (p»g«   *>T3)   will  W 
ftidered  tlte  detaila  of  the  various  lombifl   fjnxessi's  found  in 


DISEASE    COMMENCING    IN    BONE,  1061 

osseous  system.  We  shall,  therefore,  in  this  place  only  consider  the 
outlines  of  the  changes  as  they  more  particularly  affect  the  joints. 

The  separate  diseases  of  bones  which  affect  the  joints  are  few, 
and  excluding  the  results  of  injury,  the  vast  majority  of  them  will 
come  under  the  heading  of  either  syphilis,  tubercle,  osteo-arthritis, 
or  Charcot's  diseasa  There  are,  of  course,  others,  such  as  the  acute 
septic  inflammations  of  the  bones,  which  occasionally  play  a  part 
here  ;  but  as  a  matter  of  fact,  these  almost  invariably  stop  short  at 
the  epiphysial  lines,  and  as  the  latter  in  most  cases  lie  outside  the 
capsule  of  the  articulations,  the  chance  of  their  invading  the  joints 
is  small. 

Syphilitic  disease. — This  disease,  as  it  affects  the  ends  of 
the  Ixjnes  entering  into  the  structure  of  joints,  is  usually  a 
question  of  a  growing  gumma  (see  Fig.  82,  page  408),  which 
spreads  through  the  articular  cartilage,  just  as  in  other  cases  it 
advances  through  the  skin,  and  finally  gives  way  on  its  surface. 
In  such  a  case,  if  we  examine  the  bone  we  find  the  syphilitic  granu- 
loma in  the  cancellous  tissue  of  its  end  presenting  very  much  the 
appearance  of  inflamed  medulla.  This  may  or  may  not  Ixj  under- 
going caseous  change  in  one  or  other  spot.  The  bone  around  is 
rarefied  in  most  cases,  but  sometimes  sclerosed  if  the  process  be 
more  chronic.  The  cartilage  around  the  borders  of  the  gumma  is 
normal,  unless  where  undennined,  when  it  is  yellow  or  grey  and 
shreddy. 

Tertiary  disease  of  the  end  of  a  bone  may  also  affect  the 
joint  when  it  takes  on  the  form  of  a  chronic  osteitis,  with  the 
formation  of  osteophytes  projecting  more  or  less  into  the  joint ;  or  a 
syphilitic  sclerosing  osteitis  may  gradually  lead  to  the  formation  of 
sequestra,  which  may  work  their  way  into  the  cavity  of  the 
articulation,  and  set  up  there  a  disorganising  inflammation. 

The  diairnosis  of  these  conditions  is  not  difficult,  resting  as  it 
does  upon  the  recognition  of  the  constitutional  condition,  and  a 
comparison  of  the  local  symptoms  with  those  of  the  other  possible 
affections  of  the  joint.  There  will  also  in  many  cases  be  evidence 
of  local  syphilis  elsewhere,  in  the  form  of  scars  and  nodes,  interstitial 
keratitis,  or  stunted  teeth. 

The  treatment  is  that  of  syphilis  in  its  most  advanced  stages, 
and  it  is  only  necessary  to  emphasise  the  fact  that  here  it  is  of  quite 
jis  much  impoHance  to  attend  to  diet  and  everything  which  will 
improve  the  general  nutrition  of  the  body,  as  to  give  the  usual 
specific  remedies  of  syphilis,  such  as  iodide  of  potassium  and 
mercury,  inasmuch  as  the  varieties  of  this  disease,  which  reach 
the  joints  as  alx)ve  described,  are  associated,  as  a  rule,  with  great 
debility,  and  probably  depend  in  a  large  measure  upon  it  for  their 
extremely  destructive  characters. 

Tuberculous  disease  commencing  in  the  bones  entering 

into  the  composition  of  joints  is,  perhaps,  the  commonest  of  all  the 
affections  of  these  structures,  and  seems  to  be  especially  so  in  England. 
(See  page  879.)     It  is  frequently  a  primary  affection,  appearing  in 


vm 


mSBASBS   OF  JOINTS. 


tbe  ends  of  the  bones  quite  iodcfieiidentlj  of  amj 
of  the  system  which  we  can  detect  bj  <mr  prawnt  mHlioii* 
diagnosis.  It  i^  of  course,  also  at  timm  a 
many  cases  appearing  in  the  joints  after 
through  the  system.  Attempts  have  been  made  U»  eitUBali 
relative  frequency  of  primary'  and  secondary  tialierad««a 
disease,  but  &o  far  they  have  failed,  aad  m  Uim  nmimM^  «# 
they  are  likely  to  fail  for  some  tima  to  oooml  W^in 
culooB  disease  attacks  the  ends  of  bones  it  inoat  nsiialljr  h 
fifKt  seat  in  or  about  the  epiphysial  line,  where  tlsere  w  moeli 
growing  tissue  (Fig.  436),  This  form  of  diaeaae  b  often  nrfrrrod  I 
as  ^tuberculous  epiphysitis/*  a  name  w!u4^  kaa  a  certain  ■mcwmt 
of  convenience,  and  wliich  may  be  emplojied  with  ilie  ptt^rao  tWt 
it  be  underitood  that  the  aSeetiou  Htarta  ralber  at  tte  jonctlail  of 
the  epiptViysis  and  diaphy^is  than  in  Uie  actital  efiifAyiia  ftwH 
although  it  has  a  tendency  in  most  cases  lo  sptewd  into  tlie  latwr. 

But        Ulb«T«1t> 

looa  dhmmm 
may  alao  vtarl 
m  tkm  cod  of  a 
luilMT  UMicrtlir 
ifDcfiwtiBg  car- 
tilagn  ^hmm 
tWn*  k  alios 

jOQiig    ^wJatf' 

FiT'  4S^— MeUM-^ttrpkl  Bone,  with  tnbcrcoioas  w<tu— tium  la  tmtm^  QOMC  tlMife 

cut  off  frtm  tbe  inHaiaffit  lioiti«  hj  gt9tot2!i*tAom^    TIm  IMctaaiBr  .*  _m  • 

di  th*  ptciotfeMm  owmt  tbe  imJUmmi  vm  ie  veil  Mia.  tat  beCb  pWUltartT    VQj* 

Jolat  miftMS  «re  tree.  (Fran  &  Flioto«rmf>b  bj  FroL  Cbii}aa)  ||^j|||n  ||^  ||||p 

lion.  In  either  case,  the  morbid  process  coDMa  ill  $m  mJK^km *4  Ike 
medullary  tissue  with  the  bacillus  tubercuKxia,  whidi  aoon  rjniTtee  da 
the  latter  a  low  form  of  indammation,  dtaiacl^riaed  by  veil  multi' 
plication  round  certain  eejitres,  until  nodule»  of  soft  ffTanuWticin  mi^ 
formed,  which,  as  they  increase  at  the  peripberr,  oimef^  dt^gmnewm- 
tive  changes  towards  their  centre  ( Fig.  437).  This  piixma  oiay  CEZtSBii 
&Dm  the  epiphysial  line  or  under  the  encrDstiog  csrtih^  thmvgjl 
the  latter,  and  so  invade  the  whole  joint  in  all  ita  patta*  Bit  il 
must  not  be  fop^tteii  that  it  may  alM»  extend  in  a  lat^iml  diredioB 
altogether,  and  though  very  clo»e  to  the  joint  »urtaoea»  may  iii!viBr 
penetrate  through  them,  but  imty  open  on  the  fturCaoe  *d  the  liadh 
bard  by,  leaving  the  joint  proper  intact  (Fig.  4^5). 

Limba  have  o%~er  and  over  again  been  retnored  under  tilt 
pnmoni  on  the  jiart  of  the  surgeon,  that  the  joint  wan  gtmir 
affected  because  sinuses  ran  dr»m-n  from  the  surfacv  almost  iatO 
it,  when  it  has  lieen  found  afterwards  that  tbe  joint  prop^  wa^ 
in  no  wiae  involved,  and  that  the  focua  of  diiieaae  miglit  ka«v 
been  reached  witlioot  any  Interference  with  its  ata^ManL     On  ll» 
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is  frequently  so  quiet  in  its  progress,  that  it  may  have  passed  from  the 
bone  through  the  cartilage  and  extensively  invaded  the  joint  cavity, 
without  having  produced  much  disturbance  in  the  latter.  In  such 
a  case  we  often  find  that  there  are  bosses  of  tuberculous  granulations 
projecting  through  holes  in  the  cartilage  from  below  (Fig.  434), 
where  the  chief  centres  of  disease  lie,  while  the  cartilage  itself,  on  the 
rest  of  its  surface,  seems  quite  unaffected,  and  the  synovial  mem- 
brane almost  or  entirely  healthy.  In  other  instances,  when  such  an 
invasion  of  the  joint  takes  place  from  the  bones,  the  granulation,  once 
having  entered  the  joint,  spreads  rapidly  over  its  surfaces,  and 
commences  at  once  to  attack  the  cartilages  on  their  free  surfaces  as 


Fig.  436.— Focus  of  Tubercalous  Disease  in  the  lower  Epiphysis  of  the  Femur.    (.From  a 
Photograph  by  Prof.  Cheyne.) 

well  as  the  synovial  membrane.  This  is  only  seen  where  the  infection 
is  more  of  the  acute  and  rapidly  progressive  character,  indicating 
virulence  in  the  poison,  and  great  vulnerability  of  the  individual. 
{See  also  page  1047.) 

The  symptoms  of  tuberculous  disease  in  the  ends  of  bones, 
taken  with  the  patient's  past  history,  are  usually  easily  recognisable. 
In  the  first  place,  the  age  of  the  individual  will  guide  us  somewhat, 
the  affection  being  met  with  mostly  at  the  two  extremes  of  life.  We 
have,  besides,  frequently,  though  not  always,  a  history  of  injury,  and 
often  of  a  plain  hereditary  predisposition  to  guide  us.  The  subjective 
evidence  as  to  the  local  complaint  is  usually  clear :  there  is  stiffness 
and  tenderness  of  the  part,  with  pain  felt  chiefly  at  night,  and  of  a 
gnawing  character.  Gentle  percussion  with  the  finger  over  the  end 
of  the  bone  will  often  show  the  spot  at  which  the  process  is  most 
marked,  or,  indeed,  discover  it  when  otherwise  doubtful.  Objectively, 
we  see  swelling  in  and  often  a  trace  of  oedema  over  the  end  of  the 
bone  increasing  its  bulk  considerably,  and,  as  the  disease  advances. 
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often  a  doughy  area  where  caseation  of  the  tuberculous  mater 
is  in  progress.  The  colour  of  the  skin  is  rarely  altered,  \ 
the  veins  may  be  more  than  usually  evident.  When  the  .surtai 
of  the  joint  are  aflected  we  have  its  position  altered,  the  |»ati* 
putting  it  in  that  which  gives  the  greatest  ease.  If  allowed  t<»  r 
on  without  suitable  treatment,  abscesses  will  often  form,  and  sinu 
when  the  latter  burst,  after  wliich  the  condition  of  the  end  nf  i 
bone  can  be  easily  made  out  as  a  rule  with  probe  or  finger. 

The  treatment,  constitutionally,  is  that  of  tubercle  genrmlJ) 
i,e,  everything  which  may  improve  the  general  nutrition  of  thi*  \n.¥ 
in  the  form  of  good  food  and  fresh  air,  tonias,  and  warm  clothi 
(page  359).  Locally,  the  chief  thing  at  the  outset  is  rest,  with  o»unt 

irritation       in      i 
form  of   blistt*rs  a 
tincture     of     i<Klij 
Later,      wlien    it 
quite     e\'ident     tY 
the     process    i«» 
creasing,    we   cjinr 
do    better    than    i 
down  upon  the  f«M 
of  disease  in  the  e 
of  the   bone,  an<l  i 
move  it  by  the  piu 
or  chisel.      If  this 
d<me    at    a  c^tuiiwii 
tively  early  sta;:e,  ^ 
have  the  conifortal 
assurance  that  it  nu 
prevent    invasion 
the     joint,     and, 
carefully  carrit^l  oi 
such  an  operation  ought  to  be  followed  by  union  by  first  intentio 
And  even  where  extensive  abscesses  have  formed  in  connection  wi 
such  disease  in  the  ends  of  the  lx)nes,  we  must  be  cautious  in  .1 
suining  that  the  joint  proper  is  affected,  and  must  proceed  wiili  t] 
utmost  caution,   so  as  by  all  means  to  avoid  interfering  with  li 
latter.     It  is   very  striking  how  much   may  l)e  done   in  many  a 
parently  unfavourable  cases  in  this  direction,  and  our  aim  should  1 
here,  as  in  all  tubercular  diseases,  to  go  to  all  lengths  in  th<-  ilin^ 
tion  of  conservative  surgery  compatible  with  proper  eradication 
local  foci. 

The  proffnosis  of  tuberculous  disease  of  the  ends  of  >>onf> 
favourable,  on  the  whole,  if  the  affection  is  seen  and  treated  »ii 
or  without  operation  fairly  early  in  patients  not  altogether  too  dA>\ 
tateil,  and  wo  must  never  forget  the  strong  tendi*ncy  there  Ls  in  a 
voung  subjects  of  tolerable  physicpie  to  shake  off  tul>ercle  if  on 
the  local  and  general  powers  are  placed  under  favourable  condition- 
Charcot's  disease. — The  degenerative  changes  of  ostei>arthn( 


Fig.  437. 


-Focus  of  Tnberculons  Disease  in  Bone.    (From  a 
Photograph  by  Prof.  Cheyne.) 
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and  of  Charcot's  disease  are,  as  has  already  been  pointed  out  (page 
1051),  followed  in  some  cases  by  hyperplastic  processes  in  those  areas 
of  the  bone  bordering  on  the  part  actually  breaking  down.  These 
manifest  themselves  in  the  first  place  usually  as  a  rarefying  osteitis, 
which  softens  the  osseous  tissue  about  the  joint  to  such  an  extent  that 
it  is  capable  of  moulding  itself  into  various  altered  shapes,  depending 
upon  the  movements  of  the  bone  resting  against  it.  In  other  cases 
the  hyperplasia  assumes  the  bone-forming  type,  and  masses  of  new 
osseous  tissue  are  thrown  out,  especially  round  the  borders  of  the 
articulation,  until  its  movements  are  seriously  interfered  with. 
(See  page  701.)  Again,  there  may  be  in  either  of  these  diseases  a 
certain  amount  of  sclerosing  osteitis  at  one  or  other  of  the  limits  of 
the  degenerative  process,  by  which  the  breaking  down  of  the  end 
of  the  bone  is  arrested.  Thus  we  may  have  the  three  well-known 
forms  of  bone  inflammation  in  different  stages  of  the  same  affection, 
that  is  the  "  rarefying,"  "  bone-forming,"  and  "  sclerosing  "  osteitis. 
This  simply  means  that  these  processes  are  only  due  to  varieties  in 
the  amount  and  quality  of  the  hypenemia  present. 

Acute  epiphysitis. — There  is  a  group  of  acute  affections  of  the 
ends  of  the  bones  in  very  young  children,  which,  as  they  may 
simulate  or  actually  lead  to  joint  disease,  require  a  few  words  of 
notice  here,  although  properly  coming  under  the  heading  of  diseases 
of  the  bones.     (See  page  883.) 

Mr.  Thomas  Smith  in  a  series  of  twenty-two  cases  shows  that 
eight  occurred  in  the  first  month  of  life,  nineteen  within  the  first 
six  months,  and  three  more  within  the  first  year. 

The  fetiolog^^  of  these  cases  is  still  obscure,  but  there  seems  to  be 
a  considerable  amount  of  evidence  in  favour  of  the  view  that  in  the 
majority  of  cases,  at  all  events,  the  afiection  is  due  to  septic  in- 
fection through  the  sloughing  remains  of  the  umbilical  cord.  As  a 
determining  cause  it  is  possible  that  injury  plays  a  part  by  lower- 
ing the  vitality  of  the  epiphysial  tissues.  Such  an  injury  may  be 
•received  in  utero  or  during  labour,  either  from  the  natural  efforts 
of  the  uterus  or  from  instrumental  delivery.  But  be  this  as  it 
may,  the  disease  in  all  its  features  is  one  of  septic  infection. 

Symptoms. — The  disease  is  characterised  by  the  rapid  develop- 
ment of  inflammation  at  the  lines  of  growth  of  the  diaphysis  and 
epiphysis,  often  within  a  few  days  of  birth.  Tliis  has  a  great  ten- 
dency to  run  on  rapidly  to  suppuration,  the  pus  making  its  way 
either  directly  through  the  end  of  the  bone  into  the  joint,  or  more 
frequently  extending  across  the  whole  plane  of  the  epiphysis,  and 
separating  the  latter  from  the  diaphysis,  finally  bursting  the  peri- 
osteum laterally.  Again,  it  may  run  up  the  shaft  more  or  less. 
When  it  escapes  laterally  under  the  periosteum,  it  depends,  of 
course,  upon  the  relation  of  the  epiphysis  to  the  capsule,  whether 
the  pus  shall  make  its  way  into  the  latter  or  not.  In  the  hip,  for 
instance,  the  joint  is  inevitably  involved,  while  in  the  case  of  the 
knee  the  pus  may  escape  without  entering  the  articulation. 

When  the  joint  is  invaded,  rapid  solution  of  all  the  cartilages  is 
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saally  the  revitlt,  tlie  bone,  too,  in  majijr 


AoiEBrtiig 


lo  other  cases  the  capmle  ruptures  early,  aad  the  pus 

through  the  skin  for  a  time,  mnd  finaUy  the  whole  procew 

And  froEu  the  fact  that  the  movements  of  the  part  an 


loroed 


that 


cloaton 

extanaivelj  diseased*  The  rapidity  with  which  the  paa  focaa  io 
sQoh  inatanoet  is  remarkable,  but  the  poesibilitieB  of  refiair  altar  it 
has  been  evacuated  are  even  more  m>.  Thus  in  soiiie  oiaes  wherr 
the  alfection  has  run  a  rapid  eoutBe,  and  the  pun  ha«  been  dratiked 
ofT  early,  the  patient  may  reooTer  with  au  exceUent  joint,  with  aD 
iUi  movements  free,  or  eren  with  increnned  mobUity  in  othoi, 
though  usually  with  shortening  of  the  limb  from  iiiterfJeiWice  with 
the  growth  of  the  epiphysis. 

As  in  the  S3rphilitic  and  tuberculous  form  of  ^tphyaial  dMSMe^thli 
afiection  will  be  found  most  often  in  those  bones  in  which  grovth  is 
most  rapid.  Thus  in  the  seriea  just  alluded  to^  in  thoee  whidl  ptu^/iri 
fatal,  out  of  twenty-two  jointa  affi^cted  in  thirteen  in&mt%  tile  h^ 
was  the  seat  of  the  disease  in  ten,  the  knee  fi¥e  ttmaa,  the  ■hooMfr 
four,  the  elbow,  ankle  and  sacro-iliac  joints  eaclt  onoa  Of 
nine  cases  which  recovered,  out  of  twelve  joints  affected  thens 
five  knees,  three  htp»,  two  elbows,  one  shoulder,  and  one 
This  rough  estimate  in  a  limited  number  of  cases  is  probahly 
what  would  be  found  to  be  correct  in  a  larger  number, 

Stthacuie  epipkytUis  is,  as  a  rule,  either  of  tuberculous  or 
tic  origin^  and  as  far  as  the  first  variety  is  ooncemed, 
further  description  here  after  what  has  been  already 
subject  above  (page  1062). 

But  as  regards  the  syphilitic  forms  of  the  auction,  a  few  words 
may  be  added  to  what  has  been  prefaced.  This  affection  hsa  rt- 
oeutly  been  studied  very  closely.  The  disease  may  be  the  rasnlt  of 
either  hereditary  syphilis  or  that  acquired  within  the 
yearn  of  childhood.  It  consists  in  an  inflammation  of  the 
linen,  chiefly  of  the  long  bones,  producing  separation  in  many 
of  the  end  from  the  shaft,  demonstrable  eilher  before  or  after 
Thijs  may  be  accompanied  by  the  formation  of  ibeociwi  with 
t4fmal  sinuses,  or  may  run  its  whole  course  even  to  great  awelliiig 
the  ends  of  the  bones  and  separdtion  with  ahsoe«i^  and  yet  he 
covered  from  in  a  short  time.  The  inflammation  is  ra^panled 
Wegner  as  secondary  to  the  calciiication,  to  a  large  exteiiti  of  the 
epiphyaiAl  cartilage,  due  to  the  irritation  of  the  syphHitic  poboo^  inch 
C4ilciiication  going  on  faster  than  the  usual  vaacularisatiOii^  Ihtt 
earthy  matter  acting  as  a  foreign  body  and  thus  leading  to  '  ^ 
mation.  lian^ier,  on  the  other  liand,  regards  the  inftaoim 
primary  in  the  growing  line,  and  produced  by  the  irritant  of  Ihi 
syphilitic  poison  upon  l^e  growing  vsacular  tissiie.  But  one  oannol 
avoid  the  thought  that  in  these  cases,  although  the  pataenta 
are  undoubtedly  infectt^  with  syphilis,  perhaps  the  aSection  of 
the  epiphysk  may  after  all  be  independent  of  the  specific  poiaom  of 
that  disease,  and  be  due  simply  to  one  or  other  of  the  ordinary 
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processes,  attacking  those  whose  vitality  is  seriously  lowei'ed  by. 
the  constitutional  disease — in  other  words,  it  may  be  a  mixed 
infection. 

A  very  remarkable  characteristic  of  this  form  of  lione  disease  is 
the  possibility  of  complete  recovery  of  the  joint  when  the  inflammatory 
products  have  been  thoroughly  and  early  let  out. 

ANCHYLOSIS   OF  JOINTS. 

Varieties. — In  all  joints  whose  surfaces  have  been  altered  by 
inflammation  the  movements  may  become  limited  to  any  degree  after 
the  subsidence  of  the  process,  and  as  a  con- 
sequence of  it.  This  limitation  of  movement 
will  vary  from  trifling  stiffiiess  to  actual 
suspension  of  all  motion.  In  the  milder 
cases  the  difliculty  in  moving  the  joint  is 
usually  due  to  disuse,  and  to  plastic  exu- 
dation into  the  peri-articular  structures,  the 
surfaces  remaining  intact.  But  in  the  more 
marked  cases  the  latter  are  more  or  less 
modified,  and  their  free  play  one  over  the 
other  is  permanently  impaired.  This  may 
be  due  either  to  actual  adhesions  of  the 
articular  ends  of  the  bones  to  one  another, 
or  to  pai-ts  of  the  capsular  structures,  against 
which  they  ought  to  play  freely  under 
normal  conditions.  In  the  latter  case  the 
movements  are  usually  only  limited  to  a 
moderate  extent,  and  often  not  permanently, 
but  in  the  former  the  interference  with 
motion  is  usually  very  decided  and  perma- 
nent. Here  we  have  the  encrusting  carti- 
lages more  or  less  altered  or  destroyed,  and 
their  place  taken  by  plastic  material,  which 
has  organised  either  into  fibrous  tissue  or 
bone  (Fig.  438).  In  either  case,  we  speak 
of  the  joint  being  anchylosed,  and  divide  Fig.  438.— Bony  Anchyioaia  of 
the  condition  into  fibrous  and  bony  anchy-       ^|^?f  ^^lluo^  ^'p^ 

iQSig.  Univ.  College  Miueum.) 

The  first  of  these  conditions  usually 
results  from  removal  of  the  superficial  layers  of  the  encrusting 
cartilage  by  ulceration,  but  may  follow  the  complete  destruction  of 
the  latter,  while  bony  anchylosis  or  synostosis  invariably  implies 
the  removal  of  the  cartilages  to  such  an  extent,  that  bone  comes  into 
contact  with  bone,  and  in  many  cases  it  is  the  result  of  destruction 
of  the  actual  bony  surfaces,  as  well  as  the  cartilages. 

Treatment. — It  is  important  to  bear  all  these  distinctions  in  mind 
in  cases  in  which  stiffiiess  follows  upon  inflammatory  joint  affections. 
For  it  is  quite  plain  that  measures  which  would  be  quite  proper  for 
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rf*storing  movptiient  in  the  one  case  would  lie  liiglilj  imprufier  in  ibei 
otljer.  For  instance,  the  stitiiiess,  the  result  of  disuse  and  some  pt'ri*] 
articuliir  exudation,  can  usually  be  scK)n  overcome  hy  regular  puutftivfi] 
inovemeot  and  massage,  followe^l  liy  active  use.  This  vrould  U 
quite  inadef(uati*  where  there  wan  much  ndhesion  between  the  ond«] 
of  the  hones  and  the  inner  surfaces  of  the  capsular  stmctorpA*  H<*ri1 
forctnl  mL>\'emenis  of  flexion  and  extertaion  are  necessary,  as  a  ni1e|.l 
under  an  anienthetic,  in  order  to  t<»ar  through  the  recent  adhcmonsf 
and  allow  the  unaltered  cartilaginous  surfiices  to  play  freely.  ^^^\ 
sudi  fV>rced  flexion  and  extension  would  lie  quite  iraprop«*r  wh*'r»1 
there  was  actual  fil  irons  adhesion  Ij^tw'een  Iwnes  deprived  of  their  J 
natural  smooth  coverings.  In  the  first  place,  the  liond  of  union  wo«lli|| 
be  very  strong,  folio  wing*  as  it  necessarily  would  do,  upon  a  very  mr> 
destructive  inHaitimation,  and  to  tear  it  acrosH  would  re^juir©  v 
gi*eat  force,  which  would  be  often  Ruflicieot  to  fracture  the  hcti 
atrophied  ali-eady  by  disuse,  rather  than  break  the  Ixind  of  union* ' 
And,  again,  if  the  latter  did  give  way,  the  surfaces  left  would  Ix?  buti 
raw  fibrous  material,  unsuited  to  the  movements  of  a  joint  and  quitn ' 
unlike  the  normal  cartihige,  and  ever  ready  to  unite  again,  as  alii 
raw  surfaces  are  when  in  close  apfiosition,  as  these  would  Ije.  Ij 
have  seen  disaster  follow  where  good  fibrous  anchylosis  folio  wing  ^ 
upon  destructive  inflammation  of  the  surfaces  of  a  joint  liaa  beim 
taken  in  hand  by  a  bone-setter  and  treated  in  the  Uf^ual  way  by  vrjy  i 
forcible  passive  movements,  with  the  object  of  restoring  it«  funciiofi«: 
suppuration  lia.s  followed  with  the  loss  of  the  joint.  And,  if  the  ba 
of  union  were,  bony,  no  fresh  joint  could  Ije  forrai^d,  and  tlio  line  of 
fractal^  would  be  just  as  likely  to  lie  outaide  the  joint  line  aa  In  h. 


NEOPLASMS   OF  JOINTS. 

Strictly  speaking,  the  joints  ai-e  rarely  the  seAt  of  neopUstic 
tumuurs :  that  is  to  say,  the  structures  actually  forming  the 
articulation  are  infre4[uently  the  starting-point  of  new  growth*. 
When  8uch  are  found  in  joints,  they  have  almost  in^^riahly  only 
inviided  them  in  a  secondary  way.  Thus  we  find  in  some  cases  ihmt 
an  osteti'^nnxmia  stjirting  in  the  head  of  a  lx)ne  may  ultimately 
spiTod  tttwards  its  cartilaginouH  covering*  and  may  stfvtch  anil 
distort  the  latter,  but  rarely  pei'f orate  it.  The  same  may  br  said 
of  the  other  forms  of  mrcoma  ruid  chondroma  growing  from  thr 
bones  and  periosteum,  and  even  indeed  of  those  which  start  in  tJie 
soft  parts  near  joints. 

But  growths  having  their  initial  lesion  in  either  the  encnr«*tiug 
cartilage  or  the  synovial  membrane  are  almost  unknown.  Tbi? 
hyj»ertrophy  of  the  synovial  fringes,  either  as  the  result  of  \  uber 
culous  irritation  or  the  developnient  in  them  of  small  masses  of 
tilirous  or  hyaline  cartilage  from  remnants  of  the  same  stnjctiires 
dating  from  the  embryo  period,  might  jiossibly  lie  held  to  be  an 
exception  to  this  rule,  but  the  question  is  wliether  these  oQgtit 
to  be  spoken   uf  as  neoplasms  at  all.     Be  this  as  it  majr,  ihejAre 
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non-malignanfc  and  call  for  no  more  detailed  consideration  in 
this  place. 

Carcinoma  is,  even  as  a  secondary  affection  of  joints,  one  of  the 
rarest  of  diseases.  Of  course,  when  an  articulation  is  secondarily 
involved  in  the  growth  of  either  a  sarcoma  or  carcinoma,  the  interest 
in  the  joint  is  merged  in  the  more  general  question  regarding  the 
neoplasm,  and  becomes  altogether  subordinate  to  the  latter.  In 
these  cases  it  is  a  question  of  saving  life,  and  this  can  only  be  done 
in  almost  every  instance  of  the  kind  by  the  sacrifice  of  the  joint. 

OystS  in  and  about  joints. — These  are  few  in  number,  and 
are  almost  invariably  connected  with  the  synovial  sacs  in  or  about 
the  articulation.  At  the  same  time,  we  must  recognise  the  fact  that 
no  part  of  the  body  appears  to  have  immunity  from  invasion  by  the 
cysticercus  but  this;  the  true  hydatid  must  be  very  rare  as  a  disease 
of  joints. 

6»eat« — The  commonest  forms  of  synovial  cysts  of  the  kind  in 
question  are  those  consisting  of  simple  dilatation  of  normal  bursee  from 
excessive  secretion.  Such  bursae  exist  in  abundance  in  the  neighbour- 
hood of  many  joints,  and  are  affected  by  the  same  causes  of  disease  as 
the  latter.  The  commonest  seat,  as  we  find  them,  is  in  the  front  of 
the  hip  joint,  where  the  bursa  under  the  common  tendon  of  the  psoas 
and  iliacus  tendons  may  be  enlarged,  the  back  of  the  knee,  where 
the  bursa  between  the  semi-mem branosus  tendon  and  the  head  of  the 
gastrocnemius  is  distended,  or  the  inner  aspect  of  the  same  joint,  in 
which  case  the  synovial  sacs  connected  with  the  inner  hamstring 
tendons  are  affected.  Again,  the  bursa  just  above  the  insertion  of 
the  ligamentum  patellae  may  become  enlarged.  Finally,  the  proper 
bursae  patellae  may  be  affected  in  various  ways.  The  ankle,  shoulder, 
elbow,  and  wrist  are  also  surrounded  with  bursae  and  tendon  sheaths, 
any  of  which  may  become  distended. 

JBtioloi^y.^The  cause  of  enlargement  may  be  of  at  least  three 
kinds.  It  may  be  due  to  hyper-secretion,  the  result  of  hyperaemia, 
resulting  from  simple  local  mechanical  irritation,  as,  for  instance,  the 
pressure  of  kneeling  on  the  bursae  patellae  ;  or  it  may  be  due  to  hyper- 
plasia and  hyper-seci*etion,  resulting  from  tuberculous  imtation  ;  or  it 
may  be  due  to  increased  secretion,  depending  upon  the  presence  in 
the  blood  of  deleterious  matters  of  various  kinds.  This  is  as  much  as 
to  say  that  the  commonest  forms  of  bursal  enlargement  are  all  due  to 
one  or  other  species  of  synovitis. 

It  must  not  be  forgotten,  too,  that  occasionally  pouches  of  the 
normal  synovial  membrane  of  joints  are  formed,  which  protrude 
through  the  capsular  structures,  and  show  themselves  as  cystic 
structures  on  one  or  other  aspects  of  the  articulation.  These  are  not 
infrequently  mistaken  for  independent  cysts,  and  are  only  recognised 
as  connected  with  the  joint  when  they  have  been  opened.  This 
error  is  not  so  serious  now  as  in  the  days  before  complete  aseptic 
operation  was  understood.  But  even  now  it  is  at  times  a  grave 
one  to  maka 

Symptoms.— Most  of  these  cysts  offer,  as  a   rule,  but    little 
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difficoltj  in  diagnosis.  The  slow  growth  and  postdon  at  cfoct  suggest 
their  origin.  'Die  total  absence  of  all  the  signs  of  active  inflamroatiflp 
distinguishes  them  at  onoe  from  abscesses,  and  the  only  conditaoQ  thej 
are  likely  to  be  confounded  with  is  a  soft  new  growth.  Sadi  growths, 
however,  are  not  common  in  the  neighbourhood  of  j<nntB,  snd,  ss  s 
rule,  are  much  more  rapidly  formed  than  the  cysts  in  question.  They 
will  also  be  found  in  some  cases,  where  very  vascular,  to  pnlate, 
whereas  the  cysts  are  quite  free  from  this  symptom.  Fatty  tumoun 
are  sometimes  difficult  to  distinguish  from  these  cystic  swellings  when 
seated  in  the  flexures  of  joints,  but  their  lobulated  outline,  and  the 
fact  that  they  are  movable  under  the  skin  in  all  attitudes  of  the 
joint,  serve  to  distinguish  them  from  the  bunal  tumours,  whieh  sre 
less  sharply  defined,  and  in  some  positions  of  the  joint  are  firmly  fixed. 

The  ticmif  Mt  of  these  cysts  is  either  palliative  or  rsdicsL 
Sometimes  they  will  become  reduced  in  size  under  the  acdon  of 
blisters  or  discutients,  such  as  iodine,  combined  with  strspfnng  or 
bandaging,  and  this  should  always  be  tried  first.  But  when  Uus 
course  fails,  they  may  be  aspirated  and  strapped,  and  may  not  refill 
Both  these  methods  of  treatment,  however,  fail  in  a  large  proportioo 
of  cases,  and  nothing  is  left  but  their  careful  extirpation  by  the 
knife.  This  is  done  with  great  care,  so  as  to  secure  perfect  asepsis 
and  primary  union  of  the  whole  wound.  An  incision  is  made,  so  ss 
to  expose  the  cyst,  and  this  is  carefully  isolated  by  dissection  in  the 
loose  areolar  tissue  Ijring  outside  the  fibrous  investment  oi  the  cyst 
The  latter  is  now  separated  all  round  and  gradually  drawn  out  of 
the  wound,  if  possible,  unruptured.  Many  of  these  structures  can 
thus  be  removed  as  a  whole,  but  in  some  cases  the  capsule  is  very 
thin  and  bursts,  or  can  only  be  followed  a  certain  way  among  the 
tendons,  and  has  to  be  removed  incompletely.  This,  however,  will 
be  enough  in  many  cases  to  effect  a  cure,  for  the  cicatrisation  of  the 
residuum  may  W  counted  on.  This  treatment  by  excision  is  suitable 
to  all  the  cysts  in  connection  with  joints,  and,  properly  performed, 
offers  the  l>est  prospect  of  a  permanent  cure  with  the  minimum  of 
risk. 

Loose  bodies  in  joints. — Reference  has  already  been  frequently 
made  in  the  foregoing  pages  to  what  are  knoiRTi  as  *'  loose  bodies  '*  in 
joints,  and  it  becomes  necessary  now  to  examine  more  particularly 
into  their  clinical  history,  varieties,  and  treatment. 

Cliniral  history. — Not  infrequently  patients,  otherwise  in  ex- 
cellent health,  are  suddenly  seized  with  Wolent  pain  in  a  joint,  and 
are  imme<liately  unable  to  move  it  in  any  direction.  This  comes  on 
usually  while  the  joint  is  being  moved  from  the  attitude  of  greatest 
relaxation  to  that  of  extension.  Tlie  pain  is  excruciating,  and  sufficient, 
in  many  cases,  to  produce  faintness,  followed  by  vomiting.  The 
articulation  becomes  suddenly  tixed,  and  is  kept  so  by  the  involuntary 
action  of  the  muscles  on  guard  agaim^t  any  further  movement.  In 
most  ca.ses  the  part  appears  at  tirst  perfectly  normal,  but  sooner  or 
later,  after  such  an  attack,  it  is  affected  with  acute  or  subacute 
synovitis.     {See  page  1033.)     Later,  on  the  subsidence  of  the  latter. 
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movement  is  again  restored,  and  the  function  may  be  as  perfect  as 
before,  until  a  similar  attack,  like  the  first  in  every  way,  comes  on. 

When  a  patient  with  such  a  history  presents  himself,  one  of  two 
hypotheses  at  once  suggests  itself.  Either  the  joint  is  the  seat  of  a 
"  loose  body,"  or,  as  in  the  case  of  the  knee,  some  part  of  the  normal 
capsular  appendages  has  become  loose  and  has  got  nipped  between 
the  bones  in  their  movement  from  flexion  to  extension.  In  the  first 
case  there  is  some  mass  within  the  articulation  capable  of  moving 
about  more  or  less  freely  between  the  bones,  either  attached  by  a 
pedicle  or  actually  separated  from  all  connection  with  surrounding 
structures,  and  ca^mble  of  slipping  to  any  part  of  the  cavity.  In  the 
second  instance,  one  or  other  of  the  semi-lunar  cartilages  is  loosened 
at  its  capsular  attachment,  and  moves  in  between  the  joint  surfaces 
proper  (Fig.  420).  As  a  consequence  of  either  of  these  two  accidents 
a  great  strain  is  put  upon  the  lateral  ligaments  as  the  limb  is  brought 
into  the  straight  position,  the  long  leverage  of  the  bone  with  the 
foreign  body  as  its  fulcrum  forcing  the  attachments  of  the  ligaments 
apart.     (See  page  1015.) 

The  diag^iiosis  between  these  two  conditions  is  sometimes  a 
matter  of  considerable  difficulty.  When  the  attack  is  due  to  a  loose 
body  of  any  size,  however,  the  latter  may  often  be  felt  by  the  i)atient  or 
surgeon  when  the  synovitis  has  subsided.  In  the  knee  it  may  l^e  made 
out  with  the  fingers,  slipping  about  usually  in  one  of  the  pouches 
above  the  patella,  as  a  round  or  nodulated  body,  from  the  size  of  a  pea 
to  that  of  a  filbert.  It  is  usually  very  difficult  to  restrain,  and  while 
manipulated  will  often  pass  with  a  slip  into  some  part  of  the  joint  in 
which  it  can  no  longer  be  felt  by  either  the  patient  or  surgeon. 
Flexion  and  extension  will  often  again  dislodge  it  and  bring  it  within 
reach  of  the  fingers,  but  not  always ;  and  it  may  be  lost,  so  to  speak, 
for  days  or  weeks,  only  giving  evidence  of  its  presence  at  last  by  a 
fresh  attack  like  the  first. 

When  a  serai-lunar  cartilage,  on  the  other  hand,  becomes  loosened 
from  its  capsular  attachments,  and  moves  in  between  the  femur  and 
tibia,  although  the  symptoms  are  very  much  the  same  as  in  the 
other  case,  no  projecting  body  can  be  felt  at  any  time,  but  on  the 
contrary  a  depression  may  be  discovered  by  careful  companson  with 
the  opposite  side  just  above  the  articular  border  of  the  tibia.  The 
patient's  sensations  may  also  guide  us  in  some  cases.  He  may  be 
conscious  of  something  moving  about  in  the  joint,  even  before  he  is 
able  to  localise  the  loose  body  with  his  fingers,  and  when  there  is  no 
pain  to  guide  him. 

Varieties.— There  are  several  varieties  of  loose  bodies  now  recog- 
nised. They  may  consist  either  of  hyaline  cartilage,  of  fibro-cartilage, 
of  bone,  or  of  fibrinous  material  The  first  two  forms  are  derived  from 
the  synovial  fringes  of  the  joint,  and  are  produced,  as  a  rule,  from 
remnants  of  embryonic  tissue  which  have  been  left  behind,  as  it 
were,  in  the  development  of  the  sac.  Later,  these  remnants  of 
embiyonic  tissue  have  grown  with  stored-up  energy,  and  have  formed 
more  or  less  pendulous  tags  projecting  into  the  joint..    In  this  state 
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they  may  reuiaitt  for  an  indefinite  tirae^  or  become  dfftmdbed  mad 
tloat  loQHe  in  the  joint  Similar  {lendulous  tags  may  be  fanned  in 
the  6}' no  vial  fringes  by  any  form  of  chronic  intjammatioa,  mad  are 
doubtless  in  some  case.*;  tuberculous.  The  liony  muaae^om  ibe oilier 
baud,  are  fionietime^  produced  from  nodules  at  the  bordets  ol  ill* 
\)ones  due  to  rheumatoid  arthritia  (j>age  1053),  whi<*H  have  bmlceo  off 
and  been  set  free.    A^ain,  they  may  be  derived  fro ff  onsai 

surfaces  of  the  joint  by  injury,  a  fragment  Ijeing  4nwr- 

ing  on  one  surface  the  line  of  fracture  and  ou  the  uthrr  ikm  i 
encrusting  cartilage*  Finally,  they  may  be  produced  fruin  ibe 
faces  of  the  articulation  by  a  prooeea  of  what  haa  been  described  aa 
*'  quiet  necrosis/'  that  ig,  the  separation  of  a  fragmeni  of  trSemMed 
lione  from  that  underlying  it  by  a  raref active  proceaa  like  that  ei 
rarefactive  osteitis,  but  unaccompanied  by  nnj  auppuratioti.  (4*e 
page  8S7,)  The  fibrinous  bodies  are  probably  formed  froQi  tlie  fibnis 
of  blood  extravasated  into  the  joint,  as  the  result  of  injury^  Aod  i 
into  pellets  by  the  movement  of  its  surfacea. 

The  trealment  of  any  or  all  of  these  loose  bodies  Is  ] 
the  same  in  most  caaes. 

Sometimes  they  will  form  adhesions  for  themselves  in  aofoe  part 
of  the  synovial  pouches  out  of  the  way  of  any  particular 
and  if  *>o  give  rise  to  little  or  no  Inconvenience.     Thi^s  adhesum  nay 
l)e  encouraged  by  1>andaging  the  joint  firmly  when  the  loose  body  ia 
giving  no  trouble,  and  is,  therefore,  presumably  out  of  the  way*     If 
Hueh  a  Itandage,  preferably  an  elastic  onep  Ije  worn  for  m  long  j 
the  final  fixation  of  the  body  may  be  aixsoniplished  and  a  more 
less  permanent  cure  result. 

But  these  methods  are  very  uncertain,  and  tbe  patient  IsaA,  aa 
rule,  no  time  sufficient  to  give  them  a  fair  trial.     Fortunately,  i 
these  days  of  aseptic  surgery  the  rmks  of  removing  these  bodies  i 
and  for  all  from  the  joint  are  very  small,  and  this  is  the 
which  is  approved  by  most  modem  surgeons.     The  foroigii  body  i 
simply  fixed  in  one  of  the  lateral  synovial  pOQcbes  by  the  f 
thumb  of  the  operator,  and  a  bold  stroke  it  made  through  ftU 
structui'es  with  a  knife  until  it  is  reached.     As  a  rule,  it  wUl 
nlip  out  eajuly  through  the  wound,  aided,  perhaps,  by  a  little  < 
pressure  with  the  finger  and  thumb.     Bometimes  several  looBie  bodm 
may  be  thus  squeezed  out  of  the  same  opening.     It  shoold  be  a  ruii 
however,  with  all   operatoi's  never  to  make  an  incision  into  a ; 
to  remo\  e  a  looee  body  unless  the   latter  can   be  felt  and  lield 
9iiu.     If  this  is  not  adhered    to,  it  may   be  impossible  alter  tl 
o{)ening  is  made  to  find  the   foreign  body   at   alh      Again, 
are   c-ases  in  which,  though  the  hard    mass   may  i^pear  to 
freely  about,  it   may  be  really  pedunculated,  and    may  not  slip 
readily  on  the  incision  being  made.     In  iliis  extrrmity  it  tntuit 
carefully  seized  in  forceps,  and  its  pedicle  must  he  divided  < 
with  scissors.     It  is  better  in  all  oases  to  avoid  putting  the 
into  the  joint,  or  indeed  anything  that  eaii   be  avoided,  ksl 
cavity  be  infected. 
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When  the  body  or  bodies  have  been  removed,  the  opening  should 
be  accurately  closed  from  end  to  end,  all  excess  of  synovium  having 
tirst  been  squeezed  out.  No  drainage  is  required  in  cases  operated 
on  with  strict  asepsis. 

The  treatment  of  loose  semi-lunar  cartilage  which  has  slipped  in 
between  the  surfaces  of  tibia  and  femur  is  not  so  easy  a  matter  as  in 
the  last  case.  Sometimes,  it  is  true,  we  may  achieve  a  practical  cure 
by  rest  and  careful  support  of  the  joint  for  long  periods,  while  at 
the  same  time  the  patient  is  generally  strengthened  by  tonics  and 
fresh  air,  and  the  joint  locally  by  cold  douches.  For  it  is  a  well-known 
fact  that  this  displacement  is  usually  met  with  in  anaemic  individuals 
of  slack  fibre.  But  these  means  are  frequently  inadequate  to  prevent 
recurrence  of  the  condition,  and  with  each  recurrence  the  tendency 
to  the  reproduction  of  the  trouble  is  greater.  Indeed,  in  some  in- 
stances where  one  of  the  semi-lunar  cartilages  has  slipped  bodily  in 
between  the  condyles  and  lies  crumpled  up  there,  as  was  the  case 
in  the  joint  from  which  Fig.  420  is  drawn,  nothing  short  of  opening 
the  joint  and  readjusting  the  cartilage  would  have  any  chance  of 
success.  But  even  in  less  marked  instances  of  displacement  the  fre- 
quent recurrence  of  pain  and  synovitis  in  spite  of  supports  of  various 
kinds  is  often  felt  by  the  patient  to  justify  him  in  running  the  small 
risk  of  having  the  fibro-cartilage  secured  in  its  normal  position  by 
operation.  When  the  latter  is  determined  on,  of  course  every  pre- 
caution is  taken  to  secure  perfect  asepsis  round  the  field  of  operation. 
The  patient  is  also  kept  at  rest  for  some  days,  especially  if  traces 
of  synovitis  remain  from  one  of  the  attacks.  Indeed,  until  all 
trace  of  the  latter  has  gone,  no  operation  should  be  undertaken. 
Then  an  incision  running  obliquely  across  the  line  of  the  displaced 
body  is  made  through  all  the  structures  overlying  its  outer  border. 
When  this  is  exposed  it  is  caught  up  with  three  or  four  stitches,  and 
secured  to  the  capsule  of  the  joint  in  its  normal  position.  If  it  be 
totally  displaced,  it  is  necessary  to  open  the  joint  more  freely,  then, 
by  alternate  flexion  and  extension,  the  crumpled  cartilage  may  be 
brought  into  its  normal  position,  and  be  secured  as  just  described. 
No  drainage  is  required,  and  the  skin  wound  is  completely  closed 
by  sutures  at  once,  the  limb  being  put  up  on  a  back-splint  until 
healing  is  complete. 

HEMOPHILIA  AFFECTING  JOINTS. 

Haemophilia,  for  the  detailed  description  of  which  the  reader  is 
referred  to  page  376,  is,  without  doubt,  at  times  the  cause  of  serious 
joint  disease.  When  affecting  the  joints,  it  is  seen  in  the  form  of 
effusion  of  a  large  amount  of  blood  into  the  synovial  sac  following 
injuries  to  the  part,  often  of  a  very  trifling  character.  The  first  effect 
of  this  effusion  is  simple  distension  of  the  pouches  of  the  joint  with 
blood,  the  symptoms  of  which  have  already  been  considered.  (See 
Hsemarthrus,  page  1034).  Certain  secondary  changes,  however,  are 
also  observed  in  some  cases,  at  all  events,  which  may  interfere  with 
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the  functions  of  the  articulafeion  permanently,  Theie  are  subttcsit^  m* 
ilaniiuations  of  the  synovial  meinVjrane  and  cartilage,  leading  to  thtdr 
degeneratioru  The  synovinl  membrane,  in  other  word?,  ti«*oo«M« 
thickened  and  roughenetl  by  exudation  under  the  irritation  of  tbm 
clotted  Vilood,  part  of  which  l:)econie8  appai^ntly  organtaed.  The 
cartilnjyjej  too,  Kecome,s  filirillated  and  roughened,  and  in  thuB  thincu^l 
until,  in  some  cases,  the  underlying  V»one  is  exposed.  If,  in  ihtfua 
circum stances;,  the  clot  and  exudation  Ijecouie  organised,  a/dhrtsiotifl 
are  forme<l  which  seriously  interfere  with  the  movemeiita  of  iJia 
artictdation. 

The  ifi/Niptomit  of  the  condition  am  common  to  thc>fle  of  o9iiaioii 
into  the  joint  of  Idooil  from  any  cnusi?  (*rff<?  (rienmrthrus,  page  10S4)^, 
and  the  sequel le  are  the  same. 

The  ir^ftlment  consists  in  cold  applications  in  the  6r8t  place, 
labsequently  of  stT"apping  or  elastic  support  of  the  whole  joint  wit 
ehistic  Imndages.     Combined  with  this,  massage  may  ilo  much  gotii 
in  helping  to  remove  the  clot.     On  no  account  ought  any  opemtion- 
not  even  aiipiration — be  done  for  the  remoral  of  the  latter. 

The  prof/nosis  in  ortlinary  e^i&es,  as  far  as  the  joint  is  conopmf 
is  good,  but  aa  to  the  general  condition,  we  know  of  no  treatnifl 
tiiat  cures  it. 

NEURALGIA    OF    JOINTS. 


JJike  other  highly-sensitive  parts  of  the  hodj^  jotnta  are 
sioiially,  though  on  the  whole  rarely,  the  «eat  of  I'eal  pain 
ck)es  not  apj>ear  to  be  a.ssociat4?d  with  any  tangible  *^truct«ral  Iw 
The  exaet  pathology  of  the  phenomenon  is  still  unknown.  \V'h« 
it  be  due  to  Home  idteratiou  in  the  penpheral  portion  of  the  nt 
of  the  part  themselves,  or  to  morbid  conditions  in  the  centnil  ner 
system,  will  probably  for  a  long  time  be  a  moot  point. 
without  attempting  to  settle  tbi>*  question,  we  may  now  coiiaicier  tbe 
elinieai  facts  relating  to  the^  neuralgias,  and  contract  lliem  «'tUi 
tliose  (^cognised  as  factors  in  true  structural  change, 

SyMptOIOS.     These  painu  are  usually  notieetl  id  joints  which  at 
one  time  or  another  have  i^ceived  fcome  injur}'',  such  ns  »  Mnnin  ^r  a 
blow;  but  which  have  recovertMl  all  their  functions  i 
are  mowtly  of  a  keen,  shai'p  character,  or  are  descni 
They  are  not  ai*»ociated  with  any  throbbing  or  nenm  ot  heal  actuaii 
in    the    part,    nor    is    the    local    temjferature    found    to    l)e  alter 
Occasionally  the  pain  is  lancinating,  l>eing  intermittent;  sometime 
it  is  continuous.     It  is  generally  met  with  in  thobe   who  for  on 
reason  or  jtnother  have  i  un  down  and  become  anannic,  and  ia  m<: 
felt  towards  evening  after  the   work  of  the.  dixy  has  us<?d  up  ilni^ 
patient***   surfilus  energy.     Again,   the    pain    is    often    n>oet   tmvtre 
during  IumI   weather,   which  depresses  the   vital   energy,      ratirot 
afli«-t«'d   by   these  {^►ains  ai^  often   hereditarily  neurotic,  ainl   liav« 
been  h»t*5ly  through  the  same  experit'nces  which  lead  up  h' 
voua  mimicry  of  joint  disease.     (^>^  page  381.)    They  difler.  i 
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from  the  latter  class  of  patients,  inasmuch  as  they  are  real  sufferers 
from  a  distinct  pain  which  is  anything  but  imaginary. 

The  condition  is  distinguished  from  structural  change  by  the 
absence  of  all  objective  signs  of  disease  in  the  joint,  such  as  swelling, 
heat,  altered  colour,  or  deformity,  and  by  the  character  of  the  suffer- 
ing. Such  patients,  too,  will  use  the  joint  affected  as  well  as  the 
other,  and  even  may  experience  a  sense  of  relief  in  so  doing.  After 
rest  of  the  whole  body,  however,  the  pain  is  usually  relieved,  as  also 
after  the  enjoyment  of  food  and  sleep. 

Treatment. — The  treatment  of  this  neuralgia  will  be  general  and 
local.  In  the  iirst  place  every  means  must  be  adopted  to  strengthen 
the  whole  body.  AH  exhausting  work  must  be  given  up,  and  the 
patient  must  take  abundance  of  sleep  and  regular  exercise  in  fresh 
air,  with  plenty  of  suitable  digestible  food.  Stimulants  are  to  be 
avoided,  but  tonic  medicines,  especially  nux  vomica  and  iron,  will  do 
much  to  assist  the  digestion  and  restore  general  tone. 

Locally,  blisters  or  rubefacients  are  useful.  But  in  many  cases 
nothing  is  so  efficacious  as  the  application  of  the  actual  cautery  in 
the  form  of  the  hot  button  over  the  seat  of  pain.  The  part  should 
also  be  protected  against  exposure  to  extremes,  either  of  heat  or  of 
cold,  by  coverings  of  flannel  or  wool.  Friction  with  liniments  con- 
taining chloroform  and  belladonna  is  often  efficacious.  In  many 
cases,  too,  a  regular  course  of  massage  may  be  recommended  where 
other  means  fail. 

AFFECTIONS    OF  THE    HIP  JOINT. 

This  joint  claims  our  first  attention,  not  only  on  account  of  its 
size  and  importance  for  progression,  but  also  on  account  of  the 
frequency  with  which  it  is  the  seat  of  disease. 

Simple  acute  sjmovitis  of  the  hip. — This  simplest  form  of 

acute  disease  is  not  as  common,  however,  here  as  in  other  joints, 
owing  to  the  fact  that  the  articulation  is  protected,  in  a  measure, 
against  external  influences  by  its  great  depth  among  the  muscles. 
Nevertheless,  it  is  occasionally  seen  in  its  purest  form  as  the  result 
of  overstrain  or  exposure. 

Symptoms*— The  subjective  symptoms  are  heat  and  stiffness, 
followed  by  throbbing  pain,  referred  to  the  joint  itself,  and  also  to 
the  knee.  This  latter  symptom  is  explained  by  the  connection  between 
the  two  joints  through  the  obturator  nerve.  Tenderness  and  pain  are 
most  marked  over  the  front  and  back  of  the  joint,  and  cause  limping 
very  early,  and,  later,  complete  inability  to  use  the  limb. 

Objectively,  swelling  is  also  noticed  in  two  situations — i.e.  over 
the  front  and  back  of  the  capsule — ^and  is  due  partly  to  effusion 
into  the  synovial  sac,  and  jmrtly  to  oedema.  Redness  is  rarely  seen, 
on  account  of  the  depth  of  the  part  beneath  the  surface.  Next 
to  this,  the  most  striking  symptom  is  the  position  of  the  thigh. 
If  the  patient  be  young,  and  the  inflammation  recent,  strong 
flexion,  abduction,  and   eversion  will   be  present.      The  causes  of 
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thia  iliajilaccuieiit  are  the  following  :— In  the  first  place,  w^  miat 
renieni)K3r  that  the  syfiovial  membrane  is  now  inflatiied^  awo]J<sti«  and 
tender,  and  that  hjper-Becrotion  is  taking  plawe.  lu  Uie  fnllj 
extended  position  of  the  IjTub  the  jiarts  of  the  cap«ule  and  ligiUMcnu 
most  on  the  stretch  are  thiise  on  the  Jinterior  asj>ect  of  the  limU  In 
the  inflamed  condition,  these  parts  of  the  capsular  jitructu res  arc  oiovt 

ia  n€)€Hi  of  relaxatioiL  A* 
a  consequence,  tb«  fMtiifil 
involuntarily  relazM  Uhe 
front  of  the  ca|Mtu]e  lij 
tiexion^  in  order  Ui  r»ili«%« 
the  \mm.  As  the  Y-t>g^- 
ment  is  in  clo&e  relation 
to  the  anterior  {lort  of  tlit 
joint,  it  ailso  re^uire^  to  h$ 
relaxed  in  all  ita  p*rU»  as 
a  whole,  by  di^juoo*  its 
inner  arm  by  evemiati,  mud 
itH  oilier  by  abductioft* 
The  posterior  part  of  thw 
capsule  being  thin  and 
loose,  yields  readily  to  i 
movements,  until  tho 
sion  is  distributed  evt^uly 
all  over  the  capitular  Ktme- 
tares,  when  further  dis* 
placement  is  unneoesaarj. 
In  aliort^  the  patient  placet 
the  limb  involuntarily  in 
the  position  of  the  greatiwt 
ease  for  himself,  and 
it  is  fixed  by  the  mil 
so  that  no  rubbing  of  tlie 
surfaces  may  increoflo  Um 
sulfering.  (*S><r  Fig*  AAX) 
Thnt  this  position  of 
the  limb  is  assuiufNl  ia 
order  to  reduce  the  aUmiB 
ujjon  inflamed  part%  aikd 
not,  as  was  formerly  thought,  as  the  rt*sult  of  rfdex  irriCatioo 
of  muscleSf  is  shown  to  be  almost  certain  by  ex^ierimenta  on  lira 
dtatl  body.  Figs.  439  and  440  are  £i\)m  photographs  of  the;  liewiy  of  a 
child  with  healthy  hip  joints.  Into  one  of  the  latt-er  (right)  I  in- 
jected water  with  a  screw-piston  thi-ough  a  hole  boP?d  ia  ihd 
pubic  bone*  A.s  the  water  was  forced  into  the  joint  tJie  lliigli 
roKe  steadily  into  the  position  of  tk'xiou,  alxluction^  and  rveakm 
(Fig.  439),  and  when  the  water  was  allowed  to  dow  out  again  tba 
limb  returned  to  it-s  normal  position.  In  ihiii  ca««e,  of  cuurset,  tbe 
distending  force  was  felt  on  all  aspects  of  the  joint  alike,  bat 


Fit.  439.— Poaifticm  of  Hii>  Joint  whea  fofviUl^  di»- 
t«oded  with  Water. 
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looser  posterior  part  yielded  first,  the  strong  anterior  unyielding 
portion  could  only  be  relaxed  by  flexion,  abduction,  and  eversion. 
The  only  difference  between  what  takes  place  in  this  case  after  death 
and  when  the  oint  is  inflamed  during  life  is  that,  in  the  latter  case, 
the  patient  relaxes  the  painful  parts,  while  in  the  former  the 
distension  is  the  mechanical  cause  of  the  relaxation  of  the  Y-ligament 
and  capsule.  The  principle 
is  the  same,  and  explains  the 
whole  phenomenon  without 
invoking  reflexes.  This  ex- 
periment was  originally  made 
by  Bonnet  many  years  ago, 
but  its  correct  interpretation 
was  not  forthcoming  for  a 
long  time  afterwards. 

A  patient  in  this  condition 
will  generally  lie  upon  the 
aflfected  side,  with  the  leg 
flexed  upon  the  thigh ;  but, 
if  placed  upright,  he  will 
lower  the  sole  of  the  foot, 
and  rest  it  on  the  ground. 
This  necessitates  his  tilting 
the  pelvis  dovmwards  and 
forwards  on  the  affected  side 
to  make  up  for  raising  of  the 
leg,  due  to  the  flexion  and 
abduction  of  the  thigh.  In 
this  position,  if  the  pain  be 
great,  he  will  probably  rest 
his  hand  upon  the  aflfected 
thigh  just  above  the  knee, 
with  the  double  object  of 
steadying  the  limb  and  of 
throwing  the  weight  of  the 
body  directly  upon  the  leg, 
without  the    interposition   of 

the  hip.  If  placed  upon  his  back  in  bed,  he  will  probably  supjwrt 
the  limb  with  his  hands  in  the  flexed  attitude.  From  this,  where 
the  pain  is  even  slight,  no  force  will  move  it,  and  any  attempt  to 
bring  the  knee  down  to  the  bed  will  be  followed  by  much  arching  of 
the  pelvis,  but  no  alteration  of  the  angle  of  the  latter  with  the  axis 
of  the  femur,  whether  the  angle  of  flexion  or  abduction.  It  may,  of 
course,  in  many  cases  be  brought  parallel  with  its  fellow,  but  only 
by  movement  of  the  pelvis  downwards  on  the  aflfected  side.  This 
gives  the  whole  limb  the  appearance  of  being  lengthened,  which  is 
deceptive,  but  ought  never  to  mislead  the  experienced  surgeon. 

The   treatment    of   simple   acute   synovitis   has  already  been 
considered  (page  1034),  and  need  not  detain  us  here.      It  is  only 


Fig.  440.- 


-  Position  of  Hip  Joint  when  forcibly  dis- 
tended with  Water. 
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liecesaary   to  consider   now    Imw  it  cam   l»e  \wst  applied  to  Ute  Mf 
joint. 

Kast^  which  h  the  ^reat  desideratum,  is  bent  Oiirieil  oat  in  thbi 
case  by  confinement  to  btiHl,  aud  ext^naion  of  tUo  limb  br  weight  uid 
pulley.  The  latter  may  be  attached  to  tho  log»  either  by  means  of  a 
welhpadded  leather  collar  or,  Ijetter  stilh  by  atripsof  pla&ter  nmniiui 
from  the  knee  to  the  ankle.  This  dwtributes  the  strain  ovi?r  tlM* 
whole  leg,  and  is  less  likely  to  be  followed  by  pressure  uktTs,  rtc 
Tlie  action  of  continuous  extension  is  to  tire  out  the  muscltsi  and 
steady  the  liml),  and  under  it^^  influence  the  flexed  and  a^fduL-tMl 
thigh  may  often  l>e  brought  into  a  straight  line  in  a  day  i>r  twa 
But  it  ought  to  be  continued  for  a  much  longer  time,  as  a  rute, 
otherwise  tlie  old  ]>o3ition  will  l>e  soon  resumed.  If  for  aiiy 
8j>ecial  reason  it  lie  con«idei*eil  undesirable  to  confine  such  a  patieiii 
to  bed  for  longer,  the  weight  extension  may  be  replaced  by  a  Tbomaaa 
splittt,  single  or  double.  The  latter  ( Fig.  450)  is  to  be  pmfenrrd,  *• 
giving  much  more  thorough  fixation  t'O  the  joint,  and  corrn(?ting  the 
flexion  and  abduction  much  more  efficiently.  In  such  a  spliiil  a 
child  can  be  carried  abottt  without  any  disturlianee  of  th<»  limk\  and 
may  enjoy  all  the  benefits  of  fresh  air  aud  change.      It  ia  h 

eiisier  to  provide  for  all  the  exigencies  of  defa^oatiou  and   n  a 

with  such  an  appliauce  than  with  any  other  known  to  me. 

No  attempt  forcibly  to  bring  down  the  limb  to  a  stnugbt  lint 
at  on  re  under  chlorofonii  should  ever  be  made»  as  the  strain  oa  thm 
intlamecl  parts  thus  brouglit  about  is  only  productive  of  enJ ;  it 
be  graibially  straightene-fb 

Local  depletion  with  leeches,  and  the  use  of  hot  ifomentatiGtM 
abo  be  carried  out  in  snch  early  simple  cases  with  much  advantjutfw 
And  it  Khould  always  Ije  borne  in  mind  that  in  utdieaJthy  rbildrt^n 
and  aibilts  any  tittack  of  simple  synovitis,  if  neglected,  is  apt  to  br 
followed  by  the  tubercular  form  of  disease.  In  aJi  d«*biliiat4id 
individuals,  therefore,  the  ootistitutional  condition  ahould  l)«?  aa 
carefully  attended  to  as  the  local.  Tonics,  cod  diver  oil,  wnd  good 
food  Khould  be  frt*ely  given,  and  every  means  taken  to  rendor  tlia 
hygienic  sun'ouudings  of  the  patient  us  pei-fect  as  possible. 

And  when  all  pain  and  swelling  in  the  joint  have  paaaedoU^  P<Mi 
caution  nliuuld  Ije  used  in  overcoming  the  resulting  stitfneaa,  lest  the 
iufhimmntoi-y  condition  lie  lighted  up  again  by  too  ^arly  mct\rr 
movement  This  should  be  precede*!  by  massage  and  gi*ntle  pacsivr 
motion  for  some  time  Ijefore  the  patient  is  ttlluwt*d  Ut  niAkr  use  of 
the  limb. 

Simple  subacute  syuoiritis  of  the  hip  is  often  met  wiib  aa 

the  rcHult  *}i  I  he  same  influences  that  have  pro<iuco<i  the  aiCUte 
form.  The  symptoms  ai^  precisely  the  saniei  but  leaa  marked ; 
and  tiie  trejUnient  is  als<:»  the  same. 

Acute  septic  synovitis  of  the  hip  in  iry  no  meaus  uticomuH»n 

as  the  n»sult  of  nne  or  other  form  ot'  jiya^mia.  The  Utl«»r  iHmditiun 
Is  met  witli,  its  already  staled,  after  absoqition  from  fiml  wmtorby 
either  on  the  external  surface  of  the  Ixxlv  or  on  sorai*  of  its  intrmMl 
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surfaces  in  tlie  course  of  such  diseases  as  scarlatina,  measles,  typhoid 
fever,  etc. 

l^yniptonis.— In  such  a  case  the  affection  usually  runs  a  rapid 
course  with  all  the  symptoms  mentioned  above  shown  out  in  a  very 
marked  degree.  The  distension  of  the  joint  is  here  so  quickly  produced 
that  the  capsule  is  apt  to  be  soon  bursb  and  the  inflammatory  matter 
to  be  extravasated  into  the  soft  parts  around.  If  at  the  same  time 
the  limb  have  been  left  to  itself,  the  position  of  flexion  becomes  ex- 
treme, and  the  head  thus  thrown  upon  the  posterior  part  of  the 
capsule,  which  is  softened  by  the  inflammation,  is  ready  to  slip  out 
upon  the  dorsum  ilii,  especially  as  the  softening  soon  extends  to  the 
inner  and  outer  aspect  of  the  capsule,  and  abduction  is  thus  con- 
verted into  adduction  and  eversion  into  inversion.  Such  a  case 
occurred  some  years  ago  in  my  practice  at  University  College 
Hospital.  A  patient  had  severe  typhoid  fever,  and  at  the  end 
of  some  weeks  the  hip  joint  assumed  the  characteristic  appearance 
of  acute  inflammation  with  rapid  distension.  This  was  followed 
by  flexion,  adduction,  and  inversion,  and  then  by  dislocation  of  the 
bone  during  movement  in  bed.  This  dislocation  "  by  distension  "  of 
Volckmann  was  followed  by  rapid  subsidence  of  the  inflammation, 
and  when  the  boy  was  admitted  into  the  hospital  nothing  but  the 
dislocation  remained.  This  I  reduced  with  the  greatest  ease  by 
Bigelow's  method,  and  then  found  that  the  surfaces  were  compara- 
tively intact  as  indicated  by  the  smooth  movements  of  the  head  of 
the  femur  in  the  acetabulum.  The  limb  was  kept  straight,  and  the 
head  remained  in  position,  the  boy  making  an  excellent  recovery 
without  any  shortening.  I  saw  him  many  months  after  with  a  stiflf 
but  otherwise  healthy  joint. 

It  is  a  remarkable  fact  that  in  these  cases  of  acute  septic  syno- 
vitis in  pyaemia,  early  evacuation  of  the  inflammatory  contents  of 
the  joint  is  often  followed  by  rapid  recovery,  as  in  this  case,  and 
should  always  be  provided  for  either  by  aspiration  or  free  incision 
and  flushing  out  before  the  surfaces  of  the  cartilages  and  synovial 
membrane  have  become  extensively  altered  by  ulceration. 

The  treatment  is  early  incision  and,  if  necessary,  washing  out 
of  the  joint  with  sterilised  water  or  with  some  strong  antiseptic,  pre- 
ferably the  former.  At  the  same  time  the  limb  must  be  kept  in  a 
straight  line,  either  with  weight  extension  or  splint.  For,  if  left  to 
itself  it  will  rapidly  assume  the  position  which  lends  itself  to  dislo- 
cation, and  this  cannot  always  be  so  happily  replaced  as  in  the  case 
just  mentioned.  Local  antiphlogistics  are  in  this  form  of  disease  of  but 
little  use,  except  in  relieving  pain.  But  those  remedies  which  main- 
tain the  general  strength  and  help  the  system  to  combat  the  poison 
which  is  locally  aflecting  the  joint  surfaces  are  of  the  utmost  value. 

The  subacute  and  chronic  form  of  septic  synovitis  differs 

only  in  degree  from  that  first  described.  Here  the  distension  of  the 
joint  is  slower,  and  all  the  other  symptoms  are  much  milder.  The 
dise^ise  is,  however,  equally  destructive,  and  may  lead  to  complete 
disorganisation  of  the  articulation  if  not  taken  in  hand  soon. 
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The    Ireiiimetit    consiatH    in    free   incision    of    th«    joint   m 
washinjL?  it  out  thoroughly.      It  is  remarkable  how  well  such  wimil 
will  subjieqiieritly  heal  when  we  consider  thiit  the  edges  <>f  nur 
cision  are  batbcni  in  the  septic  pus  wliich  we  let  out,     I  hftve  latell 
had    such   a  ease   where   the  joint  was  eompletely  diAorganiwid 
chronic    pyasniic    disease,   the    result    c>f  some  infection    V»efore    tin 
patient  enteretl  the  ht*3pitaL      Het^  after  free  incision  and  mmikivv 
of  much  diseased  bone,  ineludiujs^  part  of  the  acetabulum   and    Ux 
head  of  the  femur,  which  were  carious,  the   wound  rupidly  hrdiled 
and   the  patient,  a  mafi  of  about  thirty,  is  now  walking  about  witb^ 
a  veiy  uneful  limb.     This  is  all  the  more  re-assuring,  an  such  opera- 
tioiis  on  adult  hips  for  other  forms  of  disease,  such  as  the  tubercidar, 
are  usually  followed  when  they  heal  by  very  great  weakness  in  the  limb. 

Syphilitic   disease    of  the   Mp   i^  not  commonly  deMcril>Mt 
except    ill   that  form  of  congenital  or  infantile  disease  of  Uie  ©pi^'" 
phyf^es  ahciidy  discuHsed  as  far  as  is  necessary  (page  1065), 

TitberculoTis  disease  of  the  hip. — This  is  one  of  the  mo 

common  afiections  in  surgery.      Points  of  origin.— It  is  most  : 

quently  met  with  al  the  two  extremes  of  life,  among  the  very  yoiinfl 
and  the  very  old,  though   not  unknown  among  those  of  middle  life 
and  young  adults.     It  has  its  starting-point  either  in  the  bead  of  llieJ 
femur,  the  acetalmlum,  or  in  tlie  synovial  membrane.    Exact  data  u^ion I 
tlie  relative  frequency  of  its  appearance  in  these  situations  are  want*! 
ing,  but  as  far  as  our  knowledge  in  this  direction  goes,  it  is  k)elievr«|l 
to  be  roost  fi^quently  found  to  start  in  the  femur,  next  in  the  ty?Mi 
maf    memltrati^^   and    more    rarely    in    the    euxtabnlun^*     In    very  I 
young  patients  it  is  more  likely  to  start  in  the  bones^  in  adults  taf 
whom  the  epiphysial  growth  is  completed  it  finds  its  mofit  frequetit-l 
starting-point  in  the  synovial   membnme.     When  we  siieak  htjre  of 
the  )iea*l  of  the  femur,  it  should  be  underntood  that  there  are  tm*i> 
spots  in  which   the  primary  infection   i«  likely  to  take  place*     Tihrt 
commonest  jiosition   is    undoubtedly   in   the  epiphysial  line,    i.«,   at 
the  junction  of  the  head  and   neck.      But  it  may  also  start  in  the 
ofT'owing  tissue  underlying  the  encrusting'  cartilage  of  the  head  of  the 
femur.      And  when  it  has  its  oripn  in  the  acetubuluni*  the  morbid 
|^>rocess  Vieg^ns  in  the  young  embryonic  tissue  at  the  junction  i»f  the 
three  bone«  in  the  centre  of  the  hollow.     When  the  synovial  meni-^ 
brane  i.s  firRt  invade<l,  it  i.s  frecjuently  at  all  events,  in  the  loose  folda^ 
which  Kurroimd  the  ligamentum  teres.     From  either  of  these  potmt 
the  whole  of  the  joint  may  be  invaded^  but  from  each  the  diaeaae  can, 
on   the   other  hantl,  ^^pread  outward**  without  invading  the  mirfac«>«, 
and  may  form  an  abscess  outside  the  eaj>Hule,  which  [lointji  eacter* 
nally*  in  some   cases,  through   the  skin,    leiiving  the    joint    proper*! 
practically  intact.     This  ia  a  njost  important  fact  t^  bear  in  mind, 
for  with  improved  means  of  diagnoKiH  such  caae«  can  be  sejiarttted 
from    those    in    which  the  joint  itself  is   invmled,   and    thu*    many  i 
patients  may  be  spared  removal  of  parts  of  the  bone  and  »\Ti€i\*tal 
raenibi^ne,  who  formerly  would   have  had  a  mori*  or  lews   eomplet4» 
excision  perfoi  nie<l  njmn  them. 
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Dia§^osis  in  the  early  stai^es.— We  must  now  endeavour  to 
study  each  of  these  forms  of  disease  separately,  in  such  a  way  as  to 
be  able,  if  possible,  to  diagnose  them  one  from  the  other. 

The  femoral  variety  of  tuberculous  hip  disease  in  the  child  is  first 
evident  to  the  naked  eye  in  the  form  of  a  small  focus  of  inflammatory 
deposit,  situated  usually  in  one  or  other  part  of  the  plane  of  growinsj 
tissue  between  the  neck  of  the  femur  and  the  epiphysis  of  the  head. 
Sometimes  this  focus  is  at  the  periphery  of  the  plane  (Fig.  441), 
but  more  usually  it  is  towards  the  centre.  In  the  middle  of  this 
inflammatory  patch,  as  we  see  it,  fatty  degeneration  has  usually 
advanced  to  a  considerable  degree,  so 
that  a  caseous  abscess  exists  to  a 
greater  or  less  extent.  Now,  it  de- 
pends upon  the  situation  of  this  centre 
of  disease  whether  the  joint  will  be 
early  infected  as  a  whole  or  not.  If 
the  caseous  mass  lie  towards  the  peri- 
pheiy  of  the  bone  and  spread  out- 
wards, it  very  soon  involves  the 
periosteum,  and  on  perforating  this  the 
tuberculous  material  gains  access  to 
the  synovial  sac,  and  the  whole  inner 
surface  of  the  cavity  is  involved  in 
the  morbid  process.  Again,  if  the 
caseous  focus  lie  directly  in  the  centre, 
and  grow  in  all  directions  evenly,  it 
may  eventually  separate  the  head  com- 
pletely from  the  neck,  and  the  former, 
lying  loose  in  the  joint,  cut  off*  from  its 
vascular  supply  through  the  neck,  plays 
the  part  of  a  sequestrum  in  a  generally 
inflamed  joint,  which  soon  becomes 
hopelessly  disorganised.  But  when 
there  is  a  central  focus  this  is  not  in- 
variably the  course  of  the  disease.  Sometimes  it  heals  up  under 
appropriate  treatment,  and  the  caseous  material  cretifies  or  be- 
comes absorbed.  But  even  when  the  process  advances  in 
extent,  it  does  not  always  do  so  towards  the  periphery,  but  may 
gradually  move  outwards  down  the  centre  of  the  neck  towards  the 
trochanter,  and  finally  burst  through  the  periosteum  somewhere 
outside  the  attachment  of  the  capsule.  If  an  abscess  be  formed  in 
such  a  case  it  is  clearly  extra-articular,  and  all  the  time  the  move- 
ments of  the  joint  are  intact. 

These  forms  of  femoral  disease  must  be  carefully  studied,  and 
at  all  times  kept  in  mind  if  we  are  to  avoid  unnecessary 
surgical  intei*ference  with  this  joint,  and  to  give  anything  like  an 
accurate  prognosis.  The  diagnosis  between  these  varieties  is  by 
no  means  easy,  but  we  may  arrive  very  near  the  truth  in  many  cases 
by  obsei-ving  the  following  iK)ints  : — The  mode  of  onset  is  the  first 


Fig.  441.— Tuberculous  Diseafie  com- 
mencing in  the  Hea4  of  the 
Femur  at  the  E  pinhisial  line 
(University  College  Museum). 
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Tig*  442.— ▲,  Acet&biiliun  ;  t,  illo-fcmond  Ugwment  mud 
strooKAitieiior  put  of  the  capsule ;  f,  femur. 


point.  In  this  case  it  is  usiially  very  graduAl^  cominj^  on  u.  ii-.  \  .df 
children,  as  a  rule,  untler  eight  year»  of  aga  The  tir«t  tWiu^  ri  •';  ' 
is  a  sliglit  limp,  the  child  l^eing  quite  unconscious  of  fiain.  Tto 
involuntary  limp — **  luifreiwillig*?^  Hinken  " — is  doubtless  due  to  th» 
fact  that  pressure  upon  the  damaged  head  of  the  boui*  at  ilih*  f^Hy 

stage  of  th«  atfcctitm 
produces  a  setue  of  a&- 
easiness,  hardly  amouiii* 
ing  to  \min,  hut  ^uflicijeioi 
to  lead  the  j>>*'-"^  fn 
refit  liS  short  a  u 

thelimh  tuipo»2»i»itj;  wifft 
is,  therefon?,  a  short  »t«p 
and  a  long  alt*  i 
K  t!i6  joint  be  examined  at  this  early  staget  while  the  |  -» 

on  the  hack,  it  will  probably  be  found  to  move  in  all  ilu».  - 
pretty  freely  without  pain,  thus  indicjiting  that  the  8urf»ice>  iw^t 
play  one  upon  the  other  are  so  far  unaffecteib  It  i&  only  whwn 
forcible  pas^sive  movements  are  made  in  such  a  way  as  to  put  the 
ligaments  upon  the  stretch,  and  so  force  the  head  agAinst  the 
acetabulum  Ijy  levemge,  that  pain  is  coioplained  of.  Or,  again,  if 
the  flexed  knee  iii  struck  in  a  direction  towaixls  the  prhis,  or  the 
trochanter  pressed  inwards  towards  the  acetabulum.  The  jmin,  when 
the  limb  is  over-extended  or  abducted,  is  thus  explained.  The  Y- 
ligament  prevents  over-ex tension,  and  when  tlie  femur  is  bctnight 
into  this  position  the  ligament  acts  as  the  fulcrum  of  a  litiW 
re|iresentetl  by  the  fenmr,  and  when  the  latter  is  forced  backwards 
the  head  is  pressed  into  the  acetabulum,  and  the  diaeoiMscl  spot  b 
subjected  to  sti-ain  (Figs.  442  and  443).  The  same  may  be  said  ol 
abduction  when  carried  to  an  extreme.  It  is  to  prevent  such  prisflsur^ 
that  the  patic  nt  involuntarily  flexes,  abducts,  and  everts  the  limb — 
i.e.  to  relax  the  most 
[)owerful  and  tense  liga- 
ments {Fig.  443), 

Now,  if  synovitia 
were  present,  even 
though  we  were  unable 
to  detect  the  usual  signs 
of  inflammation,  we 
should  find  the  joint 
fixed,    to   prevent    any 

rubbing  of  the  inHamed  surfaces  one  upon  the  other,  And  My 
passive  movement  would  be  resisted  voluntarily,  with  cxpireaiOBa 
of  acute  su Bering.  The  chai-acteristic  |x>sition  of  acute  s^iiovitia 
wouhl  also  be  assumed  (Fig»  440),  As  long,  thert^fore^  as  tbeae  two 
conditioujii  are  distinct,  these  signs  will  serve  to  distioguiMi  the  cmh* 
fronj  the  other. 

But  to  separate  the  femoral  from  tlie  ucf tabular  fsariHy  w  i|tiltt 
another  matter,  and  is  sometimes  impoaaible.     It  ii,  howeTpr,  aoi 


•trobg  port  of  tije  cftfMoJc'    v,  femiM* ;  d* 
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nearly  so  important  to  distinguish  these  varieties  from  one  another 
as  in  the  last  case.  Careful  palpation  of  the  back  of  the  acetabulum 
with  the  finger  in  the  rectum  will  in  some  cases  aid  us  here,  for  we 
may  make  out  a  soft  patch  or,  at  all  events,  a  tender  spot  in  the 
bone.  Otherwise,  the  position  of  the  limb  and  the  other  symptoms, 
objective  and  subjective,  will  be  the  same. 

Biap^osis  in  the  advanced  stag:es« — When  the  disease 
has  begun  in  the  synovial  membrane  or  in  either  of  the  bones, 
and  has  advanced  to  any  great  extent,  the  appearances  will  be 
quite  changed,  as  already  stated.  Here,  in  addition  to  swelling, 
heat,  tenderness,  and  perhaps  redness,  there  will  be  increased 
flexion,  in  order  that  the  tender  capsule  may  be  further  relaxed, 
and    as    the    latter  be-  ^ 

comes  softened,    abduc-  . 

tion  will  be  converted 
into  adduction,  and  ever- 
sion  into  inversion.  In 
this  latter  state  the 
patient  will  probably 
lie  upon  the  sound  side, 
with  the  knee  of  the 
affected  limb  thrown 
across  its  fellow,  and 
resting  upon  the  bed. 
And  as  lie  tries  to  bring 
the  adducted  limb  par- 
allel with  its  fellow, 
the  pelvis  on  the  affected 
side  must  be  carried 
upwards,  inasmuch  as 
the  angle  which  the 
femur  forms  with  the 
ti-ansverse   axis   of   the 

acetabulum  cannot  be  altered  without  painful  movement  of  the 
surfaces  one  upon  the  other.  The  diagrams  (Figs.  444,  445)  will 
make  this  clear.  A  B  is  the  axis  of  the  spine ;  C  D  that  of 
the  pelvis  in  its  broadest  measurement  from  side  to  side ;  B  C  E 
the  angle  of  the  affected  adducted  joint.  If  the  limb  C  E  is  now 
to  be  brought  parallel  to  its  fellow  without  altering  the  degree  of 
the  angle  B  C  E,  the  axis  C  D  must  be  altered  (Fig.  445).  This 
will  give  the  affected  limb  the  appearance  of  being  shorter  than 
its  fellow,  though  really  it  often  remains  of  the  same  length  to 
careful  measurement.  The  movement  of  the  transverse  axis  of  the 
pelvis  can  only  be  accomplished  by  lateral  flexion  of  the  spine.  But 
at  the  same  time  the  curves  of  the  lower  part  of  the  spine  will  be 
further  changed  by  the  efforts  of  the  patient  to  bring  the  limb  out 
of  the  position  of  extreme  flexion  into  one  more  in  the  same  plane 
with  its  fellow.  This  is  illustrated  in  Fig.  447,  in  which  S  represents 
the  axis  of  the  spine,  and  O  P  that  of  the  pelvis  antero-j^steriorly. 


Fig.  44*. 


Fig.  415. 
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Now,  if  F  A  P  l>e  tJie  fiiiglf»  of  Hexion  of  thn  fpmur,  and  tbf  Utt^r  W 
brcjuglit  into  the  Hame  plane  as  its  fellow  without  alt«?ring  F  A  P,  iHb 
can  only  take  place  hy  the  hendinj,'  forwartlH  of  the  i^piiie,  ul  O,  naft 
the  eon«ef|itent  production  of  lordosis,  as  seen  in  Fig,  446.  {S^^  mko 
Fig.  448,) 

After  tJiese  ehangt^s  in  jxjftitioji  as  the  dise^ise  gix^  on,  we  inmy 
liave  a  new  factor  in  the  acttial  loss  of  suhstanctr  in  the  l^onr^  whffv 
they  touch.  If  this  take  place  to  any  eonfiiderahli*  extent  whilr  the 
lind>  m  tlexed,  the  horder  of  the  acetaliuluni  aW>vc»  and  Iwpldrid 
becomes  eroded,  and  the  liead  of  the  femur  at  the  *»am€  time  \<m*% 
part  of  its  tissue.  The  two  flattened  sudaoes  lliua  produced  tft 
then  apt  to  slide  one  iip«>n  tlie  other,  V>eing  no  longer  refitmined  by 

the  cnp  and  ball  arrangement  of  tb« 
joint,  and  the  heiul  of  the  i^mwt 
slips  on  to  the  drirsuni  ilii^  whL*fv  il 
may  nndergo  further  dadmcitTV 
changes  (Fig.  44^). 

Tlie  ihrf t»  4itBtf<*«»  «»C  ki^ 
disens4>*  —  There  an*  then  oS* 
viously  three  different  po^itioiu  of 
the  femur  in  relation  to  the  pdvia. 
Thi'se  are  Aometimes  spoken  of  an 
throe  dirterent  stages  of  the  dis«m»e, 
and  at  all  events  correspond  to  itn* 
portunt  dilTerenccs  in  the  condttian 
of  things  within  tlie  joint.  In  the 
first  place  wt?  have  the  position  of 
Hexion,  abducticni,  and  eversioti ; 
secondly,  of  flexion,  addu  i4 

invei"sion  withont  re^d  si  :  ; 

and    thirdly,  of  Hexion »  u. 

and  iu version,  witli  erosi* 
dislocation,     and    real     - 
These  stages  are  sometimes  spoken  of  b&  the  first,  uecond, 
degrees  of  hip  joint  tul>erculousdiHeaMe,and  there  is  a  certain  *tij    unt 
of  convenience  in  employing  the  t^rnis. 

The  stages,  it  will  be  observetl,  corresjiond  with — ( I)  intbimmatiiin 
without  softening  of  the  ligaments  ;  (2)  inilanunatlon  with  sAifteuitig 
and  partial  destruction  of  the  ligaments  ;  (3)  the  ^utnie  witli  dcstmo 
tion  of  lione  with  or  without  dislocation,  which  merely  depends  opOtt 
whether  the  limb  has  been  ki'pt  in  the  extentlod  position  ditrilig  ibo 
destructive  changes  within  the  joint  or  ban  l^een  allowetl  to  flooc, 
adduct,  and  invert  As  long  a^  it  in  kept  straight,  the  head  i&  iiMiff* 
or  less  retained  by  the  acetabulum,  thougli  the  latter  may  be  exten- 
sively dise7ise<b  But  if  it  have  U'en  a H owed  to  assume  the  llexcd 
and  adducted  position,  in  which  the  heatl  is  nonnnlly  1ml f  out  of  tin* 
Rotrket,  it  rei|uii*es  but  little  erosion  of  the  brim  of  the  latter  Im  bbu!  And 
al»ove  to  allow  of  the  head  alippijigout  on  the  dorsum  ilii  <  ^ 

in  this  last  foim  in  which  then?  is  actual  lorn  of  »uhst^i.. 


rus.  im. 


Ft?.  W. 
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femur  and  acetabulum,  we  have  a  variety  of  "dislocation  by  disease^^ 
( Volckmann),  which  contrasts  strikingly  with  that  already  described 
as  ^^  dislocation  by  distension."  (See  pages  954  and  1079.)  The  variety 
met  with  in  the  cases  we  are  now  considering  is  the  **  dislocation 
by  destruction/'  and  we  can  hope  for  but  little  benefit  from 
reduction  even  if  it  be  still  possible  to  efiect  it.     For  the  flattened 


F^g.  448.— Case  of  left  Hip  Disease,  in  which  the  degree  of  flexion  of  the  affected  thigh  is 
demoustrated  by  flexing  the  sound  thigh  on  the  abdomeUf  this  movement  entirely  cor- 
recting the  lordosis. 

head  would  never  rest  upon  the  eroded  acetabulum  for  long ;  there 
would  be  nothing  to  hold  it  there,  and  as  long  as  it  did  lie  in 
its  old  position  it  would  be  placed  in  an  unsatisfactory  condition 
as  regards  repair.  For  the  inflammatory  products  of  the  bone 
and  synovial  disease  would  be  retained  between  the  two  surfaces, 
and  if  abundant  would  prevent  all  repair ;  and  as  there  are  also  often 
sequestra  of  varying  size  mixed  up  with  these  products;  we  can  well 
understand  the  difficulties  that  exist  in  the  process  of  healing. 

Treatment  of  hip  disease — The  treatment  of  these  several 
varieties  of  hip  disease  will  vary  in  many  respects  according  to  the 
stage  of  the  tuberculous  process.    When  the  synovial  membrane  is  but 
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li^Uv  •ffeaed,  and  the  patient*  strength  k  fairiy  good,  there  can  b^ 
no  donbt  that  a  complete  rttftiimHo  ad  inUgrum  is  pondUe  if  profcr 
i  have  been  taken  to  keep  the  surfaces  at  resu  and  to  impci>rf 
the  genetml  powers  bj  generous  diet, 
^^^^^^  fresh  air,  tonics^  and  cod-Hver  ofl,  a* 

I^Qii^g^^*' C^  already  described  4  page  559^  The 
W^^^^  yd^  y^aX  means  of  oombtmng  rest  with 
Jkji  It  ir  ^'**^  *""  **  ^  fumi*h  the  patient  with 
some  appliance  vhich  will  &x  the  joint 
without  confining  him  to  bed  or  the 
hoose.  After  a  IcMig  experience  with 
these  cases,  I  am  inclined  to  give  the 
preference  in  the  case  of  yoang  children 
to  the  doable  Thomas's  ^>linu  which  is 
shown  in  Fig.  450.  This  secores  th^ 
limb  in  the  straight  position,  and  inn 
mobilises  it  completely,  and  in  soch 
an  appliance  the  young  patient  can  br 
carried  aboat  easily  and  enjoy  oat-of- 
door  life  Bat  where  a  vicious  position 
has  been  allowed  to  occur,  it  will  be 
best  in  most  cases  to  confine  the 
patient  to  bed  for  a  while,  and  to 
extend  the  limb  by  weight  and  poUey 
until  it  is  stnight,  and  then  put  on  the 
double  ThomAs's  splint.  This  most  Ur 
kept  in  use  a.s  lorig  as  there  is  psin 
and  tenderness  in  the  joint,  or  unti] 
other  clianges  have  occurred  whicii 
render  operative  interference  necessary. 
In  tte  caiie  of  older  children  and  young  adults  who  can  manage 
to  walk  with  a  p«air  of  crutches,  the  single  Thomas  s  splints  which 
immobilises  the  affected  limb  and  yet  leaves  the  sound  one  free  for 
progression,  is  ai*  admirable  contrivance  (Fig.  451).  Combined 
^kith  a  patten  under  the  boot  of  the  unaffected  foot,  it  enables  the 
patient  to  take 
exercise  with- 
out injury.  It 
requires,  how- 
ever, to  be  ver>* 
carefully  ap- 
plied and  to  tit 
perfe  ct ly, 
othewrise        it 

has  a  tendency  to  slip  to  the  outer  side  of  the  thigh,  and  in  this  posi- 
tion fails  to  counteract  the  tendency  to  either  flexion,  abduction,  or 
adduction.  And  it  very  often  occurs  that  if  these  individuals  are  left 
to  themselves,  as  out-patients,  they  neglect  to  secure  the  splint  as  the 
bandages  loosen,  and  come  back  to  us  with  the  apparatus  on  the 
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outer  side  of  the  thigh  and  perfectly  useless.  For  this  reason  I 
have  for  years  been  in  the  habit  of  employing  the  double  splint 
which  cannot  slip  laterally,  and  which  has,  especially  in  the  case  of 
young  children,  many  advantages,  which  are  a  set-off  against  the 
drawback  that  it  prevents  the 
use  of  the  sound  limb. 

When  there  is  formation  of 
abscess. — When  synovial  disease 
is  running  an  unfavourable 
course  in  the  hip,  we  are  not 
long  left  in  doubt  as  to  the 
gi*avity  of  the  condition.  The 
tuberculous  process  cannot  gain 
much  ground  here  without  at- 
tacking the  cartilaginous  sur- 
faces and  the  bones,  and  with- 
out forming  caseous  abscesses. 
When  the  latter  are  evident  we 
may  almost  take  it  for  granted 
that  the  bones  have  suffered, 
and  consequently  that  whatever 
the  issue  of  the  case  may  be, 
the  functions  of  the  joint  will 
be  quite  destroyed.  Such  ab- 
scesses when  they  have  attained 
to  any  considerable  size  will 
generally  soon  make  their  way 
to  the  surface,  and  become  evi- 
dent under  the  skin.  The  spots 
at  which  this  pointing  is  going 
to  take  place  will  vary  with 
the  treatment  that  has  been 
adopted.  As  a  rule  in  my 
practice  where  the  joint  has 
):)een  well  supported,  especially 
behind  by  a  Tliomas's  splint, 
the  tuberculous  debris  finds  its 
readiest  way  to  the  surface  on 
the  anterior  aspect  of  the  joint. 
It  passes,  as  a  rule,  between 
the  gluteus  minimus  and  rectus 
tendon,  and  then  between  the 
tensor     vaginie     femoris     and 

sartorius,  to  form  an  abscess  in  front  of  the  thigh.  Sometimes, 
however,  though  rarely,  it  works  its  way  through  the  thin  part 
of  the  capsule  behind  and  presents  somewhere  in  the  gluteal 
fold,  from  whence,  if  neglected,  it  may  burrow  in  any  direc- 
tion. Again,  inflammatory  matter  pent  up  in  the  joint  may 
gradually  penetrate  into  the  bursa  underneath  the  psoas  muscle  as 
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it  runs  over  the  front  of  the  femur,  and 
of  its  synovial  lining,  forming  a  large  coll 
into  the  pelvis  under  Poupart's  ligament 
the  joint  may  make  their  way  througl 
capsule,  and  pass  down  the  inner  part 
the  adductor  muscles,  following  in  somi 
circumflex  arteries. 

All  these  abscesses  may  start  original 
any  of  the  three  situations  mentioned— 

synov 


Fig.  452.— AbBcesnea  in  oonnection  with  Hip  .^x.^^, 

Joint  DiseaM.  attaci 

<r,  Ah»ce8»  in  the  iliac  foHM ;  5,  al>scess  under  the  the  rC 
tensor  vafrin»  femorifi;  e,  abaceM    cxteodiog 

<lown    the  thigh.     (From   UniverMty   College  eaSC,  1 

lum  1 
the  pelvic  aspect  of  the  bone,  and  form  ai 
muscle  (Fig.  452).  Of  course,  in  any 
surface  of  the  joint  might  escape  altog 
fact  it  rarely  does  so.  The  abscess  whicl 
is  the  result  of  primary  acetabular  dise 
of  the  acetabulum  with  general  infectic 
travel  towards  the  surface  in  severa 
commonest  course  is  to  gravitate  towan 
it  may  burst  or  pass  along  the  latter  to 
may  ascend  under  the  muscles  and  pn 
iiient,  usually  on  the  outer  side  of  the 
enter  the  bursa  under  the  tendon  of  the 
its  way  to  the  inner  aspect  of  the  thigh. 
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When  th^re  is  much  destruction. — Now,  although  moderate 
tuberculous  synovitis  may  be  recovered  from,  with  little  or  no 
damage  to  the  functions  of  the  joint,  it  is  otherwise  when  the 
synovial  affection  is  neglected,  and  the  tubercles  break  down  into 
caseous  material  and  ulcers  are  formed,  from  which  the  disease 
may  spread  to  all  the  surfaces  of  the  articulation,  or,  when  the 
morbid  process  starts,  in  the  bones  themselves.  Here  a  complete 
restoration  of  the  functions  of  the  part  is  almost  impossible. 
The  surfaces  are  sure  to  bo  destroyed,  and,  in  addition,  there 
are  very  often  portions  of  necrosed  tissue  set  free  in  the  joint, 
which  will  keep  up  irritation  almost  indefinitely.  It  becomes  a 
question,  therefore,  whether  in  such  cases,  inasmuch  as  the  best 
result  which  can  be  expected  is  a  stiff  and  usually  more  or  less 
deformed  joint,  we  cannot  by  operative  measures  arrest  the  spread  of 
the  disease  before  it  has  completely  disorganised  the  part.  This  is  a 
question  of  the  utmost  difficulty,  and  has  been  variously  answered  by 
different  surgeons  of  large  experience.  On  the  one  hand,  there  are 
those  who  taie  a  rather  gloomy  view  of  the  possibilities  of  operative 
surgery  in  this  direction,  and  who  persist  in  the  treatment  of  the 
affection  for  years  by  splints  and  rest,  opening  abscesses  where 
necessary,  scraping  and  draining  them,  but  abstaining  from  every 
other  attempt  in  the  direction  of  a  more  radical  extirpation  of  the 
disease.  On  the  other  hand,  there  is  a  school  of  surgeons  who, 
regarding  tuberculous  disease  very  much  in  the  same  light  as  they  do 
malignant  new  growths,  attack  it  as  early  as  possible  before  it  has 
extensively  interfered  with  the  surfaces  of  the  joint,  and  thus  seek 
to  eradicate  it  at  a  stage  in  which  there  is  a  prospect  of  preserving 
the  functions  in  whole  or  in  part.  In  the  case  of  the  hip  I  adopt 
a  middle  course.  I  regard  tuberculous  disease  as  in  many  cases 
purely  local  and  eradicable,  but  at  the  same  time  as  curable  with- 
out operation.  And,  moreover,  I  have  arrived  at  the  conviction  that, 
when  it  has  to  be  removed,  it  should  be  dealt  with  by  as  limited  an 
operative  pix)cedure  as  possible,  compatibly  with  complete  evacuation 
of  the  locally-diseased  tissue. 

Briefly  stated,  my  line  of  action  in  these  cases  would  be  aa 
follows : — Always  and  in  every  case  to  endeavour  by  rest  and 
other  local  treatment  in  the  earliest  stages,  combined  with  the 
best  constitutional  treatment,  to  arrest  the  progress  of  the  affec- 
tion ;  but  when  the  latter  has  gone  on  to  undoubted  destruc- 
tion of  the  surfaces  of  the  joint  and  abscess  within  it,  to  operate 
for  the  removal  of  the  contents  of  the  latter  before  they  have 
made  wide  ravages  in  the  joints  and  surrounding  structures.  At 
the  same  time,  such  operations  are  to  be  as  limited  as  possible. 
For  instance,  all  hip  joints  which  are  seen  at  an  early  stage  of 
the  tuberculous  disease  are  at  once  treated  by  rest  on  splints,  etc. 
And  as  long  as  these  means  appear  to  keep  the  morbid  process 
in  check  they  are  persevered  in.  But  when  it  becomes  evident 
that  liquefaction  of  the  soft  tissues  of  the  joint  is  taking  place, 
and  that  the  bones  are  becoming  destroyed,  I  feel  justified  in 
z  z 
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superior  spine  of  the  ilium,  and  runs  downwards  and  slightly  inwards 
for  two  or  three  inches.  The  knife,  in  making  it,  ought  to  pass 
between  the  borders  of  the  tensor  vaginie  f emoris  externally  and  the 
sartorius  internally,  and  as  it  penetrates  deeper,  between  the  gluteus 
minimus  externally  and  the  rectus  internally.  In 
this  incision  the  capsule  of  the  joint  is  reached,  in 
many  cases,  without  the  necessity  of  attending  to 
a  single  artery,  unless  the  cut  be  made  too  far 
downwards,  when  the  circumflex  or  its  branches 
may  be  divided.  In  any  case,  these  small  vessels 
fj^ve  no  trouble,  and,  if  secured  for  a  minute  or  two 
in  catch-forceps,  will  cease  to  bleed.  When  the 
abscess  is  opened,  either  before  the  capsule  is  divided 
or  after,  it  is  most  carefully  flushed  out  with  a 
stream  of  warm  boiled  water  at  high  pressure,  and 
scraped  clean  before  going  any  farther.  This  flush- 
ing is  best  carried  out  through  a  hollow  gouge, 
designed  some  years  ago  by  the  author,  by  means  of 
which  all  loose  material  can  be  washed  away  by 
a  powerful  voluminous  stream  as  fast  as  it  is 
loosened  or  cut  by  the  gouging  action  of  the  edge 
(Fig.  453).  When  all  broken-down  matter  is 
scra})ed  and  washed  away,  the  capsule  is  opened  by 
a  blunt-pointed  bistoury,  and  the  condition  of  the 
interior  is  ascertained  with  the  finger.  In  the 
class  of  cases  upon  which  I  am  accustomed  to 
operate,  the  head  of  the  bone  will  be  found  to  be 
eroded  or  completely  destroyed,  or,  on  the  other 
hand,  it  may  lie  loose  within  the  capsule  in  the 
form  of  one,  two,  or  more  sequestra.  In  either 
case,  it  is  well  to  saw  the  neck  across  at  about  its 
middle  with  a  narrow-bladed  saw,  so  as  to  obtain  a 
clean  surface,  unaffected  with  tuberculous  caries. 
Then  the  broken-down  cUbria  of  the  head  is  scooped 
out  with  the  gouge,  while  the  sterilised  water  is 
rushing  into  the  cavity  and  carrjdng  off  every  trace 
of  dead  tissue  which  is  movable.  The  finger  will 
now  feel  whether  the  acetabulum  is  diseased  or  not. 
and  if  it  is  the  gouge  can  be  used  thoroughly  to 
clear  out  all  broken-down  cartilage  and  carious 
bone,  and  also  to  loosen  any  sequestra  which  may 
be  present.  If  it  should  happen,  as  is  often  the 
case,  that  the  carious  process  has  extended  through 
the  centre  of  the  acetabulum  into  the  pelvis,  the  disease  must  be 
followed  up  with  the  gouge,  until  the  acetabulum  is  perforated,  and 
the  abscess,  which  usually  in  such  cases  lies  on  the  internal  aspect  of 
the  bone,  is  opened  up  and  scraped  and  flushed  clean.  I  have  been 
able  over  and  over  again  in  this  way  to  remove  relatively  large 
sequestra  from  this  situation,  and  to  evacuate  large  intra-pelvic 
z  z  2 


I 


Goi 


463.— Floahinff 
age  oonneoted 
with  steriliMd 
water  tank  by 
flexible  rubber 
tnbe. 


1092 


DISEASES   OF  JC 


abscesses.     When  this  has  been  done  t] 
of  the  joint  is  scraped  and  flushed  cleai 
Stitclies  are  then   inserted  in  the  skin 
but  not  yet  tied.     When  all  is  ready  h 
wound,  the  sponge  is  removed  and  the  < 
with  iodoform  emulsion,  and  then  the  latl 
possible.     The  stitches  are  then  tied,  an( 
rately  closed  without  any  drain.     It  is  t 
cylic  wool,  put  on  in  large  quantity,  so 
elastic  pressure  may  be  brought  to  bear 
At  the  same  time,  the  remains  of  the  nee) 
by  strong  abduction,  and  retained  in  this  p< 
passes  round  the  pelvis,  and  by  the  Thomi 
applied.     Over  this  dressing  it  is  well  t< 
waterproof  material,  to  protect  it  from  accid< 

JJier  treatment. — Almost  all  the  cas< 
left  undisturbed  for  nine  or  ten  days,  ao 
removed,  it  will  usually  be  found  that  the  ix 
The  stitches  are  then  taken  out,  and  a  stri; 
scar  by  means  of  collodion.  In  some  casei 
culous  matter  has  been  left  behind,  or  whc 
have  been  inoculated  by  the  tuberculous 
there  will  be  evidence  of  the  formation  c 
about  the  end  of  the  third  week.  If  1 
form  in  the  scar,  the  whole  of  the  latter  s 
two  elliptical  incisions,  and  excised ;  ai 
abscess  remaining,  it  should  at  the  same  t 
clean,  as  before.  Then  the  wound  is  ci 
without  drainage.  The  same  procedure  ma 
repeated  at  the  end  of  another  three  week 
recurrence  is  evident  the  method  emp 
described,  until,  finally,  sound  healing  is  1 
should  a  recurrence  be  allowed  to  burst  tl 
sinus  in  any  case.  All  this  time  the  pati< 
the  open  air  on  the  double  iron  splint,  an< 
recovery  of  general  health  is  usually  raj 
months  or  so  he  may  be  allowed  to  walk  ' 
latter  should  be  worn  always  at  night  to  \ 
flexion,  which  lasts  for  a  long  time. 

This  method  achieves  the  most  th( 
disease  with  a  minimum  of  removal  of 
the  capsular  structures  of  the  joint,  anc 
place  satisfactorily  in  the  wound,  the  lim 
of  course,  shorter  than  its  fellow,  but  tl 
much  bone  has  been  taken  away,  but  bees 
due  to  its  not  being  used  so  much  as  its  fc 
with  many  cases  treated  without  excisioi 
and  without  even  sinuses,  the  amount  of  \ 
much  less. 
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7%«  resvlta  of  operation, — The  question  whether  those  joints 
which  have  been  treated  without  operation  give  as  good  results  in 
respect  of  their  functions  as  those  which  have  been  operated  on  in 
the  manner  described  is  not  yet  to  be  settled  by  figures.  But  since 
this  method  has  been  employed  by  myself  and  others,  a  very  marked 
improvement  has  been  noticed  in  the  functions  as  well  as  in  the 
permanent  local  condition.  Children  are  much  sooner  up  and  about, 
and  if  the  tendency  to  flexion  is  counteracted  for  a  time  by  the  use 
of  a  splint  at  night,  the  limb  remains  in  good  position.  Of  course 
the  joint  has  been  destroyed —not  by  the  operation,  however,  which 
has  only  cut  a  few  of  the  anterior  fibres  of  the  capsule  and  cleaned 
out  carious  bone,  but  by  the  antecedent  disease ;  and  having  been 
destroyed,  the  resulting  condition  can  never  be  as  good  as  the 
original  articulation.  But  with  early  progression  the  general  nutri- 
tion of  the  limb  improves,  and  the  atrophy  which  invariably  results 
from  long  immobilisation  is  prevented.  The  movements  of  the  articu- 
lation are,  of  course,  more  or  less  limited  after  such  an  operation,  just 
as  they  are  after  recovery  from  destructive  disease,  where  there  has 
been  no  interference  with  the  joint.  But  this  has  its  advantage,  never- 
theless. For  if  movement  after  destructive  disease  with  or  without 
operation  be  free,  it  will  mean  that  there  is  a  loose  bond  of  union 
between  the  two  bones ;  and  if  this  is  the  case,  the  weight  of  the  body 
thrown  upon  it  must  stretch  it  and  lead  to  much  shortening.  But 
if  by  operation  before  the  whole  of  the  neck  of  the  femur  has  been 
destroyed,  and  the  ring  of  the  acetabulum  obliterated,  the  sound  r^ 
mains  of  the  neck  can  be  thrust  into  a  clean  gouged  acetabulum,  and 
maintained  in  this  position  until  the  two  bones  are  more  or  less 
united,  the  result  will  of  course  be  much  better  than  in  cases  where 
the  disease  has  been  allowed  to  destroy  the  head  and  acetabulum 
completely,  and  has  led  to  more  or  less  dislocation  of  the  femur  upon 
the  dorsum  ilii 

But  there  is  an  idea  that  the  result  of  excision  for  caries  of  the 
hip  ought  to  be  a  freely  movable  joint.  This  is  surely  a  mistake, 
for  movement  in  all  directions  means  general  looseness  of  the  bond  of 
union,  and  this  must  mean  slipping  of  the  femur  upwards  upon  the 
ilium  under  the  weight  of  the  body.  My  aim  in  all  cases  in  recent 
years  has  been  to  secure  as  firm  a  joint  as  possible,  admitting  of 
little  or  no  movement,  but  with  the  remains  of  the  neck  firmly 
soldered  into  the  acetabulum  ;  this  reduces  the  tendency  to  shorten- 
ing to  a  minimum,  and  also  reduces  the  tendency  to  flexion  at  the 
hip.  And  even  if  bony  anchylosis  were  the  result  (which  is  extremely 
rare  in  young  children),  if  the  synostosis  took  place  in  good  position, 
it  would  be  better  than  a  very  loose  joint,  which  must  be  more  or  leas 
weak  when  weight  is  thrown  upon  itw 

If  there  were  much  risk  in  the  operation  as  above  desciibed,  it 
might  be  a  reason  for  relying  on  prolonged  rest  and  the  draining  of 
abscesses  as  they  arise  rather  than  face  itw  But  the  risk  must 
be  very  small  now.  As  a  matter  of  fact,  I  have  now  done  some 
scores  of  these  limited  excisions  of  the  hip  for  extensive  disease, 
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&nd  have  so  far  had  no  fata1itie&  Of  coui^e  tJie  statutics  of  hip  ex- 
ci.sion  in  the  old  septic  days  were  far  otherwise,  and  one  of  tho  fiwt 
series  publislied  showed  60  per  cent,  of  deaths.  And  even  later  in  t^ 
Listeiian  days  they  were  set  down  at  40  to  45  per  cent,  ;  but  it  b 
not  BO  now.  And  not  only  are  the  immediate  results  of  the  opera- 
tion immeasurably  better  than  before,  but  the  fact  of  having  ffot  rid 
early  of  a  focus  of  tuberculous  disease,  liable  at  any  time  to  infect  the 
general  system,  is  a  great  gain.  Further,  to  put  a  patient  soon  into  a 
pomtion  to  move  about  and  get  fresh  air  and  exercise  hiia  a  most  im- 
portant  influence  upon  liis  future  prospects  as  regards  the  rectimaiee 
of  the  disease  locally  or  generally.  And  as  a  matter  of  fact,  the 
amount  of  general  tuberculouH  disease  following  upon  hip  diseftfie  tn 
my  series  haK  ho  far  been  comparatively  smalL 

I  am  entirely  in  accord  with  those  who  maintain  that  tt 
is  better  not  to  excise  thoee  cases  in  which  there  is  very  extensive 
caries  with  putrid  sinuses,  and  that  their  chances  as  regards  life  and 
limb  are  better  when  tivated  by  rejjt,  drainage,  and  load  cleAnaini^ 
But  aft  long  ns  no  sinui^s  are  pT'esent,  we  ought  to  be  able  to  ti«nove 
all  dise^ased  tissue^  without  allowing  the  resulting  wound  to  become 
septic  ;  and  if  this  is  possible,  the  latter  ought  to  heal  throughout  by 
first  intention. 

But  there  are  oatias,  of  course,  in  which  recurrence  will  tmke 
place.  Tliese  must  be  treated  as  was  the  original  disease,  br  ^^x- 
cision  of  the  focus  and  suture  of  the  clean-cut  edges  with  a  view*  to 
primary  union. 

The  qn^iftton  qf  early  operation, — ^Tliere  are  surgeons  of  un- 
doubted eminence,  however,  who  hold  the  opinion  that  disaue  d 
the  hip  joint  ought  to  be  treated  at  a  much  earher  Btage  by 
operation.  Those  who  adopt  this  view  think  that  by  opening 
up  the  joint  and  removing  diseased  synovial  membrane  or  bone 
before  the  morbid  process  baa  attacked  the  joint  generally ,  tbat 
the  latter  may  be  spared.  This  is,  however,  an  opinion  which 
is  not  largely  shared,  and  which  is  not  generally  a<^ed  on.  The 
reasons  which  are  given  against  the  practice  are  briefly  theM^ 
that  innamuch  as  the  most  likely  spot  for  synovial  tubercle  ta  around 
the  ligamentum  teres,  where  the  synovial  tissue  is  moat  abtrndant^ 
the  head  of  the  bone  would  have  to  be  turned  out  of  the  acetabultttn 
in  order  to  reacli  the  diseased  material,  and  this  in  itself  would  lie  a 
great  difficulty  ;  moreover,  when  the  affection  is  concentmted  «f»fin 
this  spot,  it  is  very  likely  to  have  attacked  the  bones  secondarily 
if  they  have  not  been  already  primarily  atfected.  If  this  is  to, 
nothing  but  the  sacritice  of  a  considerable  quantity  of  the  tatter 
would  have  any  prospect  of  eradicating  the  disease,  and  to  get  at 
the  Iwnes  thoroughly  would  necessitate  such  a  wide  disaection 
of  the  joint  as  to  imperil  its  functions  very  considerably.  Flnjilty, 
experience  has  taught  us  that  such  operations  do  not,  as  a  ru)^, 
secure  the  patient  against  recurrence.  In  my  experience  of  tbe  few 
case»  in  which  I  ha%x  attempted  thus  to  resect  the  hip  joint  [ 
at  a  very  early  fjtjige  of  the  disease,  little,  if  anything,  has  been  j 
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When  this  measure  is  regarded  as  proper,  the  first  incision  is 
usually  made  at  the  back  of  the  joint,  curving  round  the  trochanter, 
and  dividing  the  small  rotators.  In  this  way  access  to  the  head  is 
secured,  and  by  strong  adduction  and  inversion  the  head  is  thrown 
out  of  the  socket  posteriorly^  and  the  acetabulum  is  exposed.  Then 
all  diseased  tissue  is  removed,  and  the  head  is  replticed,  the  wound 
being  sewn  up  completely  or  drained,  according  to  the  view  of  the 
operator  as  to  the  possibility  of  obtaining  primary  union. 

Another  incision  (Langenbeck),  sometimes  practised  with  the 
same  object  in  view,  is  a  vertical  one  in  the  axis  of  the  neck  of 
the  femur  down  to  the  upper  border  of  the  trochanter.  This  gives 
access  to  the  joint  between  the  fibres  of  the  muscles  covering  it,  and 
the  head  of  the  bone  can  be  forced  out  by  strong  adduction  when 
the  ligamentum  teres  is  divided.  My  opinion,  however,  of  these 
measures,  which  aim  at  eradicating  the  disease  in  its  very  early 
stages,  is  that  they  are  not  likely  to  be  followed  by  the  success 
hoped  for,  and  that  the  cases  considered  suitable  for  these  operations 
can  be  better  treated  by  the  expectant  methods,  holding  the  opera^ 
tive  treatment  in  reserve  for  such  as,  in  spite  of  the  latter,  pass  on 
to  the  stage  of  destruction  of  the  head  and  acetabulum,  and  the 
formation  of  abscess  within  the  joint. 

In  those  cases,  however,  in  which  a  focus  of  tuberculous 
disease  which  has  not  yet  spread  to  the  surfaces  of  the  joint  can  be 
diagnosed  in  the  head  of  the  femur  (see  above),  an  operation  has 
more  than  once  been  done  lately  far  short  of  excision,  which  has 
given  excellent  results.  This  is  the  trephining  through  the  tro- 
chanter, right  down  the  centre  of  the  neck  until  the  focus  has  been 
reached,  and  scraped  out  clear.  All  this  can  be  done  without  open- 
ing  the  joint  at  all,  and  if  practised  at  an  early  stage  may  save  the 
patient  from  an  excision  of  the  head  later  and  leave  all  the 
functions  of  the  joint  intact.  Cases  of  this  form  of  disease,  however, 
present  themselves  but  rarely  to  the  surgeon  early  enough  for  this 
method  to  be  followed,  but  should  always  be  looked  out  for. 

When  the  disease  starts  in  the  centre  of  the  acetabulum  it 
almost  invariably  spreads  rapidly  to  the  surface  of  the  head  as  well 
as  to  the  synovial  membrane  round  the  ligamentum  teres,  and  this 
being  so  the  prospect  of  saving  the  joint  from  utter  destruction, 
otherwise  than  by  excision  of  the  head,  is  very  remote.  The  head 
in  this  case  acts  as  a  banner  to  prevent  the  products  of  liquefaction 
fi-om  working  outwards,  and  the  consequence  usually  is  that  the 
latter  spread  towards  the  pelvic  aspect  of  the  bone,  and  form  an 
abscess  internally  within  the  pelvis.  To  prevent  this  when  the 
condition  is  recognised,  nothing  can  be  done  but  to  excise  the  head 
of  the  femur  and  treat  the  whole  condition  as  described  above. 
Only  when  the  head  has  been  removed  can  the  acetabular  disease 
be  satisfactorily  dealt  with. 

Amputation  at  the  hip  joint, — The  question  whether  amputation 
at  the  hip  joint  for  tuberculous  disease  should  be  performed  must 
be  answered  in  each  particular  case  for  itself.     Undoubtedly,  there 
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have  been  cases  in  the  |iast  in  which  this  meiisurs  wnm  proper,  mud 

has  naved   lite  at  the  expense  of  the   limb.     But  snch   mam  ute 
becoming  rarer  and  rarer.     My  own  opinion  ih  tJmt  in  inAtanCQi  of 
very   extensive    hip   joint    disease   the    j^katient    tiKUiilly    stands  as 
good   a   chance   of   his  life  by  waiting   an(}   careful  evacuation  of 
morbid   products  as  he  does  fit>ni  amputation  at  the  joint.      In  my 
own  experience,  which   has  been   large  both  of  casea  ti'ea' 
out  and   with  excision,  it  has  never  been  necessary  to  «n 
limb,  and  I  have  never  had  occasion  to  regi^t  not  htv 
operation.     In  one  case  it  was  )>ropoBed  l>eeause  the  i  '^ 

of  rtbout  t^en,  had  run  down  with  chronic  suppunition,  and  wmi 
extensively  aUbcted  with  amyloid  disease ;  but  tlie  p&renta  decided 
against  removal  of  the  limb.  This  lioy  ultimately  recovered  wonder- 
fully, and  years  after  bad  a  sound  and  useful  limb  and  healthy  l«odj. 
Indeed^  so  much  is  now  accomplished  by  early  constitutional 
ment  and  immobili Ration  in  preventing  destructive  cfaango  in 
hip  joint- — and,  when  tins  latter  has  begun,  in  arresting  it  hy  tltne 
liiiiited  o]>eration^ — that  the  need  for  amputation  at  the  hip  join 
has  almost  disapjieared,  and  ought  Ijefot^  long  to  be  quite  n  thing 
of  the  piuit,  1  have  quite  lately  had  under  my  care  a  boy  of  aViout 
ten,  w  hoM.*  limb  had  been  thus  remove*!  for  tuljercle  of  the  hip  by 
some  other  surgeon,  and  who  came  to  me  for  tuWreuIoua  disease  of 
the  remaining  knee,  but  though  he  was  alive,  the  result  wafl  anything 
but  encoiiniging. 

Chronic  Oflteo-arthritis  of  the  hip.— This  is  a  very  comnKm 

ali'ectio!^  in  patit^nts  past  middle  life  in  both  sexes^  Its  general 
patholog)'  ha»  already  lj«?en  described  (page  1052),  and  we  are  hew 
onlv  concerned  in  its  clinical  features. 

The  syiii|itf>iu«  tire  at  tirst  usually  stiffness  and  ft  certam 
amount  of  *' tearing"  pain  on  rismg  in  the  morning,  and  eB[ieciaUr 
ill  bad  heavy  weather,  or  when  the  patient  is  run  down  and  debUitatao. 
This  is  followed  by  a  sensation  of  gmting  in  the  joint  on  ii*c,  and 
moi*e  and  more  limitation  of  movement^  even  t43  complete  facfttioa. 
Sometimes  there  is  etf'usion  iiitct  the  capsule  in  this  stage^  especiaUjr 
after  over-use  ;  and  if  this  condition  is  present,  it  will  indicate  all 
inilamiiiatory  pixicess  grafted  on  the  degenerative,  as  the  reatilt  d 
the  friction  of  the  roughened  surfaces.  But  as  the  altered  bead  ol 
the  femur  bi^conjes  further  and  further  buried  in  the  osteopliy 
of  the  acetabulum^  the  liability  to  this  inflammation  will  grow  lea 

The  irt*»tnn^iil  consists  in  improvement  of  the  powers  of  assic 
lation  and  ehmirtation  by  attention  to  diet,  and  the  mfjdemti*  oae  of 
the  more  digestilile  stimulants  and  the  alkaline  mineral  walenk 
The  clothing  must  also  K>e  aiuindant,  and  the  patient  should  lake  ra- 
gular  exercise.  The  warm  baths  of  Wildimd  appear  to  exeroiae  a  aott 
favourable  intiuence  upon  this  disease,  and  if  i^nibined  wiUi  RgiUar 
massage  even  U>  anx^st  it«  progress  in  the  eai'ly  stagea 

When  locking  of  the  bones  has  taken  place,  as  tlie  romli  of  thm 
growth  of  osteophytes  and  the  alteration  in  the  shape  of  t^  head 
of  the  femur  and  acetabulum,  nothing  further  can  be  doncL     All 
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operative  interference  is  contra-indicated  on  account  of  the  degene- 
rative nature  of  the  initial  disease. 

Faulty  anchylosis  of  the  hip. — In  cases  in  which  destructive 
disease  of  the  hip  has  been  followed  by  recovery  without  operation, 
the  position  of  the  joint  is  often  extremely  faulty.  Most  usually  it 
is  strongly  flexed,  adducted,  and  inverted.  The  reasons  for  this  mal- 
position have  been  given  above  (page  1083),  and  we  need  only  add  that 
in  addition  to  what  may  be  called  the  pathological  grounds  for  the 
displacement,  there  are  also  natural  reasons.  In  the  first  place  a 
child  who  has  had  disease  in  the  hip,  even  after  all  active  change  has 
ceased,  will  find  the  most  comfortable  position  one  of  flexion.  For 
instance,  most  children,  and,  indeed,  adults,  lie  in  bed  with  the  thighs 
flexed — few  of  us  lie  straight  out  in  bed  all  night.  That  is  to  say, 
that  for  eight  or  nine  hours  out  of  the  twenty-four  the  joint  is  flexed. 
If  consolidation  be  going  on  at  this  time  the  fibrous  tissue  is  likely  to 
adapt  itself  to  this  position.  And  during  the  waking  hours  it  will 
be  always  irksome,  to  say  the  least,  to  bring  the  joint  into  a  straight 
line  again.  It  therefore  tends  to  get  a  "set "  in  the  flexed  position, 
and  to  become  firm  in  it.  Again,  during  the  day  such  patients  will 
remain  seated  for  a  considerable  time,  and  they  can  only  do  so  with 
the  thighs  partly  flexed.  These  two  reasons  for  the  assumption  of 
the  position  of  flexion  are  constantly  at  work,  and  it  is  not  to  be 
wondered  at  that  the  patient  recovering  from  hip  joint  disease  with 
anchylosis  is  frequently  found  to  have  the  limb  in  a  very  faulty 
position  for  progression.     It  is  usually  flexed  and  adducted. 

Treatment. — The  question  now  arises,  can  anything  be  done  to 
improve  this  condition ;  and  if  so,  ought  it  to  be  undertaken,  and  how  t 
The  answer  to  this  is  that  we  should  only  make  the  attempt  to  remedy 
the  anchylosis  when  the  displacement  is  extreme,  and  when  all  traces 
of  active  disease  have  disappeared.  Further,  unless  we  have  a 
reasonable  prospect  of  securing  a  movable  &.lse  joint  by  our  operation, 
we  had  better  abstain  from  all  interference,  except  in  extreme  cases. 
For  to  obtain  a  fidly  extended  hip  which  is  quite  rigid  is  a  doubtful 
benefit.  For  with  it  the  patient  cannot  sit  down  with  comfort,  and 
this  has  many  inconveniences,  e.g,  during  defsecation,  etc.,  and  these 
will  more  than  counterbalance  the  advantages  of  being  able  to  walk 
somewhat  better.  We  should,  therefore,  in  every  case  aim  at  pro- 
ducing a  movable  joint,  and  only  operate  in  extreme  cases. 

Several  modes  of  operation /or  bony  anchylosis  have  been  pro- 
posed and  practised,  differing  principally  in  the  position  in  which 
the  bone  is  divided.  Probably  the  best  is  that  in  which  the  neck  of 
the  femur  is  sawn  across  as  near  the  acetabulum  as  possible.  This 
is  effected  with  a  narrow-bladed  saw,  introduced  to  the  front  of 
the  neck  through  a  small  incision  made  above  the  trochanter.  When 
the  bone  is  divided,  it  may  be  well  to  dig  out  a  hollow  repre- 
senting the  acetabulum  into  which  the  stump  of  the  neck  can 
be  laid  and  turn  in  between  the  cut  surfaces  a  flap  of  muscle  or 
tendon  in  order  to  prevent  the  union  of  the  surfaces  by  bony  tissue. 
In  any  case  every  effort  should  be  made  by  passive  motion  and  by 
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touch,  and  on  movement  There  will  also  be  a  general  rise  of  the 
body  temperature  in  all  probability.  Objectively,  there  will  be  swell- 
ing and  possibly  redness,  and  a  characteristic  attitude.  The  swelling 
will  be  due  to  two  causes :  first  to  effusion  of  synovium  into  the  cavity, 
and  next,  in  severe  cases,  to  a  certain  amount  of  cederaa  of  the  soft 
parts  surrounding  the  joint.  It  will  be  most  noticed  above  and 
below  the  patella  at  either  side,  and  where  there  is  much  effusion, 
the  patella  may  be  raised  from  the  anterior  surface  of  the  condyles, 
and  "  float "  as  it  is  said.  When  pressed  upon  it  can  be  made  to 
touch  the  femur  again,  but  immediately  rises  owing  to  the  disten- 
sion of  the  capsule.  Fluctuation  may  be  also  felt  from  one  part  of 
the  capsule  to  the  other.  The  redness  and  oedema  in  ordinary  cases 
are  but  slight ;  but  where  suppuration  is  present,  they  are  a  marked 
feature. 

The  limb  is  always  more  or  less  flexed  in  acute  synovitis 
of  the  knee,  and  can  only  be  straightened  with  difficulty  by  the 
patient  or  surgeon.  This  position  is  assumed  in  order  to  relax  the 
posterior  parts  of  the  capsule,  which  with  the  limb  extended  is 
tightly  stretched,  and  in  this  state  more  tender  than  if  relaxed. 
The  patient  will  resist  all  attempts  to  move  the  joint,  but  if  placed 
under  chloroform  the  movements  will  be  free  and  extension  perfect 
It  is  plainly,  then,  a  position  assumed  to  relieve  tension  and  pain, 
and  is  no  deformity  in  the  usual  sense  of  the  word. 

The  diagpnosis  of  this  affection,  as  a  rule,  presents  no  difficulties. 
The  history  and  the  rapid  onset  with  the  symptoms  of  acute  in- 
flammation serve  to  distinguish  it  from  all  other  swel^gs  except  one  : 
this  is  hsematoma  or  hsemarthrus  of  the  joint  (pag?  1034).  Some- 
times, owing  to  a  slight  blow  or  strain  of  the  knee,  some  small  vessel 
in  the  interior  of  the  joint  gives  way,  and  the  cavity  rapidly  fills  up 
with  blood.  Here  the  general  appearance  of  the  joint  very  much 
resembles  that  seen  with  synovitis.  The  pouches  above  and  below 
the  patella  on  either  side  are  distended  with  fluid,  and  fluctuate,  and 
the  latter  bone  "  floats  ;  **  the  knee  is  slightly  flexed,  and  is,  perhaps, 
a  little  tender.  But  the  condition  can  usually  be  distinguished  from 
synovitis,  by  accurately  noting  the  time  at  which  the  swelling  sets 
in.  With  haemarthrus  the  effusion  takes  place  immediately  on  re- 
oeipt  of  the  injury,  and  the  capsule  will  be  tense  within  an  hour  of 
its  occurrence.  Synovial  effusion  does  not  set  in,  as  a  rule,  for  some 
hours  after  the  exciting  cause  has  commenced  to  operate.  Again, 
there  will  be  little  or  no  heat  in  the  joint  in  the  case  of  the  blood 
effusion  and  in  general  fever,  while  in  synovitis  the  joint  will  feel 
hot  to  the  patient  and  to  the  surgeon's  hand,  and  tho  body  heat  will 
be  increased.  In  some  cases,  of  course,  the  injury  which  gave  rise 
to  the  hsemarthrus  will  also  set  up  synovitis ;  but  in  that  case,  the 
symptoms  of  inflammation  will  not  commence  until  some  time  after 
the  swelling  of  the  blood  eflnsion  has  been  well  established. 

The  treatment  of  simple  acute  synovitis  of  the  knee  has  the 
same  general  principles  as  its  basis  as  in  dealing  with  acute  in- 
flammation anywhere  else.  (General  vascular  tension  is  relieved  by 
z  z  •  2 
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laxatives  or  brisk  purges,  according  to  the  patient's  condition.  To 
this  may  be  added  the  administration  of  tartarised  antimony  in  doin 
of  about  one-sixteenth  of  a  grain  every  three  hours  ad  nauMom  in 
sthenic  cases.  Locally,  the  joint  must  be  treated  by  absolute  rest  in 
the  first  place.  This  is  best  secured  by  a  back  splint  of  a  kind  to 
fix  the  limb  in  the  extended  position,  and  at  the  same  time  to  leave 
the  knee  free  for  the  application  of  various  antiphlogistica.  The 
Macintyre  splint  fulfils  all  these  conditions ;  but  where  it  is  zhx 
at  hand,  a  straight  back  splint  of  wood  will  serve  all  the  purposes 
required.  It  is  well,  however,  not  forcibly  to  extend  the  joint 
in  the  first  instance,  but  to  bring  it  down  to  a  straight  line 
gradually. 

For  the  relief  of  local  congestion  leeches  are  in  acme  cases  an 
excellent  remedy,  half  a  dozen  being  applied  in  various  parts  of  the 
front  of  the  joint,  followed  by  hot  fomentations.  In  milder  attacks 
an  ice-bag  laid  on  the  front  and  sides  of  the  knee  at  the  outset  will 
check  the  local  infiammation,  and  give  relief  from  pain  sooner  than 
anything  elsa  In  some  cases  without  using  leeches  great  relief 
is  given  by  the  application  of  belladonna  and  glycerine  and  hot 
fomentationa 

By  one  or  more  of  these  means  the  inflammation  is  soon  brought 
to  a  standstill,  and  nothing  is  left  but  stifihess  and  some  tender- 
ness. This  is  best  relieved  by  massage  and  gentle  passive  motioiL 
But  in  the  case  of  unhealthy  young  individuals  we  must  exerciK 
the  greatest  caution  in  allowing  tJ^e  limb  to  be  used  before  all 
congestion  is  reUeved,  remembering  how  readily  tuberculous  disease 
is  grafted  on  7  part  damaged  by  inflammation.  If  there  be  auj 
doubt  as  to  this  infection  the  limb  should  be  immobilised  for  long 
periods,  and  the  patient  should  be  given  all  the  benefits  of  fresh  air 
at  the  seaside,  with  tonics,  cod-liver  oil,  and  all  the  other  geneni 
and  local  remedies  mentioned  above  (page  1049). 

Acute  suppurative  synovitis  is  best  treated  by  free  indsicm 
and  washing-out  of  the  joint  with  warm  sterilised  water  or  one  of 
the  numerous  antiseptic  lotions,  care  being  taken  that  the  germidde 
employed  be  not  strong  enough  to  irritate  the  surfaces  of  the  joint. 
The  incisions  in  such  a  case  should  be  placed  on  either  side  uf 
the  joint  and  towards  the  posterior  aspect  of  the  lateral  pockets  uf 
the  synovial  membrane.  These  incisions  should  be  carefully  kept 
open  with  some  form  of  drainage  apparatus,  not  necessarily  a  tube, 
but  often  a  strip  of  gauze. 

It  is  remarkable  what  excellent  results  as  regards  the  functions 
of  the  joints  are  obtained  in  such  cases,  provided  the  part  be  opened 
early  and  freely  even  when  the  cause  has  been  some  form  of  aeptic 
infection,  such  as  pysemia  in  one  of  its  milder  forms. 

I  have  lately  heard  from  a  gentleman  in  America,  upon  whom 
I  performed  this  operation  some  years  ago  for  extensive  septic 
suppuration  of  the  knee.  The  joint  is  now  perfectly  restored,  and 
is  as  good  as  its  fellow  by  the  patient's  account. 

In  the  more  severe  attacks  of  pycemic  inflammation,  the  general 
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condition  has  so  lowered  the  nutrition  of  all  the  tissues  that  repair 
is  usually  very  imperfect. 

Simple  SabaCUte  synovitis. — In  this  form  the  same  symptoms 
will  be  present  in  a  modified  degree.  The  same  treatment,  carried 
out  in  a  less  active  way,  is  suitable.  But  even  these  cases  of 
subacute  synovitis,  if  septic,  are  best  treated  by  early  incision  and 
drainage,  and  are  thus  saved  in  many  cases  from  adliesions  and 
stiffness,  which  would  seriously  interfere  with  the  functions  of  the 
joint  if  the  incision  were  delayed. 

Simple  chronic  S3movitis,  independent  of  tubercle,  and  except 
as  the  outcome  of  acute  attacks,  is  a  comparatively  rare  disease.  It 
usually  appears  in  one  of  two  forms.  Either  there  is  a  chronic 
hyper-secretion  into  the  joint,  unaccompanied  by  thickening  of  the 
capsular  structures,  or  the  latter  is  present  without  much  effusion. 
The  first  form  is  due  to  chronic  congestion  of  the  synovial  membrane, 
destroying  the  balance  between  secretion  and  absorption,  and  large 
quantities  of  fluid  are  poured  out  into  the  joint,  distending  the 
lateral  pouches  and  to  all  appearances  thinning  them.  This  hydrops 
articuli,  as  it  is  sometimes  called,  produces  great  weakness,  but  little 
pain.  If  left  unrelieved  long,  it  stretches  the  capsule  and  the 
ligaments,  and  the  whole  joint  is  thus  rendered  insecure. 

The  treatment  in  milder  cases  consists  in  free  blistering  of  the 
joint  at  either  side,  with  immobilisation.  After  the  blisters  have 
healed,  the  part  should  be  firmly  bandaged  during  the  day  and 
massaged  morning  and  evening.  When  the  fluid  has  been  removed 
by  these  means,  an  elastic  knee-cap  should  be  worn  continuously  for 
some  months.  There  is  in  some  of  these  cases  unfortunately  a 
great  tendency  to  reaccumulation  of  fluid  in  the  joint  as  soon  as 
patients  begin  to  use  the  limb.  In  such  cases  blistering  may  fail  to 
remove  it  permanently,  and  it  may  be  necessary  to  aspirate  the  joint 
repeatedly.  This  is  certainly  better  than  to  allow  the  continuous 
distension  to  weaken  the  whole  apparatus  of  the  ligaments  and  cap- 
sule. But  this,  again,  may  fail,  and  then  it  is  well  to  combine  the 
aspirations  with  washing-out  of  the  joint  with  some  antiseptic  and 
at  the  same  time  stimulating  fluid.  For  this  purpose  a  lotion  of 
perch loride  of  mercury  1  to  1,000  may  be  used,  or  tinctura  iodi  5j 
to  the  pint  of  sterilised  water,  or  carbolic  lotion  1  to  20.  With 
this  treatment  many  cases  are  cured  after  the  other  simpler  modes 
of  treatment  have  failed. 

Stubborn  forms  of  hycfropa  articvli. — But  there  is  a  form  of 
dropsy  of  the  joint  which  is  particularly  stubborn,  which  is  com- 
bined with  a  peculiar  hypertrophy  of  the  synovial  fringes,  giving 
to  them  the  appearance  of  polypoid  masses.  There  can  be  no 
doubt  that  in  some  cases  the  cause  of  this  change  is  tuberculous 
irritation,  and  that  the  most  marked  examples  are  due  to  this 
cause.  But  it  is  also  equally  certain  that  a  hyperplasia  of  the 
synovial  fringes,  leading  to  the  formation  of  pendulous  folds,  may 
occur  quite  independently  of  tuberculous  irritation  as  far  as  the  evi- 
dence to  be  obtained  from  the  microscope  goes.     What  the  exact 


1102 


DISEASES    OF  JOINTS. 


■di 


cause  iSf  in  not  in  all  case8  clear,  but  tJie  visible  eflTi^t  uimhi  tU 
vial  structure  is  plain  enough*     There   is  a  chmnii:  -  u,  and 

the  result  is  hyperplasia  taking  the  form  of  hyi»*?iLi..j.»,  of  tlic 
synovial  membrane,  which  is  thmwn  into  ridges  mnd  loUk, 
gradually  elongating  into  more  or  less  f»enflulous  nmjsaea,  la  m  aam 
I  operated  on  within  tlie  last  year  on  account  of  chronic  mynorkUm 
with  recurring  eflusion  in  an  otherw^ise  liealtliy  young  man,  tlii*  wa« 
exceedingly  well  »een  on  opening  the  joint.  The  lining  w»»  dc^ 
pink  and  irregular  and  rugose^  with  fringe*  as  described,  Alt«r 
removal  of  the  latter,  tliey  were  found  to  consist  solely  of  tallAiiiBi*- 
tor^'  tissue  in  various  degrees  of  organisation,  but  without  a  tines  of 
tubercular  structure.  The  removal  of  a  quantity  of  tbii  «lt€f«d 
synovial  membrane  from  both  sides  of  the  joint  was  fallowed  by 
Complete  recovery  of  its  powers. 

Besides  this  variety  of  chronic  synovitis,  accompanied  br  hgdropg 
artictiti,  there  is  also,  as  already  mentioned^  that  form  in  which  all 
the  sjTiovial  membrane  undergoes  a  general  hyjjerfilasiA  wilhoot 
any  particular  hyper-secretion.  In  this  fonn  there  is  not  neccMftrtlj 
any  formation  of  fringes,  but  the  thickening  may  give  riae  to 
general  enhirgement  of  the  joint  and  a  pulpiness  appreciable  to  thm 
tingei-s.  It  is  a  matter  of  the  very  greatest  difficulty  to  dttf^tingttiill 
this  form,  in  which  tubercle  pla3rs  no  part,  from  that  in  whklt  lliift 
infection  is  the  cause.  And  in  any  case  in  which  there  ta  dcmblv 
the  disease  siiould  be  ti^ated  as  though  it  were  tuberculoos. 

But  whefe  there  is  no  eviiUnce  of  the  latter  diaea«e»  we  can  do  a 
good  deal  short  of  operative  measui-en  for  its  relief.  Frequent  ooiQntmt- 
irritation,  combined  with  rest,  will  often  bring  about  a  return  to  llie 
normal  condition.  In  addition  to  this«  careful  and  eontilllMMt 
bandaging  anfl  strapping  may  relieve  the  congestion  and  ptooMle 
absotptiou  of  inHammatory  matter. 

The  patient's  general  health,  of  course^  must  lie  attended  to  a£ 
the  same  time,  and  in  the  later  stages  and  wliere  only  stiflneea  and 
thickening  remain,  much  benel^t  will  result  from  massage  cKfriad 
out  methodically  and  continuously.  Where  the.se  meAna  hul«  tbe 
joint  may  be  opened  and  washed  out ;  and  if  this  likewise  m  vilhoiii 
beneticial  result,  recovery  is  much  ha.stened  by  excision  of  coosidcr- 
able  )K>rtions  of  the  thickened  synovial  membrane  on  bolJi  iidet  of 
the  joint.  This  is  b^t  carried  out  by  lateral  incision  eiarved  feom 
either  side  of  the  ligamentam  patelhe  upwards  and  outwmitlB  lor 
aViout  three  inches,  Wlien  the  capsille  has  thus  been  laid  ofiea 
the  synovial  membrane  is  dissected  away  from  the  sides  and  froni 
of  the  bones  as  far  as  possible.  It  is  needless  to  say  tlifti  Ubis 
can  oidy  lie  safely  done  where  pei*fect  asepsis  can  W  compftflwi 
\\lien  aa  much  m  is  considered  necessary  haa  beoo  dmecled  *«mj, 
and  all  bleeding  has  been  checked,  the  capsule  la  cuMnplelei/  dowel 
all  round,  and  then  the  skin  wound*  In  my  opinkm  drain* 
age  is  in  these  cases  quite  unnecessary.  When  sound  tiniofi  bat 
taken  plaoe^  passive  movement  and  massage  should  be  rv^hurlj 
carried   out,    and   as   soon  as   tenderness  has  jMSScd  oO^  coniiuos 
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active  movement  must  be  begun,  and  should  not  be  put  off  too 
long. 

When  some  of  the  pendulous  masses  just  referred  to  become 
detached,  being  torn  off  during  the  movements  of  the  joint,  one  of 
the  many  forms  of  ** loose  bodies,"  or  '* joint  mice"  as  they  are 
called  in  Germany,  is  produced,  to  which  referAice  has  already 
been  made  (page  1070). 

Tuberculous  disease  of  the  knee.    Pathology.— This  form 

of  disease  has  much  in  common  with  that  described  as  affecting  the 
hip  joint.  It  is  found  mostly  among  the  very  young  and  also 
among  the  very  old,  while  middle-age  is  almost  exempted  from  it. 
The  infection  is  met  with  primarily  either  in  the  synovial  membrane, 
or  in  either  the  femur,  the  tibia,  or  the  patella.  In  the  very  young 
the  femur  is  most  frequently  the  starting-point,  next  the  tibia,  then 
the  synovial  membrane,  lastly  the  patella.  The  older  the  patient 
the  greater  the  probability  of  the  synovial  membrane  being  first 
affected,  inasmuch  as  the  growth  of  the  bones  is  less  active  as  time 
goes  on,  while  the  functions  of  the  synovial  membmne  remain  during 
life.  But  starting  in  any  of  the  situations  mentioned,  the  disease 
may  spread  to  any  of  the  other  structures. 

When  the  tubercle  is  primary  in  the  synovial  membrane  it  shows 
itself  first  in  the  subendothelial  structures,  as  a  rule  (Fig.  431),  and 
from  this  spreads  either  towards  the  surface  of  the  joint  or  towards 
the  external  parts.  Commencing  in  the  bones,  it  is  found  either  under 
the  encrusting  cartilage  or  at  the  junction  of  epiphysis  and  diaphysis, 
where  growth  is  most  active.  From  this  it  may  spread  to  any  or  all 
the  surfaces  of  the  joint,  or  work  its  way  to  the  skin,  without  in  any 
way  involving  the  articulation.  This  latter  point  should  never  be 
lost  sight  of,  for  it  is  a  grave  mistake  to  conclude  that  because  there 
are  extensive  tuberculous  abscesses  round  the  knee,  with  perhaps 
several  sinuses,  the  surfaces  of  the  joint  are  necessarily  involved. 
If  this  conclusion  be  come  to  in  any  given  case,  the  joint  will  pnv 
bably  be  opened  freely  as  though  for  excision,  and  if  it  then  be  found 
that  the  abscesses  could  have  been  cleaned  out  and  the  foci  of  disease 
removed  without  interfering  with  any  of  the  surfaces  or  functions  of 
the  part,  it  will  be  seen  that  an  unnecessary  and  possibly  injurious 
operation  has  been  done. 

Indications* — In  all  cases,  then,  it  is  a  matter  of  the  greatest 
importance  to  determine  at  what  spot  the  tuberculous  disease  has 
started,  and  in  what  direction  it  is  extending.  The  question  is,  can 
this  be  done  ?  In  some  measure  it  can,  but  only  to  a  limited  extent 
at  present. 

In  the  first  place  it  must  be  remembered  that  disease  commenc- 
ing in  the  growing  parts  of  the  bones  is  an  affection  of  early  lifa 
The  older  the  patient  the  less  probable  is  it  that  the  tuberculous 
infection  has  begun  in  the  bones.  Again,  disease  of  the  synovial 
membrane  is  more  likely  to  be  found  among  the  more  mature  patients, 
though  by  no  means  limited  to  them. 

Bearing  these  points  in  mind,  we  may  study  the  symptoms  of 
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tuberculous   synovial   disease  and    of    bone 
joint.     (See  Fig.  466.) 

In  the  former  the  infection  commencing 
tissue  is  almost  certain  very  soon  to  affect  eit 
joint  or  the  capsijar  structures.  In  the  first  < 
the  articulation  are  early  impaired,  the  pati 
avoid  the  rubbing  of  the  affected  surfaces  on< 
willy  therefore,  keep  the  joint  fixed,  though  h 
his  whole  weight  on  it  without  pain.  Moreov 
the  attitude  of  greatest  ease,  namely,  of  slig] 
may  be  said  of  that  form  of  disease  in  which  tl 
outwards  through  the  capsule.  Here  the  nee 
latter  will  be  felt  also,  and  this  will  be  best  » 
the  case  in  which  the  sur&tce  is  affected,  there 
a  certain  amount  of  effusion  of  synovium  into 
usual  symptoms.  (See  page  1034.)  The  subjec 
pain  on  movement  and  slight  tenderness,  but 
heat  in  many  cases. 

When  the  epiphysis  of  the  femur  or  tibia  i 
will  be  little  or  no  alteration  in  the  attitude  c 
as  the  ligaments  may  be  wholly  unaffected,  anc 
need  relaxation.  The  movements  again  may  1: 
surfaces  are  not  involved,  and  there  will  be  nc 
reason.  On  the  other  hand,  the  end  of  the 
tliickened  and  tender,  and  when  the  weight  c 
upon  it,  there  will  be  decided  pain.  The  i 
jars  given  to  the  limb  in  its  long  axis  by  blows 
heel  and  also  of  hyper-extenaion.  Subjectivelj 
throbbing  will  probably  be  felt  in  the  end  of  t 
night,  and  one  or  more  especially  tender  spot 
epiphysial  line.  For  those  cases  in  which  tin 
the  encrusting  cartilage,  no  special  guiding  sy 
and  in  most  cases  evidence  of  the  surfaces  bei 
be  forthcoming. 

The  treatment  in  all  three  forms  is  th 
for  tuberculous  joint  disease  wherever  it  occurs, 
absolute  rest  with  counter-irritation  in  the  e 
with  tonics,  fresh  air,  and  good  food.  The  c 
effectually  obtained  by  the  use  of  a  Tliomas's 
or  by  a  plaster-of- Paris  case  carried  from  the  1 
the  sole  of  the  foot.  With  either  of  these  apj 
ally  immobilise  the  joint,  the  patient  can  wa 
quii-e  crutches  for  the  last  named  and  a  th 
sound  foot.  For  this  reason,  and  from  the  fact 
splint  the  knee  not  being  covered  in  can  b 
applications,  the  latter  form  of  appliance  is  p 
the  patient  can  walk  about  without  crutch< 
weight  of  his  body  upon  the  splint  on  the  aff 
sound  side  upon  an  iron  patten  screwed  on  to  tin 
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In  this  case,  too,  the  method  of  treatment  by  passive  hyper- 
aeraia,  formulated  by  Dr.  Bier  of  Kiel  (see  page  1050),  can  be  carried 
out  without  confining  the  patient  to  bed  or  the  house ;  and  to  this 
may  be  added  injection  of  the  diseased  area  with  iodoform  emulsion, 
repeated  as  often  as  is  called  for.  So 
long  as  there  is  no  evidence  that  the  dis- 
ease is  running  on  into  caseous  abscess, 
this  treatment  should  be  persisted  in, 
especially  as  it  can  be  carried  out  with- 
out confining  the  patient  to  bed  or  even 
to  the  house.  And  this  is  especially  true 
of  very  young  children,  who  have  a  won- 
derful power  of  battling  with  the  disease 
in  many  cases,  while  at  the  same  time 
the  best  results  of  operation  are  not  likely 
to  be  attained  in  very  young  individuals. 
But  as  soon  as  the  surgeon  is  convinced 
that  the  disease  is  progressing  to  the  stage 
of  caseous  abscess,  whether  in  the  bone 
or  synovial  membrane,  operative  inter- 
ference is  called  for. 

Operative  measures.  —  I  am  not  in 
favour  of  operations  for  the  removal  of 
tuberculous  disease  of  the  synovial  mem- 
brane of  the  knee  in  its  veiy  earliest 
stages,  and  this  for  many  reasons.  In  the 
first  place  a  large  number  of  patients 
with  this  form  of  disease  may  be  restored 
to  health  by  the  ordinary  modes  of  treat- 
ment, local  and  general.  Secondly, 
though  the  risks  of  the  operation  are 
slight,  they  have  to  be  taken  into  ac- 
count ;  and  if  the  disease  can  be  brought 
to  a  standstill  without  them,  it  is  plainly 
right  to  avoid  them.  Again,  it  is  diffi- 
cult at  first  to  define  how  far  the  disease 
has  invaded  the  synovial  membrane,  and, 
consequently,  how  much  ought  to  be  taken 
away.  Finally,  if  we  are  likely  to  have 
to  remove  the  ligaments  of  the  knee,  the 
result  so  far  as  the  preservation  of  the 
functions  of  the  joint  ia  concerned  will 

not  be  much  the  worse  for  waiting  a  little.  When  the  ligamen- 
tous structures  are  destroyed  or  cut  away  the  difficulty  of 
securing  a  firm  joint  is  very  great  in  young  patients.  They  may 
have  to  keep  the  part  immobilised  for  years  after  in  either  case. 
And  even  where  partial  resection  of  the  superficial  layers  of  the 
bones  has  to  be  undertaken,  on  account  of  the  extension  of  the 
disease  from  the   synovial   membrane   to   them,  the   difficulties  of 


Fig.  iM.— Thomas's  Knee  Splint 
applied. 
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securing  a  firm  union  of  the  solid  parts  with  one  ajnother,  so  th&t 
they  will  not  subsequently  yield  to  the  weight  of  the  body,  are 
very  great  indeed  in  very  young  individuals. 

But,  where  the  disease  is  manifestly  advancing,  and  caseous  foci 
are  forming  and  are  developing  into  abscesses,  it  is  plain  that  a  sUUf 
of  things  exists  which  indicates  a  low  d^ree  of  resisting  power  in 
the  tissues,  and  that  we  may  expect  further  destructive  change  in 
the  joint,  unless  some  special  measures  are  taken  to  arrest  the  local 
process.  Perhaps  even  at  this  stage  the  local  injection  of  iodoform 
emulsion,  as  already  described,  should  be  of  some  use,  and  ceitainlv 
should  be  tried  in  suitable  cases.  Or  Bier's  method  of  treatment  by 
"  passive  hypersemia  "  may  be  employed  tentatively  for  a  time.  Bat 
supposing  these  means  to  have  failed,  and  caseous  abscesses  to  be  in 
process  of  fonnation,  what  is  to  be  done  ?  The  answer  to  this  is  that 
complete  excision  of  the  diseased  material  in  the  joint  ought  to  Ur 
undertaken. 

In  using  the  term  ^'  excision  "  it  is  necessary  to  say  that  it  has  a 
very  diflerent  signification  at  the  present  time  to  that  it  was  meant 
to  imply  in  former  days.  Then  it  meant  very  free  removal  of  much 
of  the  structures  essential  to  the  functions  of  the  articulation.  wLile 
at  the  same  time  it  was  far  from  meaning  complete  removal  of  all 
morbid  tissue  ;  now  it  means  in  many  cases  very  partial  interference 
with  the  structures  essential  to  the  joint,  while  it  aims  in  every  case 
at  the  complete  removal  of  the  diseased  tissues. 

For  such  a  condition,  for  instance,  as  that  figured  (Fig.  4.V>j, 
it  would  obviously  be  unnecessary  now  to  do  more  than  dig  t»ui 
the  sequestra  from  the  surfaces  of  the  bones  and  scrape  the  latter, 
which  would  not  shorten  the  limb  appreciably.  Formerly  the  ends 
of  the  bones  would  have  been  sawn  off  without  any  extra  gain. 

It  has  become  the  fashion  of  late  in  some  quarters  to  speak  <d 
partial  excision  of  the  joint,  where  the  diseased  synovial  membrane  is 
chiefly,  or  solely,  removed,  as  "  arthrectomy,"  and  to  reserve  the  t«rm 
**  excision  "  for  that  procedure  involving  the  removal  of  the  ends  of 
the  two  bones  completely.  This  nomenclature,  however,  appean  to 
be  attended  with  inconvenience,  inasmuch  as  it  is  very  rare,  on  tlie 
one  hand,  to  meet  with  a  case  of  disease  of  the  knee  in  which  the 
whole  of  the  synovial  membrane  requires  extirpation,  and  jet  Done 
of  the  bone  need  be  removed  ;  and,  on  the  other  hand,  it  is  eqnallf 
rare  to  come  upon  a  case  which  requires  free  removal  of  the  eiuis  of 
the  bones,  and  yet  does  not  call  for  extirpation  of  all  the  synovial 
structures.  For  these  reasons  I  would  suggest  the  use  of  the  tam 
**  partial  "  and  '^  complete  "  excision  of  the  knee  as  preleimhie  sad 
more  accurate.  The  terms  "  arthrectomy  "  and  ^*  ^»^«tiwi  ~ 
too  much  to  be  used  with  mach  advantage. 

Nowadays  complete  excision  of  the  tiit^o  is  a  eomfiarativdy  i 
operation — that   is   to  sHy,  it  h  uncoturnau   tr>  m&ts  th^  knr* 
opened  and  tlie  ends  of  botli  bones  sawn  off  &nd  itted  tcif«lhff,  i 
was  formerly  so  often  done.   The  reasons  for  this  ar&  twolold.  Ill  i 
first  place  the  recognition  of  the  iicportauce  of  wirly  and  ^igmfM^i 
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well  as  patient,  treatment  of  tuberculous  disease  has  led  to  the  arrest 
of  much  disease  which  would  formerly  have  run  on  to  complete 
destiniction  of  the  ends  of  the  femur  and  tibia ;  and,  on  the  other 
hand,  when  operative  treatment  is  decided  on,  it  is  now  usually  at  a 
stage  at  which  the  removal  of  the  diseased  parts  of  the  bones  can  be 
accomplished  without  complete  re- 
moval of  the  ends.  But  at  the  same 
time,  though  the  bones  are  treated  in 
a  much  more  conservative  way  than 
formerly,  the  removal  of  the  synovial 
membrane  is  now  particularly  free, 
and  sometimes  amounts  to  its  entire 
extirpation.  Indeed,  in  those  cases 
in  which  a  movable  joint  is  not  to  be 
expected  so  great  is  the  amount  of 
the  disease,  we  cannot  do  better  than 
dissect  out  every  fragment  we  can 
trace  of  synovial  membrane,  whether 
visibly  infected  or  not. 

And  now  let  us  take  a  case  of 
tuberculous  disease  of  the  knee  suffi- 
ciently advanced  to  call  for  operation, 
and  consider  how  we  may  best  secure 
the  removal  of  the  diseased  tissue, 
whether  it  lie  in  the  bone  or  in  the 
synovial  structures  (Fig.  455).  Of 
course,  if  it  have  invaded  the  soft 
parts  external  to  the  capsule,  and  have 
formed  abscesses  in  them,  the  same 
principles  of  removal  guide  us  as  in  the 
other  instances.  Now  in  such  a  case  the 
first  principle  which  is  paramoimt  is 
the  eradication  of  all  tissue  in  which 
we  believe  the  tubercle  to  have  been 
deposited;  the  next  is  to  spare  all 
structures,  except  the  synovial  mem- 
brane, which  are  not  infected  with 
the  parasite.  This  sounds  a  fairly 
Bimple  problem,  but  as  a  matter  of 
fact  18  &r  from  being  so  in  most  cases. 

The  first  incision  into  the  knee 
j<nnt  may  be  made  in  a  variety  of 

wayB,  so  us  to  gain  access  to  tlie  whole  of  tlie  diseased  tissue  within« 
In  the  older  operations,  in  wliich  an  absolutely  stiff  joint  was  the 
object  aimed  at,  it  was  immaterial  whether  the  ligamentum  patelliB 
was  divided  or  not,  inaismuch  as  the  action  of  the  extensor  muscles 
was  not  of  importance.  In  Konie  of  the  newer  operations,  in  which 
an  attempt  h  m^de  to  preserve  some  or  all  the  movements,  the 
ligament  is  pr^^erveit  intoet^ 


Fir.  455.— Tuberculous  DisMse  of  the 
Knee  Joint  ttartinsr  in  the  Synorial 
Membrane,  and  prodnoing  luperflcial 
Neoroaia  ox  Bone.  (From  Unireraitdr 
College  Museum.) 
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In  the  first  ingtance  an  oval  flap  is  formed,  the  lower  curved  end 
of  which  crosses  the  middle  of  the  patellar  ligament,  the  tvo 
lateral  incisions  being  placed  well  back,  and  running  to  a  variabif' 
height  upwards. 

But  in  those  cases  in  which  only  a  moderate  amount  of  synovial 
disease  is  present,  two  curved  incisions  reaching  from  the  edge  of  the 
patellar  ligament  on  either  side  upwards  on  the  sides  of  the  joint 
will  give  very  free  access  to  the  synovial  pouches,  without  diWding 
the  ligamentum  patellae  or  the  lateral  ligaments.  And  should  it  prove 
possible  in  some  cases  thus  to  remove  all  the  diseased  synovial  mem- 
brane through  these  lateral  openings,  there  is  nothing  to  prevent  the 
joint  being  as  strong  as  before.     Only  the  capsule  has  been  divided. 

Again,  it  may  be  found  necessary  in  some  cases  to  secure  very 
free  access  to  all  parts  of  the  articulation,  while  aiming  at  the 
preservation  of  all  its  movements.  Perhaps  the  best  way  d 
achieving  this  object  is  to  make  a  transverse  incision  through  the 
soft  parts  across  the  centre  of  the  patella,  and  then  saw  through  the 
latter  in  the  same  line.  If  the  knee  is  now  flexed  it  is  very  widely 
exposed,  but  if  there  is  any  difiiculty  in  seeing  its  deeper  parts,  the 
single  transverse  cut  may  be  combined  with  two  vertical  lateral  ones, 
forming  an  H -shaped  opening.  In  this  way  two  quadiiiateral  flaps 
are  formed,  one  of  which  can  be  turned  up,  and  the  other  down, 
thus  exposing  the  whole  joint  in  the  fullest  manner.  When  the 
removal  of  the  diseased  tissue  is  complete,  the  two  flaps  are  replaced, 
and  the  surfaces  of  the  divided  patella  are  brought  into  accurate 
apposition  and  sutured  firmly  with  wire.  In  this  case,  if  the  whole 
operation  has  been  perfectly  aseptic,  and  the  wound  heals  by  first  in- 
tention, the  strength  and  movements  of  the  joint  are  left  unimpaired. 

By  any  of  these  means  access  to  the  joint  suflSciently  free  for  the 
removal  of  any  or  all  diseased  tissue  can  be  secured. 

The  general  measures  adopted  by  the  author  in  carrying  out  such 
operations  are  practically  the  same  as  those  described  in  dealing 
with  the  hip.  From  the  time  the  joint  is  opened  until  all  diseased 
material  is  removed,  and  it  is  closed  again,  a  stream  of  sterilised  hot 
water  is  kept  playing  over  the  field  of  action  at  high  pressure.  This 
carries  away  ail  infective  debris,  checks  oozing,  and  enables  the  sur- 
geon to  see  clearly  what  is  diseased  tissue  and  what  is  sound.  When 
all  morbid  material — whether  synovial  or  osseous — has  been  removed 
by  careful  dissection  with  the  knife,  assisted  by  the  scissors  and 
flushing  gouge  (Fig.  453),  the  cavity  is  filled  with  small  sponges,  the 
stitches  are  inserted  in  the  skin  and  soft  parts  with  the  greatest  care 
as  to  accuracy  of  adjustment.  Then,  before  they  are  tied  the  spongei 
•are  removed,  and  the  joint  receives  a  final  washing  out  with  hot 
water,  all  clots  being  thus  cleared  out.  The  surfaces  are  then 
dried  carefully  and  covered  with  iodoform  emulsion,  and  then  the 
stitches  are  secured  without  leaving  any  room  for  drainage.  An 
antiseptic  wool  dressing  put  on  very  thick,  and  firmly  bandaged  to 
prevent  oozing  internally,  completes  the  operation.  The  limb  should 
then  be  secured  upon  a  straight  splint,  and  be  kept  in  an  elevated 
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position  for  several  hours,  also  to  check  oozing.  The  result  is  almost 
invariably  primary  union,  without  a  trace  of  suppuration.  The 
stitches  are  taken  out  on  the  ninth  or  tenth  day,  and  all  is  sound. 
Of  course  a  careful  watch  is  kept  upon  the  temperature  all  this  time, 
and  if  this  rises  and  remains  elevated  and  the  patient  complains  of 
pain  and  throbbing  in  the  joint  with  malaise  and  anorexia,  the 
dressings  must  be  removed  and  the  joint  inspected.  If  it  be  found 
distended  with  either  blood  or  pus,  a  tube  must  be  inserted  and 
thorough  drainage  provided  for.  In  dissecting  away  the  synovial 
membrane  I  always  conm^ence  methodically  at  the  tip  of  the  oval 
flap  when  it  is  turned  up,  and  work  upwards,  peeling  it  from  the 
posterior  surface  of  the  quadriceps,  then  peel  it  off  from  the  point 
of  the  femur  and  at  the  sides,  then  from  about  the  crucial  ligaments, 
and,  finally,  off  the  head  and  borders  of  the  tibia.  In  many  cases  it 
is  possible  in  this  way  to  remove  the  whole  synovial  membrane 
almost  in  a  continuous  sheet. 

If  the  patellar  ligament  has  been  divided  I  always  stitch 
it  together  again  with  silk,  which  remains  buried.  It  is  weU 
in  these  operations  not  to  include  the  capsule  of  the  joint  in  the 
stitches  which  unite  the  skin  wound.  If  the  capsule  and  expansion 
of  the  quadriceps  be  included,  the  skin  is  apt  to  be  dragged  in  and 
the  edges  displaced,  which  may  interfere  with  primary  union. 
Indeed,  it  is  probably  better,  for  several  reasons,  not  to  unite  the 
edges  of  the  capsule  and  the  fibrous  expansion  of  the  muscle  at  all. 
One  advantage  of  not  doing  so  is  that,  if  there  be  any  effusion  into 
the  joint  cavity  after  the  opei-ation,  the  fluid  is  not  pent  up,  but 
escapes  into  the  areolar  planes  around  the  knee,  and  is  more  rapidly 
absorbed  than  if  it  remained  in  the  joint  And  should  the  deeper 
parts  unhappily  suppurate  from  any  mischance,  the  pus  would  at 
once  appear  under  the  skin,  and  be  easily  evacuated,  which  would 
not  be  the  case  were  the  divided  capsule  closely  sutured. 

When  the  wound  is  perfectly  healed,  which,  as  a  rule,  is  the  case 
at  tlie  end  of  ten  days,  I  find  it  best  to  put  up  the  whole  limb, 
from  the  gluteal  fold  to  the  toes,  in  a  firm  plaster-of-Paris  case, 
applied  closely  over  a  thin  layer  of  cotton  wadding.  This  splint  can 
be  removed  at  the  end  of  six  weeks,  and  renewed  if  the  joint  is  not 
yet  firm  enough  to  walk  upon.  As  a  rule,  the  limb  may  be  used  in 
the  eighth  week,  but  not  without  the  support  of  the  splint.  In  some 
cases,  however,  where  only  a  very  limited  removal  of  synovial  mem- 
brane has  been  undertaken,  and  where  all  the  more  important 
ligaments  have  been  spared,  a  movable  joint  may  be  aimed  at,  and 
here  it  will  be  necessary  to  leave  off  the  splints  during  the  day,  and 
to  encourage  passive  and  active  movement.  Massage,  too,  shoidd  be 
employed  to  get  rid  of  the  stiffness  which  remains.  But  in  these 
cases  it  will  be  very  desirable  to  keep  the  limb  on  a  straight  splint 
at  night,  lest  angular  displacement  take  place,  which  would  be 
difficult  to  correct  during  the  day.  But,  hitherto,  the  author  has 
only  operated,  as  a  rule,  upon  such  cases  as  were  affected  with  too 
much  disease  to  justify  the  hope  that  after  operation  the  movements 
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could  ever  be  restored,  and  a  stiff,  firm  joint  has  been  purpose! 
aimed  at.  The  knee  has  been  put  up  in  very  slight  flexion,  so  thi 
the  front  of  the  foot  should  reach  the  ground  first  in  walking.  Men 
over,  this  is  the  most  comfortable  position  for  the  limb  when  stiff  : 
the  patient  is  sitting  down.  And  in  those  cases  where,  either  froi 
atrophy  from  disuse,  or  from  removal  of  diseased  parts  of  the  femn 
or  tibia,  the  limb  is  shortened,  the  pointing  of  the  toes  will  make  u 
for  the  slight  shortening. 

This  atrophy  from  disuse  must  never  be  overlooked.  It  is  nc 
uncommon  in  cases  where  disease  of  the  knee  joint  has  existec 
without  any  operative  interference,  perhaps,  for  years,  to  find  th« 
the  tibia  is  shortened  to  the  extent  of  an  inch  or  so,  and  the  femn 
as  well.  If  we  have  not  made  careful  measurement  of  the  iim 
before  operation  in  such  cases,  we  may  be  inclined  to  set  down  tb 
loss  of  length  of  the  leg  to  our  interference,  where  really  the  latt« 
has  had  nothing  to  do  with  the  condition. 

But  if  the  knee  has  been  put  up  in  a  slightly  bent  position,  i 
is  necessary  to  guard  against  this  flexion  becoming  greater,  and  thi 
can  only  be  done  by  the  use  of  splints  for  months  or,  in  some  cases 
years.  This  is  always  necessary  in  young  children  under  ten  year 
of  age.  Here,  if  a  limited  excision  be  done  at  all,  and  the  cartilage 
on  femur  and  tibia  be  left  intact,  or  nearly  so,  the  union  between 
these  surfaces  must  be  fibrous.  And  if  this  be  so,  the  soft  bond  o 
union  is  capable  of  Ijeing  stretched  to  a  considerable  extent  Nov 
children  spend  a  great  part  of  the  twenty-four  hours  in  bed  or  in : 
sitting  position.  As  a  rule,  when  thus  in  bed  or  seated,  there  is  i 
great  tendency  to  flex  the  knee  into  the  position  of  greatest  ease 
and  if  this  position  be  maintained  for  many  hours  daily,  there  i 
always  a  diflSculty  in  restoring  it  to  a  straight  position.  Indeed,  t 
has  a  tendency  to  grow  more  and  more  flexed,  on  account  of  th 
preponderating  action  of  the  hamstring  musclea  For  this  reafion 
in  all  young  cases  I  insist  upon  the  use  of  a  straight  splint,  at  al 
events  at  night,  for  months  or  years  it  may  be  after  all  trouW 
has  been  overcome  in  the  knee.  And  inasmuch  as  among  the  poo 
and  ill-educated  a  back  splint  is  rarely  properly  attended  to,  I  fiiM 
it  better  to  keep  the  limb  in  plaster-of-Paris  for  long  periods.  Ii 
this  the  patient  can  be  allowed  to  walk  about,  and  gradually  tin 
habit  of  keeping  the  limb  straight  becomes  fixed,  and  it  can  b 
ultimately  left  off  when  all  resiliency  has  ceased. 

In  those  cases,  however,  in  which  the  cartilages  have  been  re 
moved  by  the  knife  or  destroyed  by  disease,  and  where  bony  surfaoo 
are  brought  in  contact,  the  union  is  by  bone,  and  the  need  of  splinu 
is  not  felt  after  two  or  three  months.  It  must  not  be  forgotten 
however,  that  the  ends  of  both  femur  and  tibia  in  such  cases  havi 
been  softened  by  atrophy,  the  result  of  disuse.  If  under  sod 
conditions  too  much  weight  is  thrown  upon  the  bones  before  tbei 
have  quite  recovered  their  firmness,  they  may  actually  bend  above 
or  below  the  joint,  as  in  rickets,  and  antero-posterior  or  lateral  flexiiir 
be  the  restdt.     This  is  due  to  no  fault  in  the  operation,  but  is  dw 
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to  the  atrophic  state  of  the  ends  of  the  bones  and  their  over-use 
too  early. 

When  these  pathological  facts  are  overlooked,  much  disappoint- 
ment is  often  experienced.  The  child  comes  back  after  some  months 
with  a  sound  knee,  but  with  flexion  often  to  a  high  angle,  requiring 
much  trouble  to  correct,  even  if  it  can  be  corrected  at  all. 

Sjrphilitic  disease  of  the  knee. — ^This  is  a  comparatively  rare 
disease,  if  we  except  those  cases  in  which  gummata  form  on  the  sur- 
faces of  the  joint.  Such  are  not  uncommon,  and  may  be  mistaken 
for  bursal  or  other  tumours.  The  patient's  history  and  the  chronic 
nature  of  the  ailment,  together  with  the  early  discoloration  of  the 
skin,  will  generally  leave  but  little  doubt  as  to  the  condition. 

Another  form  of  syphilitic  disease,  too,  is  not  veiy  uncommon  in 
the  knee,  namely,  gumma  of  the  head  of  the  tibia  or  end  of  the 
femur,  which  works  its  way  into  the  joint  and  seriously  damages  the 
latter. 

But  syphilitic  synovitis,  meaning  by  this  the  deposit  of  granu- 
loma or  gummata  in  the  synovial  membrane  of  the  joint,  is  not 
common.  The  cases  I  have  seen  have  all  been  congenital  in 
young  patients,  and  have  been  associated  with  other  evidences  of  the 
hereditary  disorder,  such  as  pegged  teeth,  interstitial  keratitis,  etc. 
It  is,  as  a  rule,  an  almost  painless  affection,  and  only  troubles  the 
patient  by  producing  a  weakness  and  stiffness  of  the  joint.  Pro- 
gression is  not  interfered  with.  The  part  is  swollen  but  not  tender, 
and  the  sense  to  the  finger  is  as  of  a  doughy  mass  without  any  fluid 
effusion. 

The  diagnosis  is  not  difficult  in  view  of  the  concomitant  evidences 
of  syphilis  and  the  absences  of  any  signs  of  tubercle,  the  only  disease 
it  is  at  all  likely  to  be  confounded  with. 

The  treatment  is  that  of  congenital  syphilis  generally.  The  limb 
may  be  used  as  much  as  is  reasonable,  and  requires,  therefore,  no 
restraint. 

Local  applications  appear  to  have  no  influence  upon  the  course 
of  the  disease,  which,  on  the  whole,  is  amenable  to  the  general 
remedies. 

In  cases,  however,  in  which  we  suspect  a  tuberculous  as  well  as  a 
syphilitic  taint  we  must  be  careful,  and  treat  the  joint  rather  as  a 
tuberculous  one  than  as  a  syphilitic  one. 

Ohronic  osteo-arthritis  of  the  knee. — This  is  one  of  the 

commonest  affections  of  the  joints,  and  one  of  the  most  troublesome. 
Its  general  pathology  has  already  been  described  (page  1052),  and  we 
need  only  here  allude  to  its  clinical  features.  It  is  rarely  seen  before 
forty  years  of  age,  and  seems  to  affect  both  sexes  in  about  equal 
degrees. 

'  The  symptoms  at  first  are  usually  ill-defined  pain  and  stiff- 
ness, most  marked  in  the  morning  and  going  off  after  exercise. 
There  is  no  heat,  redness,  or  swelling  at  first,  but  after  a  time  the 
outline  of  the  bones  becomes  irregular,  and  the  joint  looks  and  feels 
nodular.     The  movements,  too,  become  uneven,  and  a  creaking  or 
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^(rating  may  be  felt  in  the  joint  with  the 
After  much  exertion  at  this  stage  then 
the  temperature  will  be  increased. 

The   diagnosis   usually   offei-s  little 
patient's  age,  and  the  above  changes  an< 
other  joints  at  the  same  time. 

The  treatment  in  the  early  stages  < 
warm  and  in  proper  exercise,  with  regt 
gards  the  latter,  everything  which  will 
and  elimination  must  be  attended  to. 
of  great  benefit  if  candied  out  regularly, 
are  also  indicated,  and  a  course  of  wai 
Wildbad,  is  frequently  followed  by  much 

In  the  later  stages  very  little  can  be 
but  the  measures  just  recommended  w 
diminish  the  suffering  caused  by  it. 

Ultimately  great  deformity  is  often  a 
locking  of  the  femur  against  the  tibia,  ow 
growths  from  both  bones.  Sometimes  < 
become  detached  and  loose  in  the  joix 
symptoms,  and  requiring  all  the  treatment, 

But  though  the  locking  of  the  two  be 
completely  suspend  its  movements,  true 
rare. 

Anchylosis  of  the  knee.— Any  of 

movement,  partial  or  complete,  affecting 
the  heading  of  "Anchylosis  "  (page  1067)  i 
genei'al  principles  of  their  treatment  w( 
in  the  case  of  the  knee  it  must  be  reme: 
that  the  primary  function  of  the  part  is  to 
gression  ;  and  in  the  second,  that  unless  t 
obtaining  voluntary  movement  in  both  di 
tension  it  is  better  to  abstain  from  all  a1 
For  thei-e  is  a  strong  tendency  in  this  joii 
fiexion  whenever  in  pain ;  and  if  our  passi 
ments  produce  pain,  it  will  be  kept  flexed 
way  a  limb  which  has  been  straight  and 
but  useful  for  progression,  may  be  rende 
attempts  to  restore  its  movements  ;  for  a: 
move  it  he  will  place  it  and  maintain  it 
flexion.  Unless,  then,  the  condition  be  co 
movement  without  suffering  be  restored,  a 
result  in  many  cases,  and  when  strongly 
useful  as  before,  and  even  tends  to  grow  w 
tendency  to  flex  it  involuntarily,  and  none 
may  be  counteracted  to  some  extent  by 
hand,  the  latter  prevent  the  very  thing  W( 
free  movement — and  favour  the  productior 
sionally  anchylosis  with  flexion  is  combin 
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m??.  4.'i«'  —  Bciiiy  AiuihyloJili  of  the  Kow  itt 

E<.?;j'j*iiL  I'l"  rln'  l  iK]ii  outwnrilji.  (From 
University  CoU^re  Miueam.) 


the  tibia  on  the  femur  (Fig.  456),  and  in  some  very  rare  cases  of 
disorganisation  of  the  knee  the  joint  becomes  anchylosed  in  the 
position  of  hyper-extension  as  seen  in  Fig.  457. 

Treatment* — For  bad  fibrous  or  bony  anchylosis  with  great 
displacement,  whether  of  flexion, 
extension,  or  rotation,  the  only 
thing  to  be  done  is  either  osteo- 
tomy of  the  femur  above  the  joint, 
or  the  more  or  less  complete  resec- 
tion of  the  joint  This  is  best  done 
by  the  anterior  flap  method,  by 
which  the  articulation  is  opened, 
and  then  the  bond  of  union  be- 
tween the  bones  is  divided  by  the 
saw  in  a  plane  at  right  angles  to 
the  axis  of  the  femur.  A  second 
saw-cut  is  then 
made  in  a.  plane 
at  righl  ajxgles  to 
the  axis  of  the 
tibia,  or  nearly 
eo,  which  joins 
the  tii^t  line  of 
section      behind 

— or  in   the    case  of  hyper-extension — in    front. 
If  these  cuts  be  made  true,  and  the  fragment  of 
bone  between  the  two  l>e  now  removed,  the  femur 
and  tibia   must  come  together  in  a  straight  line 
by  their  8awn   surfaces.      My  aim   in  doing  this 
operation  has  always  been  to  adapt  these  fi'-esh-cut 
KurfacaB  with  the  knee  in  very  slight  flexion,  so 
that  the  front  of  the  foot  reaches  the  ground  before 
the  heel,  thus  giving  more  springiness  to  the 
gait,  and  greater  length  to  the  limb.     With  a 
properly-applied  plaster-of- Paris  splint  such  cases 
heal  straight  oflT,  and  there  is  no  need  to  suture 
or  peg  the  bones.  They  heal  like  a  simple  fi-ao- 
ture.      But  whatever  is  done,  great  care  should 
be  taken  not  to  put  undue  strain  upon 
the  structures  behind  the  joint  which 
have  been  long  contracted.     If  this 
be  done,  there  is  danger  of  gangrene 
of  the   foot  from   stretching   of   the 
arteries  and  nerves.  To  guard  against 
this,  enough  bone  must  be  removed  to 
enable  the  limb  to  be  brought  nearly 
Wf^  457.-Ki.^e  an-    iVU^W       ^  *  Straight  line,    without  any  drag 
^ictiied  hi  BjiiVT'    U^^^  upon  the  popliteal  structures,  and  the 

UrilSy  c'oii^"  M«««nu)  result  must  be  carefully  watched,  the 
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circulation  and  sensation  in  the  toes  bei 
these  are  natural  we  may  be  satisfied  ; 
must  be  placed  in  a  flexed  position  agf 
operation  removing  more  bone  be  done, 
firm,  bony  anchylosis  is  the  aim  we  have  i 
But  even  in  cases  where  the  bone  is  fr 
no  strain  put  upon  the  arteries  from  the 
the  old  dcatricuJ  tissue  dating  from  the  < 
upon  the  vessels  in  the  new  position,  ai 
Such  a  case  has  recently  occurred  in  my 
in  gangrene  of  the  toes.  The  limb  was  u 
the  knee,  and  the  vessels  were  found  on  c 
had  probably  been  pressed  upon  by  the 
the  limb  was  put  in  a  straight  line. 

Hsemophilia  affecting  the  knee- 
frequently  the  seat  of  haemorrhage  among 
It  is  so  slightly  covered  by  soft  parts,  anc 
blows  and  strains,  that  this  is  not  to  be  w 
and  treatment  have  already  been  consider 

Neuralgia  of  the  knee  is  frequen 

matory  afi'ections  of  the  knee.  The  sympi 
have  been  already  alluded  to  (page  1074). 

Neoplasms  about  the  knee  beloni 

chondroma  and  sarcoma  groups.  As  a  rule 
affection  has  been  made  nothing  is  left  l 
the  growth  through  the  thigh.  If  there  b 
the  tumour  may  be  explored  easily  by  an  a 
few  cases  perhaps  it  is  safe  to  remove  < 
too  widely  involve  the  joint  surfaces. 

Cystic  swellittirs  abont  the  kne 
quently  met  with  in  the  course  of  Charcot'e 
synovitis  in  adults.  In  either  case  they  c 
the  true  capsule  of  the  joint  distended  iw 
the  original  disease,  or  they  may  be  dilate 
round  the  joint,  with  or  without  a  comn 
When  due  to  Charcot's  disease,  but  little  < 
when  the  result  of  either  tuberculous  or 
have  frequently  dissected  them  out  in  ^ 
best  results. 

Loose  bodies  are  commoner  in  th( 
joint.  Their  pathology,  S3rmptoms,  and  tr 
discussed  (page  1070). 

AFFECTIONS  OF  THE  A: 
Simple  acute  synovitis  of  the  a 

the  whole,  a  comparatively  rare  condition, 
the  exposed  position  of  the  ankle,  and  the 
and  strains  to  which  it  is  subjected,  this  i 
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When  it  is  met  with,  the  usual  signs  and  symptoms  of  synovitis  are 
observed  — i,e,  pain  and  limitation  of  movement,  swelling,  fluctua- 
tion, and  occasionally  some  redness.  The  swelling  and  fluctuation 
are  usually  most  noticeable  in  front  at  either  side  of  the  extensor* 
tendons,  but  also  to  some  extent  behind  at  either  side  of  the  tendo 
Achillis. 

The  diagnosis  is  based  upon  the  history  of  injury  or  exposure 
and  the  signs  just  alluded  to,  and  usually  gives  rise  to  no  difliculty. 

The  treatment  is  that  of  inflammation  generally,  and  consists  in 
absolute  rest  for  the  part  in  the  elevated  position,  and  the  applica- 
tion of  leeches  at  the  outset,  followed  by  ice-bags  or  evaporating 
lotions,  and  later  by  hot  fomentations  with  belladonna.  At  the 
same  time,  the  bowels  are  to  be  kept  open,  and 
vascular  tension  is  to  be  relieved  by  saline 
purges,  with  a  small  quantity  of  tartarised 
antimony  pushed  ad  nauseam.  When,  by 
these  means,  the  general  vascular  tension  and 
the  efl\ision  have  been  checked,  blisters  may 
be  employed  to  get  rid  of  the  fluid.  This  is 
usually  easily  done  in  simple  cases,  and  then 
nothing  remains  but  to  support  the  joint  for 
a  time  in  either  a  plaster-of-Paris  case  or  such 
a  splint  as  that  figured  in  Fig.  458.  As  the 
pain  and  stiffness  subside,  the  patient  may  be 
encouraged  to  use  the  joint  for  walking,  first 
with  the  splint  still  on,  and  later  without  it. 
Care  should  always  be  taken  not  to  allow  the 
joint  to  remain  too  long  without  movement, 
lest  the  stiffness  become  permanent. 

The  subacute  form  of  this  affection  is, 
perhaps,  less  uncommon  than  the  acute,  and  is 
recognised  by  the  same  signs  and  symptoms 
present  in  a  less  marked  degree. 

The  treatment  of  this  will  also  be  identical  generally  as  in  the 
last  instance,  but  here  we  may  resort  to  blistering  earlier,  and  follow 
this  up  by  rubefacients  such  as  tr.  iodi.  If  by  these  meand  the 
swelling  and  effusion  be  relieved,  passive  movement  and  massage 
at  the  same  time  must  be  employed  to  overcome  stiffness.  Then 
active  movement  with  caution,  lest  the  inflammation  be  set  up 
again. 

It  is  well  in  this,  as  in  all  other  forms  of  synovitis  in  the  joints, 
after  the  process  has  subsided  to  support  the  latter  by  means  of 
strapping  or  elastic  webbing  for  a  time,  to  prevent  passive  effusion. 
(See  page  1038.) 

The  chronic  form  of  simple  synovitis  of  the  ankle  not  infre- 
quently springs  from  one  or  other  of  the  two  previous  affections. 
Here  the  tendency  is  to  great  thickening  of  the  synovial  membrane, 
with  less  effusion  than  in  the  acute  or  subacute  forms,  as  a  rule. 
But  the  swelling  manifests  itself  in  precisely  the  same  position  as 


Fig.  458.  -Leather  Splint 
for  the  Ankle. 
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the  effusion  (page  1115).  The  great  dif 
diagnose  them  from  the  tuberculous  forn 
among  young  patients  this  is  often  in 
'  of  the  joint  are  affected,  and  the  si 
present. 

Fortunately,  the  treatment  for  both  t 
same.  They  are  each  varieties  of  cl 
synovial  membrane,  but  with  different  € 
ment  will  consist  in  rest  of  the  part  and  c 
Then  blisters  and  rubefacients  follow,  com 
good  food,  and  fresh  air.  Later,  if  the 
swollen  and  pulpy,  and  the  joint  tender, 
remove  it  in  the  case  of  the  simple  syno^ 
cular.  The  beneficial  results  will  be  t 
employed  also  (page  1117). 

Syphilitic  disease  of  the  ankle 

in  the  bones  or  synovial  membrane,  if 
no  special  description  either  of  its  pat 
ment,  enough  having  been  already  said 
in  other  joints  generally  (page  1044). 

Tuberculous  disease  of  the  ank 

both  being,  as  a  rule,  chronic.  We  fii 
either  in  the  bones  or  the  synovial  mem 
affection  is  a  grave  one,  for  it  rarely  rem 
structure,  but  has  a  great  tendency  to  sp 
joint  It  is  mostly  met  with  in  child  re: 
particularly  destructive  to  the  joint  in 
however,  it  is  probably  a  graver  dise 
infection  begins  to  spread  in  a  young  ad 
state  of  mature  vitality,  it  either  means  1 
is  particularly  virulent,  or  that  the  i 
receptive,  owing  to  advanced  debility.  1 
an  arrest  of  the  disease  are  small,  while  i 
year  is  acquiring  increased  power  of  i 
disease,  the  prospect  is  better. 

The  affection  in  the  ankle  joint  is  a 
the  ease  with  which  it  can  spread  to  all  t 
until  the  latter  hone  is  literally  surrounds 
tion,  and  is  little  more  than  a  sequestrui 
culous  abscess.  And,  again,  the  lattei 
other  neighbouring  articulations  of  the  fo 

The  symiptoais  of  tuberculous  diseas 
of  the  ankle-joint  in  its  earlier  stages  are 
synovitis  (page  1115).  Later,  die  usu 
found  in  the  spots  indicated  above,  togetl 
weakness  of  the  foot,  and  some  pain,  thou 
general  history  will  help  much  in  a  diagn^ 
sprtMid  to  the  bones  or  ha«  commencec 
expanded,  and  the  pain  on  treading  with 
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As  a  rule,  the  bones  and  synovial  membrane  are  early  involved  in 
the  same  disease. 

The  treatment  will  consist,  in  the  first  place,  of  rest  for  the 
joint.  This  may  often  be  provided  for  without  condemning  the 
patient  to  inactivity,  by  either  employing  a  Thomas's  knee  splint  or 
by  supporting  the  knee  in  the  flexed  position  in  a  bucket  and  wooden 
pin,  upon  which  the  patient  can  walk  without 
using  the  ankle.  This  joint  also  lends  iteelf 
very  well  to  the  treatment  by  passive  lijperte- 
mia  (Bier,  page  1050),  the  constricting  bandages 
being  easily  controlled  on  the  part.  It  may  also 
be  treated  by  the  injection  of  iodoform  and 
glycerine,  either  alone  or  combined  with  the 
last  procedure. 

These  measures  are  often  sufficient  to  arrest 
the  disease  in  its  earliest  stages  if  carried  out 
effectually  and  for  long  enough.     But  where,  in 
spite  of  all  constitutional  and  local  ti^eatment^ 
the  process  is  advancing,  it  becomes  a  question 
whether  the  foot  ought  to  be  amputated^  or  an 
endeavour  be  made  to  save  it  by  some  form  of 
excision.    Of  course,  where  the  latter  is  thought 
feasible,  it  ought  to  be  tried,  but,  it  must  be 
confessed,  that   until   quite  recently   excision^ 
partial  or  complete,  of  the  ankle  joint  htm  not 
proved  a  veiy  satisfactory  procedure.    The  chief 
reason  for  this  is  to  be  found  in  the  difficulty 
of  eradicating  the  whole  of  the  diseased  tissue 
from  the  joint     Here  the  astra- 
galus  has    a    disproportionately 
large    articular    surface,     which 
extends  over  its  lateral  aspects 
nearly  down   to  its  articulation 
with  the   OS   calcis  on   the   one 
hand,  and  to  the  scaphoid  on  the 
other.     The  synovial  pouches  ex- 
tend even  beyond  the  cartilagi- 
nous borders.    Any  disease,  then, 

starting  either  under  the  encrusting  cartilage  or  in  the  synovial 
membrane  is  very  apt  to  advance  to  the  other  articulations,  and 
from  them  to  the  adjacent  bones.  Under  these  conditions,  mere 
removal  of  the  articular  disease  of  the  ankle  joint  would  be  inade- 
quate, the  residue  in  the  neighbouring  articulations  being  capable 
of  perpetuating  the  process  indefinitely. 

Various  foimal  excisions  have,  however,  been  formulated  for 
the  ankle  joint.  But  in  my  opinion,  here  everything  that 
can  be  done  by  a  formal  excision  can  be  achieved  by  the  free 
opening  of  the  joint  by  longitudinal  incisions  at  either  side  and 
behind,  and   the  removal  through  these  of  all  evidently  diseased 


Fig.  459.— Splint  for  fixing  the  Ankle  with 
flexible  Rod  oonneoting  Leg  and  Foot 
Pieces. 
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tissue  by  knife,  gouge,  and  scissors,  with  free  flushing-out  of  the 
cavity  with  warm  water  as  described  in  reference  to  the  hip  and 
knee  (page  1091 ).  These  incisions  can  then  be  closed  without  drainage, 
and  the  foot  put  up  at  a  right  angle  in  plaster-of-Paris  or  such  a 
splint  as  that  figured  in  Fig.  459. 

In  children,  where  the  astragalus,  as  a  whole,  is  very  prone  to 
be  affected  by  tuberculous  osteo-myelitis  in  addition  to  the  diseaae 
actually  present  in  the  ankle  joint,  I  have  frequently  found  it 
necessary  and  exceedingly  advantageous  to  remove  the  whole  bcske. 
This  is  best  done  through  an  incision  running  along  the  outer  border 
of  the  common  extensor  tendons.  Through  this  the  astragalus  can 
be  extracted  in  whole  or  in  pieces.  The  cavity  can  then  W  cut  and 
scraped  clean,  and  the  ends  of  the  tibia  and  fibula  be  gouged  awij 
until  sound  bone  is  reached.  The  surfaces  of  the  os  calds  ind 
scaphoid  must  be  similarly  treated  until  all  diseased  tissue  is  eradi- 
cated. Then  the  usual  flushing  is  carried  out  until  the  whole  field 
of  operation  is  cleared  of  tuberculous  debris,  and  a  sponge  is  thrust 
into  the  cavity.  The  stitches  for  the  closure  of  the  wound  are  then 
inserted,  but  before  they  are  knotted  the  sponge  is  removed  and  the 
cavity  is  filled  with  iodoform  emulsion.  Any  excess  of  this  is  finallj 
squeezed  out  and  the  stitches  are  tied,  a  voluminous  salicylic  wool 
dressing  being  applied  over  all.  In  some  cases  it  may  be  necetmij 
in  order  to  reach  all  aspects  of  the  disease  to  make  more  than  ooe 
incision  into  the  cavity,  and  these  must  be  placed  with  due  regird 
to  vessels  and  nerves. 

The  results  after  such  informal  excisions  and  removal  of  the 
astragalus  are  excellent  in  many  cases,  and  fully  as  good  as  any 
claimed  for  the  more  classical  excisions.  Indeed,  a  foot  which  hii 
completely  lost  its  astragalus,  appears  to  be  but  very  little  the  worse 
for  its  removal. 

Amputation  for  tuberctUous  ankle. — The  question  of  the  re- 
moval of  the  foot  for  tul^erculous  disease  of  the  ankle  is  usoallj 
determined  by  the  history  of  the  patient's  general  health  in  the  fir« 
place,  and  by  the  local  condition  in  the  second.  Many  cases  of  very 
advanced  disorganisation  are  curable  by  careful  genera]  and  local 
treatment  in  the  direction  of  removing  the  tuberculous  material  bj 
more  or  less  perfect  excision,  provided  the  general  vitality  of  the 
patient  is  fairly  good.  But  in  view  of  the  possibility  of  general 
infection  of  the  system  from  the  local  foci  in  the  ankle,  if  the  patient 
become  debilitated  by  pain,  want  of  outdoor  exercise,  and  prolonged 
suppuration,  the  surgeon  should  be  on  his  guard  against  pushing  the 
attempt  at  preser\4ng  the  foot  too  far,  and  thereby  risking  thr 
patient's  general  well-being  from  the  spread  of  the  disease  to  in- 
ternal organs.  No  hard-and-fast  rule  can  be  laid  down  to  meet  these 
cases,  but  it  may  be  said  generally  that  in  young  children  conserva- 
tism may  be  persisted  in  longer  than  in  young  adults,  and  that  among 
the  latter,  whei-e  the  disease  is  stubborn  and  extending  in  spite  of 
careful  treatment,  and  where  the  general  health  is  distinctlv  running 
down  and  loss  of  time  is  of  great  importance,  amputation  above  the 
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ankle,  or  by  Syme's  method  if  possible,  should  not  be  too  long 
postponed. 

Neuralgia  of  the  ankle. — ^This  is  very  prone  to  follow  the 
ordinary  inflammatory  diseases  of  the  part,  and  is  often  a  source  of 
much  trouble  to  the  patient.  Indeed,  the  ankle  like  the  wrist  re- 
quires frequently  a  long  time  to  recover  from  the  painful  eflects  of 
disease.  The  diagnosis  will  be  based  u{)on  those  genei-al  considera- 
tions already  alluded  to  (page  1074),  and  upon  the  absence  of  any 
objective  evidence  of  mischief; 

The  treatment  is  that  for  neuralgia,  as  it  occurs  any- 
where in  the  body ;  the  local  will  consist  in  blistering,  repeated  in 
different  spots  along  the  painful  area.  In  addition,  passive  move- 
ment and  massage  are  necessary  in  many  cases  to  lead  up  to  active 
movement.  This  must  be  encouraged  as  much  as  possible,  both  on 
account  of  the  local  condition  and  of  the  general  health.  Patients 
are  only  too  prone  to  spare  the  painful  joint,  and  in  doing  so  injure 
their  general  health  by  want  of  exercise,  while  at  the  same  time  the 
nutrition  of  the  parts  round  the  ankle  remains  defective,  and  the 
morbid  change  inducing  the  neuralgia  is  not  shaken  off.  These 
patients,  therefore,  should  be  encouraged  to  walk  and  run  about  in 
the  fresh  air,  to  an  extent  sufficient  to  secure  abundant  bodily  exer- 
cise without  over-fatigue.  Then  when  in  the  house  the  ankle  should 
be  rested  on  a  chair.  Grood  rubbing  before  going  to  bed  at  night, 
and  the  wearing  of  thick  woollen  stockings  in  bed  if  the  foot  is  in- 
clined to  be  cold,  will  also  materially  assist  the  cure. 

Neoplasms  about  the  ankle. — -These  cannot  be  said  to  be  com- 
mon, but  are  occasionally  met  with  starting  from  the  bones  of  the 
leg  or  tarsus,  or  under  the  periosteum.  They  are  usually  either  of 
the  chondroma  type,  or  belong  to  the  varieties  of  sarcoma.  They  are 
likely  to  be  mistaken  in  their  early  stages  for  tuberculous  swellings 
connected  with  the  joint  or  tendon  sheaths.  An  exploration  will 
very  easily  settle  the  question  of  their  existence  or  not.  When 
present  nothing  can  be  done  but  amputation  well  above  the  growth. 

Cysts  of  the  ankle.— These  are  occasionally  met  with  in  the 
form  of  distended  synovial  bursce  or  tendon  sheaths,  or  offshoots  of 
either.  Remembering  that  the  pathological  changes  of  synovial 
bursfe  and  tendon  coverings  are  the  same  as  those  of  the  joints 
practically,  we  need  not  describe  them  more  minutely  here,  as  they 
have  been  ali-eady  dealt  with.     (See  page  1069.) 

The  trecU7tient  is  also,  on  the  whole,  the  same,  except  that  these 
synovial  cysts  can  be  very  easily  dissected  out  from  the  parts  round 
the  ankle,  and  this  should  be  done  fairly  early,  before  the  effects  of 
their  pressure  have  gone  too  far. 

Loose  bodies  in  the  aniUe.— These  are  very  uncommon, 
and  are  rarely  the  cause  of  inconvenience.  Their  pathology  and 
treatment  is  the  same  as  that  suitable  when  they  appear  in  the 
knee  (page  1070). 

Osteo-arthritis  of  the  ankle. — This  is  not  as  common  an 
affection  as  that  of  the  hip  and  knee,  but  may  be  met  with  from 
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time  to  time.  There  will,  as  a  rule,  h 
diagnosis,  inasmuch  as  the  affection  in  t 
other  joints,  such  as  the  hip  and  knee,  h 
and  the  symptoms  are  the  same  as  in  th 
The  treatment  is  also  the  same. 
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These  joints  are  subject  to  the  same 
lations,  but  no  formal  description  is  re 
The  various  forms  of  synovitis,  from  the 
met  with  in  every  degree,  and  their  trea 
cisely  the  same 
dealing  with  tl 
yond  fdl  questi< 
are  the  tuberci 
rest  is  the  fin 
secured  by  disv 
an  agent  of  pr 
patient  should 
and  pin  leg,  u 
stead  of  the  f< 
without  Bier's  t 
suitable  to  th 
iodoform  inject 
culous  foci  mu 
No  hard-and-fa 
this  removal,  < 
bones  are  almo 
quire  resectioi 
thorough,  and  must  be  undertaken  i 
These  may  be  placed  over  the  bones  afi 
often  shelled  out  of  their  periosteum  c 
advantage,  more  or  less  reproduction  < 
after-treatment  is  the  same  as  in  other  c 
In  all  such  cases  I  prefer  the  buckc 
plaster-of -Paris  splints  to  every  other, 
made  thick  enough  (with  or  without  wi 
the  weight  of  the  body  when  the  pat 
When  windows  are  necessary  to  admit  ol 
the  plaster  should  be  varnished  over  t 
charges.  The  best  varnish  for  this  purp< 
(Tr.  benzoin  co.),  which  may  be  painted 
window,  and  on  the  wound  or  sinus  as  w* 
septic.  But,  of  course,  other  forms  of  i 
airable  in  special  cases,  and  such  a  pair  c 
those  figured  in  Fig.  458  will  in  many  cas 
splints  (Fig.  460),  consisting  of  a  flat  f 
grooved  leg-piece  by  a  stout  copper  itxl, 


Fig.  460.— Solint  for  fixing 
the  Ankle  Joint  with 
Copper  connecting  Bod  be- 
tween the  two  portions 
admitting  of  change  of 
angle. 
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in  these  splints  is  soft  enough  to  be  bent  in  any  desired  direction 
to  suit  the  shape  of  the  limb.  These  splints  have  also  the  great 
advantage  that  they  can  be  sterilised  by  heat. 

AFFECTIONS  OF  THE  STERNOCLAVICULAR  JOINT. 

The  ordinary  forms  of  simple  synovitis  of  the  articulations  of 
the  clavicle  are  very  rare,  but  this  joint  is  occasionally  the  seat  of 
acute  septic  inflammation  in  the  course  of  pyaemia  or  septicaemia. 
In  such  a  case  a  swelling  rapidly  forms  over  the  front  of  the  articu- 
lation, and  fluctuation  and  oedema  soon  follow,  with  pain  and  inability 
to  raise  the  arm  to  the  horizontal  position.  The  general  condition 
leaves  no  uncertainty  as  to  the  diagnosis  and  the  mode  of  treatment. 
There  can  be  no  doubt  that  here  the  proper  measure  is  early  and 
free  evacuation  of  the  effusion  with  thorough  drainage.  If  this  is 
not  done,  there  is  great  danger  of  rupture  of  the  abscess  on  its 
posterior  aspect,  and  extravasation  of  the  pus  into  the  root  of  the 
neck  and  mediastinum,  where  it  will  run  riot,  and  cannot  be  drained 


TabercolouS  disease  is  also  seen  in  rare  instances  in  this  joint, 
and  presents  the  usual  characters  of  this  affection,  attacking  both 
the  synovial  membrane  and  the  bones  on  each  side.  In  a  case  re- 
cently under  my  care  it  was  necessary  to  open  the  joint  freely,  when 
a  large  sequestrum  was  removed  from  the  end  of  the  clavicle,  and 
the  cavity  of  the  bone  was  gouged  clean.  The  result  was  most 
satisfactory. 

Chronic  rheumatic  arthritis  is  also  frequently  seen  to  affect 
the  stemo-clavicular  joint,  and  has  the  usual  characteristics  seen 
elsewhere.  The  joint  becomes  nodular  and  tender,  and  movements 
of  the  shoulder  are  felt  in  it  painfully.  The  presence  of  the  same 
disease  elsewhere  helps  materially  in  a  diagnosis.  The  treatment  is 
the  same  as  that  described  already  (page  1055). 

AFFECTIONS  OF  THE  SHOULDER  JOINT. 

This  joint  is  comparatively  rarely  the  seat  of  the  aflfections  which 
ordinarily  attack  the  other  articulations.  The  reasons  for  this  are 
probably  to  be  found  in  the  fact  that  it  is  well  covered  by  muscles, 
and  is  thus  sheltered  from  the  vicissitudes  of  temperature  and  weather, 
and  besides  is  protected  to  a  great  measure  from  the  effects  of  injury 
by  the  great  mobility  of  the  scapula.  Nevertheless,  we  do  occasion- 
ally meet  with  simple  synovitis  in  its  three  degrees — acute,  subacute, 
and  chronic — and  the  septic  forms  of  the  same  disease.  Besides  these, 
tubercular  conditions  may  be  met  with  and  rheumatoid  arthritis. 

Simple  acute  synovitis  of  the  shoulder.— This,  when  seen,  is 

usually  the  result  either  of  exposure,  injury,  over-use,  or  strain.  It 
generally  manifests  itself  by  a  sense  of  stiffness  and  weakness  in  the 
part,  followed  by  pain  and  swelling.  The  latter  is  best  felt  anteriorly 
over  the  bicipital  groove  and  on  the  axillaiy  aspect  of  the  capsule. 

AAA 


Here  iii  uiofit  cases  distinct  flnctuatiou  caa  be  felt*  MoWQMiile 
the  joint,  wlietlier  a^itive  or  passive,  are  productive  of  pam«  and  an* 
ill  the  Utter  case  strongly  I'esisted  by  the  muscleB  whicii  iht.  the 
hutiierua  to  the  ucapulai  aiid  cause  ^e  two  Ijonea  to  move  tm  a 
whole.     Together  with  this  there  will  be  increased  hent  in  the  pul. 

These  symptoms  will  lie  sufficient  for  a  diagnosis  in  most  caats, 
the  rapid  onset  and  general  acuteness  aenring  to  dintingqiah  tho  ooa> 
dition  from  tuberculous  invasion.  The  absence  of  generml  ooatttto- 
tioniil  disturbaiict?  diatinguishes  it  from  the  septic  form  of  sym 

The  f  r«'iitiiieiil  consists  in  tixmg  the  arm  so  as  to  prevent 
ment  in  the  joint ;   and  here  nothing  is  better  than  stiupping 
as  for  a  fractured  clavicle  by  Say  re's  method  (page  804).     B^ 
mime  immobilifjation  may  be  brought  about  by  putt  Lug  the 
a  sling  and  securing  it  to  the  side  by  bandages  encircling  the  body. 

In  addition  to  this,  hot  fomentations  must  be  applied,  combi 
with  Ijelladontid  and  glycerine.  When  there  is  much  distension  of 
capsule^  the  joint  should  be  a^pintted.  Le<»ches  may  also  reduce 
tension,  and  should  1>e  placed  over  the  front  and  inner  aspect 
cajiaule,  Wlieu  the  intlainmation  has  been  by  these  measures 
blisters  and  rubefacients  are  desirable,  and,  later, 
doucliing  with  hot  salt  water,  together  with  regulated  paaaiirQ 
ment.  In  certain  cases  where  much  stiflhe^  remains  after  an  tttlacic 
of  simple  acute  synovitis  it  may  be  well  to  put  the  patieiiit 
atiiesdietic,  and  forcibly  move  the  joint  in  all  directions^  tim 
being  fixed  by  an  assistant  standing  on  the  opposite  side  and 
his  hands  over  the  clavicle^  This  measure,  however,  should 
adopted  with  great  caution,  and  when  all  traces  of  the 
inflammation  liave  disappeared.  On  the  other  hand,  such 
should  not  be  allowed  to  remain  too  long  untreated  ;  for  museu 
atro[ihy  sets  in  early,  and  the  pain  a^ociated  with  the  stifTneas  is 
often  conjpletely  relieved  as  soon  as  adlxesions  are  broken  down  and 
the  movements  of  the  joint  are  i^estored. 

^iiii|»le  t^tibaeutf*  and  cliJM»iftlc  farma  of  »yi»o%itia  of 
lli€'  f»tiaiil€ler  joint  only  diflfer  from  the  acute  in  inten^aty  aJid 
dui'ation,  and  oef^  no  special  description  here.  They  call  for  Iha 
same  tretitment  in  the  earlier  stages  as  the  same  affectioQa  io 
other  joints  (page  1034).  The  same  rules,  too,  as  reg^U^ 
passive  movement  apply  here  as  in  the  case  of  the  acute 

Acute,  subaruiCt  and  ctaranlc  sepUe  sfiiCftViUs  m€  dur 
utiou Icier  may  be  said  to  be   uncommon.     When  met  with, 
same  treatment  must  be  employed  as  for  other  joints  (p^gv  l(H 
When  incisions  have  to  be  made  to  evacuate  the  efiiiaeii  fiuid, 
should  be  placed  anteriorly  close  tci  the  bicipital  groove ;   and, 
necessary,  a  counter-ojjening  must  be  made  belund|  but  ihia  wiE 
always  be  necessary. 

Tuberculoas  disease  of  the  shoulder  is  leas  oommon^  ioci» 

than    thai   oi    other  joiats^   but   is    mot    with   sufficiently  oUan  lo 
deeerve  close  atientioiL     It  may  start  either  in  the  synovial 
braneor  in  the  bone;  and  if  in  the  latter,  either  under  the 
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cartilage  of  the  head  or  in  the  growing  line  of  the  epiphysis  of  the 
great  tuberosity,  or  moi*e  rarely  in  the  glenoid  cavity. 

Symptoms. — The  diagnosis  between  the  synovial  form  and 
that  commencing  in  the  bones  is  not  very  difficult  if  the  following 
points  are  attended  to,  and  the  affection  be  seen  in  tima  Early 
effusion  and  limitation  of  movement  indicate  synovial  disease. 
Swelling  of  the  soft  parts  and  thickening  of  the  bones  without 
much  effusion  and  with  a  good  deal  of  pain  at  night  usually  indicate 
bone  disease.  But  great  difficulty  is  often  experienced  in  diagnosing 
the  various  forms  of  bone  disease  one  from  the  other.  But  in  these 
days  of  aseptic  exploration  of  joints  by  incision  this  is  not  of  so  much 
importance  as  formerly.  Still,  if  a  distinction  can  be  made  between 
disease  of  the  great  tuberosity  which  is  developing  outside  the  capsule 
from  disease  of  the  head,  or  glenoid  cavity,  much  is  gained. 

Tuberculous  disease  staging  in  the  great  tuberosity  usually  leads 
to  much  bony  thickening  on  the  outer  aspect  of  the  head  of  the 
humerus  with  considerable  nocturnal  pain,  but  without  limitation  of 
the  movement  of  the  joint  or  effusion.  Very  soon  a  soft  doughy  spot 
may  be  felt  as  the  disease  spreads  and  softens  the  bone,  and  later  a 
detinite  caseous  abscess  on  the  outer  side  of  the  head  of  the  humerus. 
This  abscess  will  Visually  work  its  way  forwards  or  backwards,  rarely 
through  the  deltoid  outwards.  But  it  must  not  be  forgotten  that  if 
neglected  such  disease  will  almost  certainly  involve  the  joint  ulti- 
mately. 

Tuberculous  disease  commencing  in  the  head  of  the  bone  proper, 
either  in  the  epiphysial  line  or  under  the  cartilage,  causes  much 
general  thickening  of  the  bone,  and  vei-y  soon  extends  to  the  surfaces 
and  to  the  synovial  membrane. 

The  diagnosis  of  tuberculous  disease  of  the  shoulder  from  the  other 
affections  is  not  very  difficult,  in  view  of  the  patient's  history  and  the 
gradual  development  of  the  condition. 

The  general  ti*eatment  is  the  same  as  that  for  other  joints  (page 
1049).  The  local  treatment^  on  the  other  hand,  differs  in  so  far 
as  it  has  perhaps  a  better  chance  of  success  here  than  in  almost  any 
other  articulation.  The  reason  for  this  is  probably  the  ease  with 
which  perfect  immobilisation  can  be  carried  out  in  the  shoulder 
without  interfering  with  outdoor  exercise.  In  the  very  earliest 
stages  of  the  disease,  either  of  the  synovial  membrane  or  bone,  the 
arm  can  be  carried  in  a  sling,  secured  to  the  side ;  and  unlike  the 
hip,  knee,  and  ankle,  the  joint  has  nothing  but  its  own  weight  to 
contend  against,  and  hangs  in  the  position  of  greatest  ease  naturally. 
There  is  no  need,  therefore,  for  elaborate  appliances  to  keep  it  in  posi- 
tion, and  all  the  aspects  of  the  joint  are  left  free  for  the  applications 
of  remedies.  These  consist  in  blisters  and  discutient^  in  the  early 
stages,  and  when  these  have  done  their  work  in  reducing  the  hyper- 
semia,  friction  and  passive  movement  can  be  employed.  Whether  it 
is  that  these  can  be  so  easily  and  efficiently  applied  in  the  earliest 
stages  of  the  disease,  that  they  are  followed  by  speedy  relief,  or 
that  there  are  factors  in  the  case  of  the  shoulder  differing  from  other 
A  A  A  2 
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joints,  which  render  the  tubercular  proces 
amenable,  may  be  left  an  open  question ;  bi 
the  disease  much  more  rarely  requires  ope 
the  other  joints  mentioned. 

Occasionally,  however,  the  process  goes 
surfaces  and  the  formation  of  caseous  ab 
necessary  to  evacuate  the  latter  and  remoi; 
is  best  done  through  a  long  anterior  incision 
When   the  tendon  in  the  latter  is  reaches 
groove  to  the  outer  side,  and  all  damaged  t 
by  gouge  and  cbiseL     This  is  better  than 
the  end  of  the  bone  or  resection  of  the  gl 
the  formal  resections  formerly  practised, 
of  the  shoulder  joint  for  tuberculous  disea 
rare   operation  nowadays.      Still,  it  may 
sionally,  in  neglected  cases  in  which  the  p 
to  run  on  to  destruction  of  the  head  of  t 
glenoid  cavity.     But  such  an  opemtion  sho 
possibia 

Where  the  disease  has  started  in  the  g 
be  early  dealt  with  by  free  incision  over  the 
and  by  thorough  gouging  out  of  the  morl 
run  on,  the  risks  of  infection  of  the  joint  arc 

Syphilitic  disease  of  the  shoulder 

affection,  and  only  calls  for  passing  notice, 
in  the  course  of  a  syphilitic  osteitis  or  perio 
humerus. 

The  treatment  is  that  of  tertiary  syphilis 

Osteo-arthritis  of  the  shoulder.— Th 

a  very  troublesome  affection.  The  general  p 
treatment  have  been  already  discussed  (pag< 
further  comment  here.  It  only  need  be  r€ 
is  especially  painful  when  seated  in  the  f 
leads  to  stiffness  and  atrophy  of  all  the  muse 
should  be  done  by  massage  and  passive  moti 
and  the  patient  may  be  assured  that  the  m 
less  pain  and  stiffness  there  will  be.  The  w 
\ye  protected  from  changes  of  temperature 
special  woollen  coverings. 

Synovial  cysts  of  the  shoulder.— i 

of  the  bui*sa  under  the  deltoid  muscle  these 
special  description  of  them  is  necessary  aiU 
said  upon  the  subject  (page  1069). 

Loose  bodies  in  the  shoulder.— The 

and  have  the  same  pathology  as  those  met  w 
Tlie  treatment  will  l)e  removal  through  a 
the  bicipital  ^i*oove. 

Anchylosis  of  the  shoulder  joint.— 

upon  any  form  of  destructive  disease  is  a  very 
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fibrous  or  actually  bony.  (SeeipAge  1067.)  For,  although  the  free  play 
of  the  scapula  on  the  ribs  compensates  to  some  extent  for  the  loss  of 
movement  in  the  joint,  the  latter,  if  completely  spoiled,  leads  to  a 
very  crippling  condition.  When  we  remember  that  the  shoulder 
joint  is  designed  for  freer  movement  in  all  directions  than  any  other 
articulation  in  the  body,  this  is  easily  understood.  In  all  cases  the 
joint  is  fixed  in  the  position  of  greatest  rest,  i.e.  with  the  arm  hang- 
ing straight  by  the  side.  In  this  position^  if  rigid,  the  limb  is  very 
helpless. 

Where  this  limitation  of  movement  is  due  simply  to  slight  adhe- 
sions of  the  surfaces  and  thickenings  in  the  capsular  structures,  the 
condition  may  often  be  much  improved  by  massage,  and,  if  this  fails, 
by  forcible  passive  movement  under  an  ansesthetic.  There  is  always, 
however,  great  difficulty  in  carrying  out  the  latter,  owing  to  the 
difficulty  of  fixing  the  scapula  ;  and  if  the  adhesions  are  firm,  suffi- 
cient force  cannot  be  applied  to  tear  them.  And  even  if  they  were 
torn,  very  little  good  would  result ;  for  the  raw  surfaces  would  be 
almost  sure  to  re-unite,  the  painful  condition  of  the  shoulder  pre- 
venting the  patient  from  active  movement  to  any  adequate  extent. 

A  sufferer  after  such  treatment  is  apt  to  suppose  that  he  is  exert- 
ing the  joint,  when  he  is  really  only  moving  the  scapula  with  the 
humerus,  and  consequently  the  advantages  of  the  forcible  manipula- 
tion under  an  anaesthetic  are  soon  lost.  In  such  cases  where  the 
patient  is  very  seriously  crippled  by  the  fixation  of  the  joint,  there 
is  nothing  left  but  a  formal  excision  of  the  head  of  the  humerus. 
This  operation,  if  carefully  carried  out,  whether  for  strong  fibrous 
anchylosis,  or  for  synostosis,  is  very  successful.  The  new  bond  of 
union,  which  develops  between  the  humerus  and  the  scapula,  admits 
of  free  motion  in  all  directions,  and  is  nevertheless  strong  and 
reliable.  The  operation  itself  calls  for  no  detailed  description  in 
this  place. 

AFFECTIONS  OF  THE   ELBOW. 

This  joint  is  very  subject  to  all  the  varieties  of  disease  we  have 
been  considering  in  connection  with  the  other  articulations.  All 
forms  of  synovitis  are  met  with  here,  from  the  simple  to  the  tuber- 
culous, and  the  affections  of  the  bones  are  no  less  frequent. 

Simple  synovitis  of  the  elbow.— This,  the  result  of  injury, 
sti-ain,  or  exposure,  manifests  itself  in  the  firat  place  by  a  sense  of 
stiffness  in  the  joint,  soon  followed  by  pain  on  movement.  Swelling 
soon  supervenes  upon  this,  being  most  marked  at  either  side  of 
the  olecranon  behind  where  fluctuation  will  be  felt  if  there  is  much 
effusion.  The  joint,  under  these  conditions,  will  be  held  in  the  attitude 
of  greatest  ease — namely,  semi-fiexed  and  semi-pronated — and  any 
attempt  to  alter  its  position  will  cause  considerable  pain.  The 
changes  in  the  synovial  membrane  in  this  affection  have  been  already 
considered  (see  i)age  1033),  and  it  remains  to  deal  with  the  treatment 
here. 


ELBOW  JOINT  DISEASE.  1127 

where  a  great  deal  of  thickening  of  the  synovial  membrane  remains 
with  loss  of  power,  the  joint  should  be  opened  and  washed  out,  and, 
at  the  same  time,  any  redundant  folds  of  synovial  membrane  ^ould 
be  excised.  After  this  the  incisions  should  be  carefully  closed,  and 
usually  without  any  drainage.  In  these  cases  much  good  often 
follows  alternate  hot  and  cold  douches,  followed  by  regular 
massage. 

Syphilitic  disease  of  tiie  elboi«r  has  no  special  feati^ 
which  need  occupy  us  here.  Enough  has  been  said  at  page  1044  to 
enable  the  student  to  recognise  and  treat  it. 

Tuberculous  synovitis  of  the  elbow  in  its  general  characters 
differs  in  no  way  from  the  same  affection  in  other  joints.  (See 
page  1046.)  It  is  a  common  affection,  and  a  particularly  serious  one, 
the  movements  of  the  joints  rarely  escaping,  unless  the  treatment 
be  early  and  thorough. 

The  symptoms  are  those  of  chronic  synovitis,  with  pulpy  swelling, 
most  marked  at  either  side  of  the  olecranon  behind  the  joint,  but  the 
latter,  as  a  rule,  is  also  generally  swollen.  The  family  and  personal 
history  of  the  patient,  and  chronicity  of  the  affection,  together  with 
the  absence  of  any  other  known  cause  for  the  persistence  of  the 
condition,  are  our  chief  guides  in  diagnosis.  In  these  cases  there  is 
often  but  slight  pain  in  ordinary  movement,  but  there  is  much 
stifihess  from  the  beginning,  and  the  limb  is  kept  semi-flexed  and 
semi-pronated. 

The  treatment  of  this  condition  is  one  of  the  most  difficult 
problems  in  surgery.  Where  the  affection  is  seen  early  in  patients 
of  fairly  good  physique,  it  may  be  arrested  by  the  ordinary  con- 
stitutional and  local  remedies  for  tuberculous  synovitis  combined 
(see  page  1049),  b\it  where  it  has  been  neglected  or  appears  from  the 
first  in  delicate  individuals,  it  is  most  intractable.  One  common 
exj>erience,  however,  should  guide  us,  at  all  events  in  very  young 
children — namely,  that  in  them  the  disease  may  be  very  severe  and 
run  on  to  extensive  abscess  and  sinuses,  and  yet  in  the  end  quiet 
down  and  leave  the  joint,  to  all  intents  and  purposes,  as  good  as 
before.  In  adults  and  half-grown  young  persons  the  case  is  quite 
different,  and  where  abscesses  once  form  the  result  is  usually  a  stiff 
joint.  With  these  facts  before  us,  we  should  exhaust  every  kind 
of  palliative  treatment  in  young  children,  including  Bier's  method 
(page  1050),  before  having  recourse  to  excision,  while  in  the  older 
patients  excision  offere  a  better  prospect  than  waiting,  in  many  if 
not  in  most  cases. 

The  aim  of  operation  in  such  cases  should  be  to  excise  as  much 
of  the  synovial  membrane  as  can  be  reached  without  destroying  the 
functions  of  the  joint.  To  do  this  the  latter  may  be  opened  from 
behind  in  many  ways,  and  a  careful  dissection  be  made  in  all  directions. 
Perhaps  the  best  means  of  carrying  this  out  is  to  make  an  oval  or 
H-shaped  incision  over  the  back  of  the  joint,  and  then  divide  the 
olecranon  and  turn  it  up  within  the  upper  flap.  If  the  joint  be  now 
fully  flexed,  the  synovial  pouches  are  thoroughly  exposed,  and  can  be 
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I  am  in  favour  of  abandoning  all  splints  in  these  cases  on  theoretical 
and  practical  grounds,  and  of  trusting  for  support  to  abundance  of 
padding  of  wool  round  the  joint  This  gives  sufficient  support  to 
the  joint,  and  what  little  movement  is  permitted  by  the  elasticity  of 
the  dressing  is  rather  beneficial  than  otherwise.  As  to  the  question 
of  passive  movement  in  such  cases,  I  am  in  accord  with  those  who 
hold  that  this  need  not  be  carried  out  in  the  way  formerly  thought 
necessary.  Indeed,  it  is  not  required  at  all  at  first  But  when  the 
wounds  have  soundly  healed  the  joint  may  be  gently  moved  in 
various  directions,  so  far  as  this  movement  gives  no  pain.  But  the 
patient  should  be  encouraged  to  use  the  joint  as  soon  as  ever  he 
can,  which  will  be  so  soon  as  it  becomes  more  or  less  free  from  pain. 
Massage  will  also  be  of  great  use  at  this  period  in  preventing  atrophy 
of  the  muscles,  and  in  keeping  up  the  nutrition  of  the  parts  during 
the  processes  of  repair. 

Osteo-arthritis  of  the  elbow. — This  is  hot  an  uncommon 
affection  in  any  or  all  its  forms,  and  much  limitation  of  movement 
may  be  the  result 


Fig.  462.— Extensive  TaberculouB  DiBease  of  the  Elbow  Joint  involving  Epiphyses, 
encmsting  cartilage  and  synovial  membrane. 

The  diagnosis  is  easy,  as  a  rule,  in  view  of  the  fact  that  other 
joints  are  usually  affected  at  the  same  time  and  to  a  lai^er  extent, 
and  that  the  joint,  being  so  exposed,  will  easily  show  irregularities 
of  shape  and  movement.  The  general  and  local  treatment  are  the 
same  as  for  other  joints  (page  1055). 

Anchylosis  of  the  elbow. — This  condition  not  infrequently 
follows  upon  destructive  disease  of  the  joint,  and  may  be  a  source 
of  great  discomfort  to  the  patient.  If  the  anchylosis  have  taken 
place  at  a  right  angle,  the  limb  may  be  fairly  useful  for  some  pur- 
poses, but  is  much  crippled  for  all  ordinary  work.  If  the  union  of 
the  bones,  on  the  other  hand,  have  taken  place  in  the  straight  posi- 
tion, though  the  limb  may  be  iiseful  for  some  handicrafts,  the  patient 
is  unable  to  bring  the  hand  to  the  head  and  cannot  feed  himselt 
In  either  of  these  cases  the  only  course  to  pursue  is  to  perform  a 
classical  excision  and  remove  enough  bone  to  ensure  that .  the 
bond  of  union  following  the  operation  will  be  only  fibrous*  It  is 
remarkable  what  excellent  results  follow  this  operation  at  the 
present  day,  a  joint  being  formed  almost  equal  in  strength  to  the 
natural  one.  . 
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to  escape  the  effect  of  those  forces  in  a  way  that  in  a  more  unyielding 
part  would  not  be  possible. 

The  symptoms  of  acute  synovitis  of  the  wrist,  however  produced, 
are  similar  to  those  observed  in  other  joints.  At  first  there  is  stiff- 
ness, then  pain  of  a  dull  aching  character  follows,  and  before  long 
swelling  most  marked  on  the  dorsal  aspect.  If  the  affection  be  very 
acute,  and  especially  if  septic,  there  wUl  be  oedema  of  the  subcutan- 
eous tissue.  Fluctuation  of  fluid  in  the  joint  can  rarely  be  felt, 
the  capsule  being  comparatively  small  and  covered  on  both  aspects 
by  tendons.  In  uncomplicated  cases  the  latter  move  freely  and 
without  pain  in  their  sheaths,  and  the  fingers  can  be  flexed  and 
extended  without  difficulty.  But  in  many  cases  the  inflammatory 
irritation  has  extended  from  the  joint  to  the  tendon  sheaths,  and 
all  movements  of  the  tendons  within  the  latter  are  painful,  as  is  also 
pressure  over  the  joint. 

The  treatment  of  simple  traumatic  cases  is  easily  carried  out.  It 
consists  in  absolute  rest  on  a  splint,  such  as  that  depicted  in  Fig. 


Pig.  463.— Leather  Splint  for  the  Wriat. 

463  and  in  the  elevated  position.  General  rest  in  bed  will  also  be 
desirable  at  first,  to  quiet  the  circulation,  and  saline  aperients  will 
also  hel}>  in  relieving  vascular  tension. 

Locally,  ice  or  evaporating  lotions  may  be  applied  at  the  outset^ 
and,  later,  hot  fomentations  with  belladonna.  If  seen  very  early 
leeches  ought  to  be  applied  in  cases  where  there  is  much  tension. 
Under  these  remedies,  simple  acute  synovitis,  as  a  rule,  subsides 
rapidly  in  robust  individuals,  and  nothing  but  stiffness  and  some 
swelling  is  left  behind.  These  effects  will  often  give  much 
trouble,  owing  to  the  painful  neuralgic  conditions  left,  as  the 
consequence  of  the  bygone  inflammation  and  the  consequent  dis- 
inclination of  the  patient  to  use  the  part.  They  are  best  met  by 
rubefacients  and  massage,  followed  by  regular  passive  motion. 
Sometimes  it  will  be  necessary  to  break  down  adhesions  under  an 
anaesthetic,  but  this  must  be  resorted  to  with  much  caution.  When 
all  traces  of  active  inflammation  have  passed  off,  the  patient  should 
be  encouraged  to  use  the  hand  freely  in  every  way. 

When  this  acute  inflammation  is  due  to  sepsis,  early  incisions 

should  be  made  into  the  joint  behind  at  either  side  of  the  extensor 

tendons,  followed  by  free  flushing  of  the  sac,  either  with  sterilised 

hot  water  or  some  mild  germicide.    The  cavity  is  also  to  be  carefully 
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drained,  as  long  as  effusion  is  abundant  Many  such  cases  recovtr 
with  wonderfully  little  permanent  injury  if  this  treatment  be  care- 
fully carried  out,  but  some  are  left  with  much  8tifihes& 

The  subacute  and  chr<y>iic  forms  of  these  affections  differ  only  in 
degree,  and  require  the  same  treatment  in  less  vigorous  shafje. 

Tuberculous  disease  of  the  wrist  may  be  primary-  either  in  iu 
synovial  membrane  or  its  bones,  or  may  be  secondary  to  tubercalooi 
teno-synovitis  starting  in  any  of  the  tendon  sheaths  round  the  joint 
In  any  case  it  is  a  very  grave  affection,  and  most  intractable.  Wbei 
synovial  at  the  outset,  it  as  a  rule  soon  attacks  the  bones,  and  spreadj 
to  the  whole  carpus  in  many  cases. 

The  symptoms  are  stiffness,  followed  by  uneasiness  and  a  htdi 
pain.  As  a  rule,  the  latter  in  the  earlier  stages  of  the  affectioii  ii 
very  moderate,  and  the  tendons  may  move  freely  over  the  joint  with 
out  suffering  or  limitation.  Presently  the  swelling  becomes  ver] 
marked,  and  the  swollen,  doughy  wrist  presents  a  charactenstic 
appearance.  The  softness  and  doughiness  are  most  marked  behind  ai 
either  side  of  the  extensor  tendons.  Then  as  the  bones  become  mon 
deeply  engaged  and  lose  their  encrusting  cartilage^  the  pain  becoinei 
very  severe  and  continuous,  aggravated  by  the  slightest  movement 
The  suffering  often  tells  very  much  upon  the  patient's  sleep  and 
general  health,  and  he  becomes  thin  and  weak. 

Treatment* — The  general  treatment  is  that  for  tuberctdoeis  ii 
any  part  of  the  body.     {See  page  1049.) 

The  local  treatment  consists  in  perfect  rest  on  a  splint,  such  aj 
that  already  figured.  Blisters  may  be  applied  in  the  early  stagn  oi 
other  counter-irritants,  and  Bier's  method  (page  1050),  with  a 
without  the  ii^ection  of  iodoform  in  suspension,  should  be  given  i 
fair  trial.  Some  of  the  results  of  the  latter  which  I  have  seen  hsvi 
been  quite  surprising,  especially  in  this  joint. 

But  where  these  means  fail,  and  the  tuberculous  material  either  is 
the  bones  or  synovial  membrane  is  undergoing  caseation  and  soften 
ing,  as  indicated  by  thinning  of  the  soft  parts  and  fluctuation,  nothinj 
is  left  but  a  more  or  less  formal  excision  of  the  diseased  tissue.  L 
such  cases  I  am  in  favour  of  as  limited  operative  interfereno 
as  possible,  incisions  being  made  wherever  there  is  evidence  o 
softened  tissue,  and  through  these  the  removal  of  the  morbid  mattei 
with  free  gouging  and  flushing  and  immediate  closure  of  the  wound 
These  measures  will,  in  my  opinion,  accomplish  all  that  can  h 
achieved  by  the  most  radical  excision,  and  with  less  risk.  But  xhm 
cases  are  not  very  satisfactory,  as  a  rule,  and  where  recurrence  i 
obvious,  and  any  further  interference  would  leave  a  very  mod 
impaired  articulation,  amputation  is  required  in  but  too  manj 
instances. 

The  great  hope  for  the  future  lies  here  in  very  early  diagnosB 
and  energetic  treatment. 

OsteO-arthritis  of  the  wrist. — This  is  a  common  and  mo6J 
intractable  affection.  The  rules  already  given  for  its  treatment  b 
other  joints  apply  here,  and  need  not  be  repeated. 
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AFFECTIONS  OF  THE  AMPHI-ARTHRODIAL  JOINTS. 

The  most  important  of  these  are  the  articulations  of  the  bodies  of 
the  vertebrae,  of  the  pubic  bones  and  of  the  sacrum  on  each  side,  with 
the  ossa  innominata. 

The  first  of  these,  considered  in  the  Article  on  Diseases  op 
THE  Spine,  need  not  be  further  alluded  to  here. 

Disease  of  the  symphysis  pnbis. — Disease  here  is  not  at  all 
common,  and  when  met  with  is  usually  the  result  of  septic  inflam- 
mation in  the  course  of  pyaemia  or  of  tuberculous  deposit.  In  the 
first  case  the  local  disease  will  take  quite  a  secondary  place  to  the 
general.  It  is  mostly  characterised  by  rapid  swelling  and  effusion 
over  the  joint,  with  redness  and  oedema.  If  left  to  itself  the  collection 
will  burst,  probably  through  the  skin,  but  may  make  its  way  back- 
wards into  the  pelvis. 

The  treatment  is  early  evacuation  and  drainage.  If  the  patient 
survive  the  general  infection,  it  may  be  desirable  subsequently  to 
scrape  out  the  carious  surfaces  of  the  joint;  or  if  this  is  not 
adequate,  to  resect  the  diseased  surfaces,  wiring  together  the  clean* 
cut  ends. 

In  tuberculous  disease  of  this  joint  the  proper  treatment  will  be 
removal  by  gouging  and  scraping  of  the  softened  tissue,  and  perfect 
rest  for  long  periods  on  the  back.  When  the  patient  is  well  enough 
to  get  up,  a  firm  case  of  plaster-of-Paris  closely  fitting  the  whole 
pelvis,  and  running  as  low  and  as  high  as  possible,  will  give  much 
support. 

In  operating  upon  such  disease  the  aim  should  be  to  remove  it 
before  it  has  extensively  invaded  the  surrounding  parts,  or  has  burst 
through  the  skin.  When  this  is  done  it  may  be  possible  to  secure 
primary  union  of  the  wound  without  any  sinus. 

Disease  of  the  sacro-iliac  joint. — What  has  just  been  said 
of  the  symphysis  pubis  applies  equally  to  this  joint  as  regards 
its  general  pathology  —  namely,  it  may  be  the  seat  of  secondary 
septic  infection  in  the  course  of  chronic  or  acute  pyaemia,  or  it 
may  become  infected  with  tubercle.  It  is  not  necessary  to  speak 
in  detail  of  the  first  condition.  If  abscesses  form  in  and  about 
the  joint,  they  are  evacuated  and  washed  out  early.  If  the  patient 
survive  the  general  infection,  the  condition  in  the  joint  will  probably 
heal  in  time  with  careful  drainage,  if  not  subsequently  infected 
with  tubercle.  In  any  case  convalescence  will  be  very  slow,  and 
the  recumbent  position  must  be  insisted  on  for  months,  bearing  in 
mind  the  great  strain  put  upon  both  joints  in  the  erect  position,  and 
the  probability  of  this  being  injurious  if  the  process  of  healing  is 
incomplete. 

Tuberculous  disease  of  this  Joint  is  one  of  the  most 
serious  conditions  possiVjle,  and  until  within  the  last  few  years  was 
considered  by  all  who  gave  special  attention  to  the  subject  as  invari- 
ably fatal  in  the  long  run.  Of  late,  however,  owing  to  improve- 
ments in  the  methods  of  dealing  with  tuberculous  disease  generally 
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After  a  longer  or  shorter  interval  the  cavity  becomes  septic,  and  the 
patient  is  worn  out  with  hectic  fever  or  cut  short  by  one  of  the  acute 
wound  infections. 

There  appears  to  be  a  good  deal  of  evidence  that  this  disease 
is  more  likely  to  begin  on  the  borders  of  the  joint  than  towards 
its  deeper  central  portions.  And  this  is  fortunate,  as  regards 
treatment. 

The  treatment  at  the  present  day  is  far  more  radical  than 
formerly.  We  now  know  that  large  portions  of  the  articulation,  if 
diseased,  may  be  removed  with  advantage  by  operation.  In  carrying 
out  the  latter  the  incisions  should  be  free,  and  the  aim  should  be  to 
reach  all  parts  of  the  diseased  area.  No  definite  rules  can  be  laid 
down  for  these  incisions,  but  in  any  case  the  aim  should  be  to 
remove  by  chisel  or  flushing-gouge  every  trace  of  tuberculous  material, 
whether  it  lie  in  the  bones  or  soft  parts,  or  in  the  resulting  absces& 
The  disecwe  should  always  be  thus  attacked  before  any  breach  of 
surface  and  formation  of  sinuses  has  taken  place,  and  after  removal 
of  the  morbid  material  the  wound  may  be  closed  without  drainage. 
If  by  this  means  union  by  first  intention  be  secured,  the  whole 
process  may  be  arrested  without  any  open  sinus.  And,  even  if 
recurrence  take  place,  a  second  or  even  third  operation  on  the  same 
lines  may  succeed  where  the  first  has  failed,  and  the  patient  be  left 
with  a  sound  bone,  and  without  external  opening.  At  all  events,  if 
the  latter  cannot  ultimately  be  avoided,  and  a  sinus  form,  it  will 
lead  down  to  a  much  reduced  focus  of  disease,  and,  perhaps,  only 
after  consolidation  has  taken  place  to  a  large  extent,  and  all  extensive 
abscess  formations  have  ceased. 

Working  on  these  lines,  I  have  lately  treated  a  case  of  exten- 
sive sacro-iliac  disease  on  both  joints  combined,  with  a  huge 
iibscess  running  from  side  to  side  in  front  of  the  sacrum.  This  was 
opened  and  flushed  out,  scraped,  and  at  the  same  time  the  bone 
disease  was  gouged  away.  Primary  union  was  obtained  after  the 
first  and  second  operations ;  but  after  the  third,  sinuses  formed,  but 
led  down  to  a  much  reduced  focus  of  disease.  Ultimately  the 
patient  was  sent  to  the  country  able  to  walk,  but  came  back  with 
some  recurrence.  The  abscess  was  again  opened,  and  bone  was 
gouged  away,  and  the  whole  cavity  scraped  and  flushed.  There  are 
still  small  sinuses,  but  the  patient  is  daily  gaining  strength,  and 
there  appears  every  prospect  of  a  favourable  termination  before 
long. 

When  allowed  to  get  up,  the  pelvis  should  be  supported  by  a 
plaster-of -Paris  case  carefully  and  closely  applied,  and  carried  up  as 
high  as  the  thorax,  and  as  low  as  the  trochanters.  Of  course, 
every  kind  of  constitutional  treatment  suitable  to  tuberculous 
disease  is  carried  out  by  means  of  tonics  and  dieting,  and  prolonged 
rest  for  months  is  enjoined. 

Disease  of  the  sacro-coccygeal  joint— This  may  follow  on 

general  pysemic  infection  on  injury,  or  tuberculous  infection  as  a 
sequel  to  the  latter.     There  is  little  or  no  difficulty  in  diagnosis  in 
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either  case.     The  seat  of  the  swelling,  pain,  and  ultimate  absoe«8 
will  soon  betray  the  nature  of  the  affection. 

No  special  rules  need  be  laid  down  for  treatment,  bat  it  should 
be  remembered  that  in  many  cases  the  condition  is  best  met  liy 
the  careful  excision  of  the  whole  coccyx,  which  will  remore  all 
diseased  tissue,  and  leave  the  patient  with  less  pain  and  gv^neml 
sufFering,  either  on  sitting  down  or  defsecation,  than  even  if  the 
disease  were  brought  to  a  standstill  by  less  radical  measures.  For 
in  those  cases  in  which  the  active  disease  has  been  arrested  by  the 
ordinary  modes  of  treatment,  a  very  painful  and  harassing  state  of 
things  remains,  which  has  often  ultimately  to  be  met  by  excision. 
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Bums,  252 

Complications  of,  255 

Degrees  of,  262 

Effects  of,  253 

Mortality  of,  252 

Treatment  of,  267 

Visceral  changes  in,  256 
Burrowing  of  pus,  81 
Bursse,  494,  1069 
Butcher's  tubercle,  297,  708 


C. 

Callosity,  706 
Callous  ulcer,  111,  120 
Callus,  764,  762 

Exuberant,  797 

Tumours  of,  798 

Varieties  of,  764 
Cancer,  483,  485 

Characters  of,  486 

Effect  of,  on  Injuries,  266 

Treatment  of,  486 

Varieties  of,  486 
Cancerous  ulcer,  124 
Cancrum  oris,  160 
Carbuncle,  136,  711 
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Cysts,  Pseudo,  494 
Retention,  492 
Tubular,  493 
Vitelline,  493 
of  bone,  922,  935 


D. 


Dactylitis,  Syphilitic,  410,  896 
Deafness  in  syphilis,  430 
Deciduoma,  476 
Deformities  of  rickets,  364 
Delhi  boil,  326 

Symptoms  of,  326 

Treatment  of,  327 

Delirium,  Traumatic,  166 

tremens,  166,  766 
Dentigerous  cysts,  466,  936 
Dormatolysis,  469 
Dermoid  cysts,  487 

patches,  492 
Dermoids,  Branchial,  490 

Ovarian,  490 

Rectal,  490 

Sequestration,  487 

Tubulo,  490 
Diabetes  and  ulceration,  108,  112 

Effects  of,  on  injuries,  268 
Diabetic  gangrene,  146 

ulcer,  112 
Digital  compression  in  aneurysm,  611 
Diphtheria,  Bacillus  of,  32 

Wound,  159 
Diplococcus  intra-cellularis,  31 
Diseases,  Effects  of,  on  injuries,  260 
Disinfection  of  skin,  214 
Dislocations,  961 

Causes  of,  92 

Compound,  967 

Congenital,  954 

Frequency  of,  951 

Incomplete,  966 

Injuries  of  nerves  in,  689 

Partial,  956 

Pathological,  954,  1084 

Pathology  of,  952 

Special.     (See  the  various  Joints) 

Spontaneous,  964,  1084 

S}Tnptoms  of,  966 

TYcatment  of,  956 

Unreduced,  963 
Dissecting  aneurysm,  691,  592,  629 
Diverticular  cysts,  494 
Dorsal  dislocation  of  hip,  997 
Dracunculus  medinensis,  329 
Drainage  tubes,  88,  218 
Dressings  for  wounds,  219 
Dry  gangrene,  129 
Duodenal  ulcer  in  bums,  266 


Dupuvtren's  fracture,  869,  1020 
splint,  870 


E. 

Ecchondroses,  454 

Ectocyst,  322 

Erythema  in  syphilis,  394,  421 

Elbow  joint,  Anchylosis  of,  1129 

Compound  dislocations  of,  988 

Congenital  dislocations  of,  988 

Diseases  of,  1125 

Dislocations  of ,  981 

Excision  of,  1129 

Fractures  involving,  818,  824 

Injuries  to,  820 

Neoplasms  about,  1130 

Neuralgia  of,  1130 

Osteo-arthritis  of ,  1129 

Suppuration  of,  1 126 

Synovitis  of,  1 126 

Tuberculous  disease  of,  1127 
Elephantiasis  Arabum,  331,  676 
Elephantoid  fever,  676 
Embolism,  Fatty,  165,  765 

in  fractures,  788 
Emmerich's  bacillus,  40 
Emprosthotonos,  190 
Enchondroma,  462 
Endocyst,  322 

Epiphyses,  Separation  of,  741 
Epiphysitis,  Acute,  883,  1065 

Subacute,  1066 

SyphiUtic,  425 

Tuberculous,  1062 
Epithelial  odontomes,  935 

tumours,  476 
Epithelioma,  124,  478 

Course  of,  479 

Origin  of,  478 

Structure  of,  478 

terebrant,  938 

Treatment  of,  481 
Epulis,  468,  934 
Equinia,  308 
Erectile  tumours,  680 
Ergot,  Gangrene  duo  to,  146 
Erysipelas,  167 

Cellulo-cutaneous,  157,  166 

Complications  of,  161 

Cutaiieous,  157,  158 

Diagnosis  of,  163 

Duration  of,  160 

Effect  of,  on  injuries,  267 

Incubation  period  of,  158 

mig^ns,  160 

neonatorum,  163 

Pathology  of,  163 

Phlegmonous,  167,166 
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and  locally,  and  the  recognition  of  its  true  nature,  we  liave  bad 

better  results,  and  it  may  now  be  regarded  as  by  no  nieana  bo  dea<dl| 
as  formerly.     I  have  bad  Jately  seveiTil  most  encoui^ing  caaea  wlierv^ 
exttjnsive  disease  of  this  joint  with  large  absceaaea  was  aucccsafuUy 
combated,  and  brought  to  a  standstill. 

Syfnptt>mii. — The  history  of  tul>erculous  sacro-iliac  diaeaac  la  aft 
first,  as  a  rule,  most  indefimte.     It  is  usually  seen  among  you 
adults  from  twenty  to  thirty,  though  also  met  with  antung  childr 
and  thof?e  in  the  decline  of  life.     The  first  thing  eouiplained  of  ii^ 
a  role,  fatigue  and  a  sense  of  weakness  in  the  lower  piul  of  the  > 
This  is  followed  by  aching  pain,  aggravated  by  exertion,  and 
towards  the  close  of  the  day.     But  probably  Ijefon*  this 
reached  the  sense  of  weakness  wiU  have  prevented  the  patient  i 
taking  any  exercise,  and  he  will  remain  recumbent  most  of  the  daj 
This  is  not  invnrialily  the  case,  and  I  !iave  seen  a  cit^  tenuinat    _ 
rapidly  in  deatli  from  abscesB  and  exhaustion,  in  which  the  patieni 
was  able,  for  a  while,  to  walk  about  and  jar  the  pelvis  by  stjunfus 
with  the  foot,  even  while  the  abscesses  were  forming,  without  mt 
marked  distress  or  weakness.     Everything  depends  upon  the  ext 
to  which  the    8ynchondrc>si3    is  involved.      If  only  one  border 
affected,  and  the  rest  of  the  joint  is  firm,  the  weight  of  the  body  m&fi 
be  well  ljorn€%  as  well  as  jars  and  strains,     Bnt  if  the  whole  su 
be  implicated,  the  patients  will  feel — as  they  express  it — **  broken  ; 
two,"  and  the  ilium  may  be  so  loonely  attached  to  U»e  sacrum  thi 
the  patient  may  l>e  comscious  of  tlie  grating.     Sometimes,  too,  Ut 
pressure  on  the  cit^sU  of  the  ilium  may  produce  [lain  in   th«  joia^ 
but  this  is  obviously  only   likely  to  take  place  when  consider 
disease  is  present.     If  the  disease  be  seated  on  the  anterior  i 
of  the  joint,  pain  along  the  course  of  the  nerves,  derived  from 
lumbar   jilexus,  may  be  a  notable  symptom^   and  cases  have 
mistaken   for  ordinaiy  sciatica  which   turned  out  to  be  sacro>illiie] 
disease,   associated    with  al>scess,   running  along  the  course  of 
plexus.     In  such  t:£LBe8,  too,  the  psoas  muscle  may  be  iiritAted  and' 
more  or  less  contracted, 

One  of  the  early  symj>loms  of  this  di8€M€  is  oertainlj  i 
For  very  often  the  lignmentous  supports  of  the  joint  ream 
ir'nough  to  guard  it  against  movement  and  prodtictioci  of  any  p 
until    an  abscess  is  formed  and  quite  apparent.     Such  collectioii 
may  present  in  various  situations.     Those  derived  from   disease   on 
the  posterior  aspect  of  the  articulation  will  usually  show  liest  just 
over  the  joint  j  but  they  may  travel  outwards  under  the  gluteus  int 
the  biitt4x*k,  and  present  below  the  border  of  the  muscle.     Those  < 
the  front  of  the  synchondrosis  may  pass  along  the  small  rotators 
the  thigh,  thmugh  the  sciatic  notch,  and  come  to  the  surface 
the  great  trochanter,  or,  on  the  other  hand,  if  the  |mtieut 
the  i*ecumbent  position,  they  may  run  upwards  and  over  the  uf 
border  of  the  joint  to  present  posteriorly.     Again,  they  may  ^ 
into  the  cs^um  or  rectum.     In  these  cases,  if  the  abscess  be  allc 
to  burst  spontaneously,  the  result  is  almost  invariably  the 
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Fractures,  Vicious  union  of,  796,  799 
Fragilitas  ossium,  72T 
Frost-bite,  136 

Degrees  of,  137 
Furunculus,  136,  711 
Fusiform  ancurj'sm,  690,  592,  693 


G. 

Gangrene,  60,  128 

Acute  traumatic,  147|  163 

Direct,  129,  132 

Dnr,  129 

Indirect,  129, 139 

Line  of  separation  in,  130 

Moist,  129, 130 

Senile,  129,  139 

Specific,  129,  147 

Symmetrical,  144 

Treatment  of,  131 

Varieties  of,  132 

after  ligature  of  arteries,  534 

after  tight  bandaging,  142 

and  paralysis,  143 

due  to  cold,  136 

due  to  ergot,  145 

due  to  beat,  136 

due  to  inflammation,  135 

due  to  obstruction  of  vessels,  142 

due  to  pressure,  134 

due  to  vascular  changes,  139 

in  acute  fevers,  145 

in  diabetes,  145 

in  fractures,  787 
Giant  cells  in  tubercle,  346 
Gland  enlargement  in  s^-philis,  398 
Glanders,  308 

Acute,  310 

bacillus,  35,  308 

Chronic,  310 

Diagnosis  of,  311 

Infection  in,  309 

Morbid  anatomy  of,  309 

Symptoms  of,  309 

Treatment  of,  311 
Glands,  Tuberculous,  671 
Glenoid  fossa,  Fracture  of,  809 
Glioma,  460 

Glossitis,  Syphilitic,  399,  416,  424 
Gluteal  aneurysm,  666 
Gk>mme  scrofuleuse,  97,  362 
Gonorrhoea,  433 

Complications  of,  438 

Course  of,  433 

Cystitis  in,  441 

Incubation  of,  434 

in  the  female,  441 

Ophthalmia  in,  440 

Rheumatism  in,  441 


Gonorrhcea,  Stages  of,  433 

Treatment  of,  437 
Gout,  1039,  1050 
Grafting  of  nerves,  687 

of  skin,  116 
Granulation,  Healing  by,  203,  205 

tissue,  60,  204 
Greenstick  fracture,  735 
Guinea  worm,  329 

^mptoms  of,  330 

iWtment  of,  330 

Gumma,  406,  408,  411,  416, 893 

Scrofulous,  97,  362 
Gums,  Diseases  of,  923 

Tumours  of,  933 
Gunshot  fractures,  241,  248 

wound  of  arteries,  238,  247,  503 
wounds,  236 

Amputation  in,  249 
Complications  of,  245 
Conditions  of,  239 
Course  of,  246 
Symptoms  of,  237 
Treatment  of,  239,  245 
Guttapercha  splints,  770 


H. 

Hsematuria  due  to  Bilharzia,  336 
Hsemophilia,  376 

affecting  joints,  1073 

Effect  of,  on  injuries,  267 

Inheritance  of,  376 

Symptoms  of,  377 

Treatment  of,  378 
Haemorrhage,  506 

Amount  lost,  624 

Eflecte  of,  524 

External,  537 

Intermediary,  640 

Internal,  538 

Natural  arrest  of,  506,  510 

Primary,  538 

Reactionary,  641 

Secondary,  541 

Surgical  arrest  of,  513 

Treatment  of,  613,  526 

Varieties  of,  636 

Venous,  510 

from  head  or  neck,  549 

from  gunshot  wounds,  238,247,  503 

from  lower  limb,  561 

from  trunk,  550 

from  upper  limb,  651 

in  fractures,  785 
Hesmorrhagic  diathesis,  376 

ulcer,  112 
HflBmarthrus,  1034 
Hair,  Condition  of,  in  syphilis,  398, 423 
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either  case.     The  seat  of  the  swelling,  pain,  and  ultimate  abeoeai 
will  soon  betray  the  nature  of  the  affection. 

No  special  rules  need  be  laid  down  for  treatment,  but  it  should 
be  remembered  that  in  many  cases  the  condition  is  best  met  hj 
the  careful  excision  of  the  whole  coccyx,  which  will  reniore  all 
diseased  tissue,  and  leave  the  patient  with  less  pain  and  general 
Buffering,  either  on  sitting  down  or  defecation,  than  even  if  the 
disease  were  brought  to  a  standstill  by  less  radical  measures.  For 
in  those  cases  in  which  the  active  dis^ise  has  been  arrested  by  the 
ordinary  modes  of  treatment,  a  very  painful  and  harassing  state  of 
things  remains,  which  has  often  ultimately  to  be  met  by  excision. 
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Abdominal  neuroses,  383 
Absceos,  79 

Acute,  79 

Sjrmptoms  of,  86 
Treatment  of,  87 

Alveolar,  924 

Causes  of,  81 

Chronic,  94 

Symptoms  of,  94 
Treatment  of,  97 

Cold,  94 

Peri-urethral,  440 

Residual,  342 

Tuberculous,  94 

Subacute,  93 

in  pyemia,  177,  179,  184 

of  antrum,  925 

of  bone,  874,  890,  891 

of  jaws,  924,  927 
Accidental  wounds,  226 
A.  C.  £.  mixture  as  an  ansdsthetic,  279 
Acromegaly,  904,  930 
Acromion,  Dislocations  of,  964 

Fractures  of,  806 
Actinomyces,  49,  316 
Actinomycosis,  49,  314,  930 

Mode  of  infection,  315 

Morbid  anatomy  of,  318 

Symptoms  of,  319,  930 

Treatment  of,  320,  931 
Active  clot  in  aneurysm,  597 
Acute  bedsore,  143 

diseases,  £iSect  of,  on  injuries,  267 

fevers  and  gangrene,  146 

necrosis,  876 

traumatic  gangrene,  147, 163 
Adenoma,  483 
Adrenal  tumours,  474 
Aerobic  bacteria,  8 
A^,  Effect  of,  on  injuries,  260 
Air  in  veins,  504 

Alcoholism,  Effect  of,  on  injuries,  264 
Aleppo  boil,  326 
Alveolar  abscess,  924 

sarcoma  408 


I  Amputation  for  aneurysm,  625 
I         for  g^onahot  wounds,  924 
I         for  hip  disease,  1095 
!   Amyloid  defeneration,  95 
I   Anaemia,  Effect  of,  on  injuries,  266 
I   Anaerobic  bacteria,  8,  44 
Anesthesia,  General,  272 

Local,  289 
AnsBsthetios,  Accidents  with,  283 

Administration  of,  272 

Choice  of,  281 

Condition  after,  288 

Dangers  of,  283 

Effect  of,  on  iniories,  272 
Anatomical  tubercle,  297,  708 
Anchylosis,  1067 

of' elbow,  1129 

of  hip,  1097 

of  knee,  1112 

of  shoulder,  1124 
Aneurysm,  585 

Amputation  for,  625 

Arterio- venous,  633 

Axillar>',  652 

Causes  of,  585 

Circumscribed,  591,  692 

Cirsoid,  577 

ClasMification  of,  585 

Compression  in  treatment  of,  611 

Contents  of,  697 

Course  of,  601 

Cure  of,  601,  607 

Definition  of,  585 

Dissecting,  591,  592,  629 

Development  of,  590 

Diagnosis  of,  604 

Diffuse,  591,  592 

Effecto  of,  599 

Excision  of,  622 

False,  592 

Fusiform,  590,  592,  593 

Growth  of,  603 

Idiopathic,  585 

Injection  of,  624 

Intracranial,  64  H 


1138 


A    SYSTEM    OF  SUROBBY. 


Aneurysm,  Intra-orbital,  649 
Ligature  in  treatment  of,  616 
Manipulation  of,  623 
Mixed,  692 
Rupture  of,  603,  608 
Sao  of,  606 

Sacculated,  591,  592,  695 
Signs  of,  604,  607 
Spontaneous,  685 
Suppuration  of,  604,  608 
Traumatic,  629 
Treatment  of,  609,  625 
True,  692 
Varicose,  634,  636 
by  anastomosis,  578 
of  aorta,  638,  642 
of  buttock,  666 
of  carotid  arteries,  646 
of  femoral  artery,  656 
of  innominate  artery,  643 
of  lower  extremity,  665 
of  particular  arteries,  638 
of  popliteal  artery,  668 
of  subclavian  artery,  660 
of  upper  extremity,  662 

Aneurysmal  varix,  634,  647 

Angeioleucitis,  665 

Angeioma,  462,  577 
Plexiform,  677 
Symptoms  of,  678 
Treatment  of,  579 

Ankle  joint,  Diseases  of,  1114 
Dislocations  of,  1017 
ExciKion  of,  1117 
Neoplasms  about,  1119 
Neuralgia  of,  1119 
Osteo-arthritis  of,  1119 
Synovitis  of,  1114 
Syphilitic  disease  of,  1116 
Tuberculous  disease  of,  1116 

Anthrax,  311 

Bacillus  of,  31,311 
Mode  of  infection,  312 
Symptoms  of,  313 
Treatment  of,  314 

Antiseptic  dressings,  219 

measures  in  operations,  214 

Antrum,  Abscess  of,  926 
Epithelioma  of,  938 
Sarcoma  of,  938 
Tumours  of,  937 

Aorta,  Aneurj'Hm  of,  638,  642 

Arnold's  splint,  866 

Arrc8t  of  ha'morrhagc,  606,  613 

Arrow  wounds,  251 

Arterial  varix,  677 

Arteries,  ('alcification  of,  560 
Fatty  degeneration  of,  661 
C'Ontusion  of,  496 
Gunshot  wound  of,  503 


Arteries,  Incised  wound  of,  601 
Injuries  of,  496 
Laceration  of,  800 
Ligature  of,  619,  629 
Effects  of,  629    ' 
Gangrene  after,  634 
Punctured  wound  of,  500 
Repair  of  wounded,  606,  610 
Rupture  of,  496 
Wound  of,  600,  649 
in  fractures,  783 
Arterio- venous  aneurysm,  633 
I    Arteritis,  663 
'  Chronic,  666 

I         deformans,  666 

Embolic,  664 
I  Obliterating,  669 

,  Plastic,  663 

I  Suppurative,  654 

I  Syphilitic,  668 

>         Traumatic,  663 
I         Tuberculous,  669 
I    Arthrectomy  of  ankle,  1117 
I  of  elbow,  1127 

of  hip,  1090 
of  knee,  1106 
of  shoulder,  1124 
of  wrist,  1132 
Arthritis  deformans,  1061 
senilis,  1061 
sicca,  1061 
Ataxy  and  fractures,  727 
Atheroma,  666 
Anatomy  of,  666 
Causes  of,  555 
Effects  of,  557 
on  injuries,  769 
Atonic  ulcer,  112,  121 
Atrophy  of  bone,  726,  897 
Aseptic  fever,  208 

treatment  of  wounds,  213 
Aspergillus  fumigatus,  926 
Asthenic  inflammation,  66 
Astragalus,  Dislocations  of,  1023 

Fractures  of,  872 
Axillary  aneurysm,  652 


B. 

Bacillus  coli  communis,  40 
foetidus  ozsensD,  12,  43 
lactis  aerogenes,  11,  41 
lanceolatus,  14,  19,  30 
leprae,  35 
mallei,  35,  308 
ocdematis  agrobicus,  43 

maligni,  46 
prodii^osus,  3 
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Badllns  p^yaneui,  8,  20,  42,  80  I 

ealivanuB,  30  | 

aepticffiinife  haBmorrhagicn,  88 

violaceua,  3 

of  anthrax,  31,  311  | 

of  diphtheria,  32  { 

of  Friedlander,  30  i 

of  influenza,  33  j 

of  pla^e,  39 

of  pneumonia,  30 

of  quarter  evil,  48 

of  rninoecleroma,  38 

of  sjrmptomatic  anthrax,  48 

of  syphilis,  37, 385 

of  tetanus,  9,44,  196 

of  tuberculosis,  34,  351 
Bacteria,  Action  of,  18,  83,  174,  209 

Aerobic,  8 

Anaerobic,  8,  44 

Classification  of,  2 

Conditions  of  life  of,  7,  210 

Culture  diagnosis  of,  5 

Distribution  of,  10 

Greneral  characters  of,  1 

HabiUt  of,  10 

Modes  of  invasion,  12,  210 
of  reproduction,  4 

Pyogrenic,  25,  81.  172,  209 

Saprophytic,  9,  40 

Staining  of,  51 

Structure  of,  2 

and  inununity,  21 

and  predisposition,  16,  83,  174 

andtoxines,  7 

in  pyaemia,  172,  179 

in  wounds,  209 

of  suppuration,  25,  81,  172,  209 

(S^e  aUo  Bacillus) 
Bacterium  termo,  43 
Balanitis,  439 
Bayonet  wounds,  250 
Bazin*8  disease,  412 
Bed-sore,  134,  143 
Bilharsia,  Heematobia,  334 

Haamaturia  due  to,  336 
Symptoms  caused  by,  335 
Biskra  button,  326 
Blackleg,  Bacillus  of,  48 
Bleeder  disease,  376 
Bleeding,  506 
Blood  clot.  Healing  by,  206 

letting,  67 

vessels,  Gangrene  due  to  changes 
in,  139 
Diseases  of,  553  | 

Forceps  for,  516  1 

Gunshot  injuries  of,  240  i 

Injuries  of,  496  j 

Tumours  of,  577  ' 

Wounds  of,  549  1 


B<nl,  136,  711 

Aleppo,  326 

Ddhi,  326 
Bone,  Atrophy  of,  726,  897 

Cancer  of,  921 

changes  in  rickets,  365,  370 

Chronic  abscess  of,  874,  890,  891 

Contusions  of,  722 

Cysts  of,  922,  935 

Diseases  of,  873 

Fractures  of,  723 

Gunshot  injuries  of,  240,  248 

Hypertrophy  of,  896 

Inflammation  of,  873 

Injuries  of,  722 

Sarcoma   of,    466,   468,   914,  919, 
932 

Sclerosis  of,  873 

Syphilitic  disease  of,  407,  424,  428, 
892 

Transplantation  of,  906 

Tuberculous  disease  of,  889,  1061 

Tumours  of,  454,  907,  932 

Wounds  of,  722 
Bony  tumours,  454,  907,  932 
Boring  epithelioma,  938 
Brachial  plexus.  Exposure  of,  697 
Brasdor*s  operation,  622 
Brood  capsules  as  hydatids,  322 
Bubo,  391,  668 

in  gonorrhoea,  440 
Bullets,  Varieties  of,  235 
Bums,  252 

Complications  of,  255 

Degrees  of,  252 

Effects  of,  253 

Mortality  of,  252 

Treatment  of,  257 

Visceral  chaoiges  in,  256 
Borrowing  of  pus,  81 
Burste,  494,  1069 
Butchers  tubercle,  297,  708 


Callosity,  706 
Callous  ulcer.  111,  120 
CaUus,  754,  762 

Exuberant,  797 

Tumours  of,  798 

Varieties  of,  754 
Cancer,  483,  485 

Characters  of,  485 

Effect  of,  on  Injuries,  266 

Treatment  of,  486 

Varieties  of,  486 
Cancerous  ulcer,  124 
Cancrum  oris,  150 
Carbuncle,  136,  711 


INDEX. 


1141 


Cysts,  Pseudo,  494 
Retention,  492 
Tubular,  493 
Vitelline,  493 
of  bone,  922,  935 


D. 


DactyUtis,  SyphiHtic,  410,  896 
Deafness  in  s^'philis,  430 
Deciduoma,  475 
Deformities  of  rickets,  364 
Delhi  boil,  326 

Kymptoms  of,  326 

Treatment  of,  327 

Delirium,  Traumatic,  156 

tremens,  156,  766 
Dentigerous  cysts,  456,  936 
Dormatolysis,  459 
Dermoid  cysts,  487 

patches,  492 
Dermoids,  Branchial,  490 

Ovarian,  490 

Rectal,  490 

Sequestration,  487 

Tubulo,  490 
Diabetes  and  ulceration,  108,  112 

Effects  of,  on  injuries,  268 
Diabetic  gangrene,  145 

ulcer,  112 
Digital  compression  in  aneurysm,  611 
Diphtheria,  Bacillus  of,  32 

Wound,  159 
Diplococcus  intra-cellularis,  31 
Diseases,  Effects  of,  on  injuries,  260 
Disinfection  of  skin,  214 
Dislocations,  951 

Causes  of,  92 

Compound,  957 

Congenital,  954 

Frequency  of,  951 

Incomplete,  956 

Injuries  of  nerves  in,  689 

Partial,  955 

Pathological,  964, 1084 

Pathology  of,  952 

Special.     (Sm  the  various  Joints) 

Spontaneous,  954,  1084 

SN-mptoms  of,  965 

Treatment  of,  966 

Unreduced,  953 
Dissecting  aneurysm,  591,  592,  629 
Diverticular  cysts,  494 
Dorsal  dislocation  of  hip,  997 
Dracunculus  mcdinensis,  329 
Drainage  tub<>s,  88.  218 
Dressings  for  wounds,  219 
Dry  gannene,  129 
Duodenal  ulcer  in  bums,  266 


Dupuytren*B  fracture,  869,  1020 
splint,  870 


Ekx^ondroees,  454 

Ectocyst,  322 

Er^-thema  in  syphilis,  394,  421 

Elbow  joint,  Anchylosis  of,  1129 

Compound  dislocations  of,  988 

Congenital  dislocations  of,  988 

Diseases  of,  1125 

Dislocations  of ,  981 

Excision  of,  1129 

Fractures  invoMng,  818, 824 

Injuries  to,  820 

Neoplasms  about,  1130 

Neuralgia  of,  1130 

Osteo-arthritis  of,  1 129 

Suppuration  of,  1 126 

Synovitis  of,  1126 

Tuberculous  disease  of,  1127 
Elephantiasis  Arabum,  331,  676 
Elephantoid  fever,  676 
Embolism,  Fatty,  155,  766 

in  fractures,  788 
Enmierich*s  bacillus,  40 
Emprosthotonos,  190 
Endiondroma,  452 
Endocyst,  322 

Epiphyses,  Separation  of,  741 
Epiph>^tis,  Acute,  883,  1065 

Subacute,  1066 

Syphilitic  425 

Tuberculous,  1062 
Epithelial  odontomes,  936 

tumours,  475 
Epithelioma,  124,  478 

Course  of,  479 

Origin  of,  478 

Structure  of,  478 

terebrant,  938 

Treatment  of,  481 
Epulis,  458,  934 
Equinia,  308 
Erectile  tumours,  580 
Ergot,  Gangrene  due  to,  146 
Elrysipelas,  157 

Cellulo-cutaneous,  157,  166 

Complications  of,  161 

Cutaneous,  157,  158 

Diagnosis  of,  163 

Duration  of,  160 

Effect  of,  on  injuries,  267 

Incubation  ])eriod  of,  158 

migrans,  160 

neonatorum,  163 

Patholog}'  of,  163 

Phlegmonous,  157,165 
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Erysipelas,  Prognosis  of,  162 

Simple,  167,  158 

Treatment  of,  168 

Varieties  of,  167 
Ether  as  an  ansBsthetic,  274 

How  to  administer,  274 

inhalers,  274 

spray  as  an  anaesthetic,  292 
Eth^lchloride  as  an  anaesthetic,  293 
Excision  of  ankle,  1117 

of  elbow,  1127 

of  hip,  1090 

of  knee,  1106 

of  shoulder,  1124 

of  wrist,  1132 
Exostosis,  465 
Extraction  of  teeth,  943 
Exudation,  Croupous,  59 

Hsemorrhagic,  59 

Serous,  59 
Eye  affections  in  syphilis,  401,  426, 

428 
Eyeball,  Melanoma  of,  470 


False  joint  in  fracture,  792 
Farcy,  308 

Fat  embolism,  155,  766 
Fatty  hernia,  451 

tumour.  449 
Femoral  aneurysm,  666 
Femur,  Fractures  of,  835 
of  lower  end  of,  846 
of  neck  of,  836 
of  shaft  of,  844 
of  trochanters  of,  843 
of  upper  end  of,  836 
Sepai-Htion  of    epiphyses    of,    836, 
843,  846 
Fever,  Aseptic,  208 
HaBmorrhagic,  525 
Hectic,  95,  100 

Surgical,  18,  65,  92,  95,  208,  222 
Traumatic,  208,  222 
Fibre- sarcoma,  467  ' 

Fibroids  of  uterus,  462  | 

Fibroma,  458,  910  | 

Fibrous  tumours,  458  | 

Fibula,  Dislocations  of,  1012  | 

Fractures  of,  863,  867,  870  | 

Filaria  sanguinis  hominis,  331,  675 
Filariw,  Symptoms  produced  by,  333, 
675 
Treatment  of,  333,  677 
First  intention.  Healing  by,  202,  209 
Fissure  fracture,  736 
Fissures,  Congenital,  487 
Fistula,  101 


Fistula,  Causes  of,  102 

Treatment  of,  103 

Varieties  of,  102 
Fistulae,  Congenital,  487 
Fluctuation  in  abscess,  85 
Follicular  odontomas,  456,  935 
Foot,  Dislocations  of,  1017,  1023,  1026. 
1028 

Fractures  of,  871 

Perforating    nicer   of,    112     121, 
704 
Fore-arm,  Fractures  of,  822 
Fowl  cholera,  Bacillus  of,  38 
Fractures  and  ataxy,  727 

and  bone  disease,  727 

Amputation  in,  776 

Causes  of,  724,  731 

Comminuted,  740 

Complete,  737 

Compound,  734 

Compression,  731 

Course  of,  764 

Crepitus  in,  752 

Defective  union  of,  790 

Deformity  in,  749 

Delaved  union  of,  790 

Displacement  in,  745 

Double,  741 

Fibrous  union  of,  791 

First  help  in,  767,  776 

Fissure,  736 

Flexion,  731 

Gangrene  in,  787 

Greenstick,  735 

Incomplete,  735 

Injuries  of  nerves  in,  689,  798 
of  vessels  in,  783 

Measurements  in,  750 

Non-union  of,  791 

Oblique,  737 

Repair  of,  753,  761 

Repeated,  797 

Setting  of,  768 

Signs  of,  748 

Simple,  734 

Special.     {Sst  individual  bones) 

Spiral,  738 

Splints  for,  768 

Spontaneous,  704 

Statistics  of,  723 

Thrombosis  in,  788 

Time  of  union  of,  763 

Traction,  731 

Trans vei-se,  737 

Treatment  of,  767,  776 

Union  of,  753,  761 

Varieties  of,  734 

due  to  direct  violence,  732 
indirect  Wolence,  732 
muscular  violence,  733 
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Fractares,  Vicious  onion  of,  796,  7(H> 
Fragilitas  ossium,  727 
Froit-bite,  136 

Degrees  oi,  137 
Fonmcalus,  136,  711 
Fusiform  ancur>'8m,  590,  592,  593 


G. 

Ghmgrone,  60,  128 

Acute  traumatic,  147,  103 

Direct,  129,  132 

Dnr.  129 

Indirect,  129, 139 

Line  of  separation  in,  130 

Moist,  129, 130 

Senile,  129,  139 

Specific,  129,  147 

Symmetrical,  144 

TVeatmentof,  131 

Varieties  of,  132 

after  ligature  of  arteries,  534 

after  tight  bandaging,  142 

and  paralysis,  143 

due  to  cold,  136 

due  to  ergot,  145 

due  to  heat,  136 

due  to  inflammation,  135 

due  to  obstruction  of  veesels,  142 

due  to  pressure,  134 

due  to  vascular  changes,  139 

in  acute  fevers,  145 

in  diabetes,  145 

in  fractures,  787 
Giant  cells  in  tubercle,  346 
Gland  enlargement  in  syphilis,  398 
Glanders,  308 

Acute,  310 

bacillus,  35,  308 

Chronic,  310 

Diagnosis  of,  311 

Infection  in,  309 

Morbid  anatomy  of,  309 

Symptoms  of,  309 

TVeatmentof,  311 
Glands,  Tuberculous,  671 
Glenoid  fossa,  Fracture  of,  809 
Glioma,  460 

Glossitis,  Syphilitic,  399,  415,  424 
Gluteal  aneurysm,  656 
Gonmie  scrufuleuse,  97,  362 
Gonorrhcea,  433 

Complications  of,  438 

Course  of,  433 

Cystitis  in,  441 

Incubation  of,  434 

in  the  female,  44 1 

Ophthalmia  in,  440 

Rheumatism  in,  441 


Gbnorrhcea,  Stages  of,  433 

Treatment  of,  437 
Gout,  1039,  1050 
Grafting  of  nerves,  687 

of  skin,  116 
Granulation,  Healing  by,  203,  205 

tissue,  60,  204 
Greenstick  fracture,  735 
Guinea  worm,  329 

Symptoms  of,  830 

iWtment  of,  330 

Gumma,  406,  408,  411,  415, 893 

Scrofulous,  97,  362 
Gums,  Diseases  of,  923 

Tumours  of,  933 
Gunshot  fractures,  241,  248 

wound  of  arteries,  238,  247,  503 
wounds,  235 

Amputation  in,  249 
Complications  of,  245 
Conditions  of,  239 
Course  of,  246 
Symptoms  of,  237 
Treatment  of,  239,  245 
Guttapercha  splints,  770 


H&*maturia  due  to  Bilharaia,  336 
Hemophilia,  376 

affecting  joints,  1073 

Effect  of,  on  injuries,  267 

Inheritance  of,  376 

Symptoms  of,  377 

Treatment  of,  378 
Haemorrhage,  50is 

Amount  lost,  524 

Effecto  of,  524 

External,  537 

Intennediary,  540 

Internal.  538 

Natural  arrest  of,  506,  510 

Primary,  538 

Reactionary,  541 

Secondary,  541 

Surgical  arrest  of,  513 

Treatment  of,  513,  526 

Varieties  of,  536 

Venous,  510 

from  head  or  neck,  549 

from  gunshot  wounds,  238, 247,  503 

from  lower  limb,  551 

from  trunk,  550 

from  upper  limb,  551 

in  fractures,  785 
Hssmorrhagic  diathesis,  376 

ulcer,  112 
HflDmarthruH,  1034 
Hair,  Condition  of,  in  syphilis,  398, 423 
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Hand)  Dislocations  of,  990 

Fractures  of,  832 
Healing  by  blood  clot,  206 
by  first  intention,  202,  209 
by  granulation,  203,  205 
by  scabbing,  207 
by  union  of  granulations,  205 
Conditions  that  interfere  with,  209 
of  wounds,  202 
Health,  Effect  of,  on  injuries,  262 
Heart  disease,  Effect  of,  on  injuries, 

269 
Hectic  fever,  95,  100 
Hernia,  Fatty,  451 
Hilton's  method  of  opening  abscesses, 

88 
Hip,  Ompound  dislocations  of,  1006 
Congenital  dislocations  of,  1006 
Dislocations  of,  903 
Anatomy  of,  996 
Mechanism  of,  994 
Varieties  of,  997 
Injuries  to,  842 
Hip  joint,  Anchylosis  of,  1097 
Acute  synovitis  of,  1075 
disease,  1075 

Abscess  in,  1087 
Deformity  in,  1082 
Operations  for,  1090 
Stages  of,  1084 
Varieties  of,  1075 
Enwion  of,  1090 
Excision  of,  1090 
Neoplasms  about,  1098 
Osteo-arthritis  of,  1096 
Septic  synovitis  of,  1078 
Tuberculous  disease  of,  1080 
Hodgen's  splint,  854 
Hodgkin*s  disease,  466,  673,  674 
Horns,  476,  710 
Humerus,  Dislocation  of,  966 
Fracture  of,  809 
of  lower  end,  817 
of  neck,  813 
of  upper  end  of,  809 
Separation  of  lower  epiphysis  of, 
818 
of  upper  epiphysis  of,  811 
Hunterian  operation  for  aneurysm,  616 
Hydatid  cysts,  321 
*  Seats  of,  323 
Symptoms  of,  324 
Treatment  of,  324 
Hydrocele,  493 
Chylous,  675 
Fatty,  675 
of  neck,  678 
Hydrophobia  and  tetanus,  193,  305 
Causes  of,  301 
Diagnosis  of,  305 
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Innocency  in  tumours,  443 
Innominate  aneurysm,  643 
Insect  stings,  298* 
Instruments,  Disinfection  of,  214 
Intermediary  haemorrhage,  640 
Intermediate  stage  of  syphilis,  406 
Intracranial  aneurysm,  648 
Intra-orbital  aneurysm,  649 
Interstitial  keratitis,  425,  427 
Iodide  of  potassium  rash,  721 
Iritis,  Syphilitic,  401,  426,  428 
Irrigation  of  wounds,  216 
Irritable  ulcer,  110,  119 
Ivory  osteoma,  907 


Jaws,  Anchylosis  of,  941 

Closure  of,  941 

Defects  of,  941 

Diseases  of,  923 

Dislocations  of,  967 

Necrosis  of,  927 

Osteoma  of,  932 

Periostitis  of,  927 

Sarcoma  of,  932 

Tumours  of,  932,  939 
Jigger,  327 

Joint  disease,  Charcot's,  701,  1064 
commencing  in  bone,  1060 

Hysterical,  381,  1074 
Joints,  Anchylosis  of,  1067 

Condition  of,  in  pyaemia,  180,  182 

Contusions  of,  946 

Diseases  of,  1031 

Dislocations  of,  961 

Injuries  of,  946 

Gunshot  injuries  of,  240,  243,  249 

Loose  bodies  in,  454,  1070 

Neuralgia  of,  1074 

Sprains  of,  947 

Suppuration  of,  950,  1041 

Tumours  of,  1068 

Wounds  of,  949 

affected  with  haemophilia,  1073 
Junker's  inhaler,  278 


K. 


Keratitis,  Interstitial,  425,  427 
Kidney  disease.  Effect  of,  on  injuries, 

270 
Knee  joint,  Anchylosis  of,  1112 

Diseases  of,  1098 

Dislocations  of,  1013 

Excision  of,  1105 

Hydrops  of,  1101 

Injuries  of,  846,  857,  862,  1013 

Internal  derangement  of,  1015, 
1071 


Knee,  Neoplasms  about,  1114 
Osteo-arthritis  of,  1111 
Subluxation  of,  1015, 1071 
Suppuration  of,  1101 
Synovitis  of,  1098 
Syphilitic  disease  of,  1111 
Tuberculous  disease  of,  1103 

Kocher's  method  of  reducing  disloca- 
tions of  shoulder,  974 


L. 

Lacerated  wounds,  228 

Lacerations,  228 

Larynx,  Syphilitic  affections  of,  399, 

416 
Late  rickets,  373 
Lead  poisoning,  923 
Leg,  Fractures  of  the,  862 
Leontiasis  ossea,  905,  929 
Leptothrix,  1 
Leucocythaemia,  Effects  of,  on  injuries, 

266 
Leukoplakia,  415 
Ligaments,  Diseases  of,  1056 

New  growths  of,  1057 
Ligature  for  aneurysm,  616 

of  arteries,  519,  529 
Effects  of,  629 
Grangrene  after,  554 
Ligatures,  217,  621 
Lipoma,  449,  910 

arborescens,  451 

Clinical  features  of,  452 

Diffuse,  450 

Varieties  of,  450 
Listerian  method  of  wound  treatment, 

213 
Listen's  splint,  850 

Liver  disease.  Effect  of,  on  injuries,  270 
Locomotor  ataxy  and    joint  disease, 

701,  1064 
Loose  bodies  in  joints,  454,  1070 

in  cartilages,  454,  1070 
Lung  disease.  Effects  of,  on  injuries, 

265,  269 
Lupus,  123,  715 

Complications  of,  717 

Diagnosis  of,  716 

Sta^  of,  715 

SyphiUtic,  413,  426 

Treatment  of,  717 

lymphaticus,  664,  666 

erythematosus,  715 

vtdgaris,  414,  715 
Luxations.     {See  Dislocations) 
Lymph  scrotum,  331,  675 
Lymphadenitis,  668,  670 
Lymphadenoma,  673,  674 
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Lymphangeioma,  663 
T 'ymphangiectaais,  664 
Lymphangiozna  cavemosiun,  679 
Lyniphangitis,  666 
LvTiiphatic  fistula,  662 

gUuids,  Atrophy  of,  672 
Hypertrophy  of,  672 
ScK^ondary  growths  of,  677 
Tubercle  of,  670 
Lymphatics,  Congenital  defects  of,  67H 

Dilatation  of,  663 

Inaammation  of,  665,  668 

Injuries  of,  662 
Lympho-sarcoma,  466,  674 
Ijyniphoma,  673 
Lymphorrhagia,  662 
Lymphorrhoea,  662 


M. 

Hftclotyre's  splint,  866 
Mocrochelia,  680 
Macroglossia,  679 
Madura  foot,  50,  337 

Morbid  anatomy  of,  338 
Symptoms  of,  338 
Treatment  of,  339 
Magazine  bullet,  235,  244 
MaliLria,  Effect  of,  on  injuries,  267 
Malfmigne's  hooks,  859 
Hali^ancy  in  tuuiours,  443 
Bltili^CQant  cedema,  148 
Bacillus  of,  46 

pustule.     {Se4  Anthrax) 
K[aDdible,Defectivedevelopmentof,941 
Maasaffe  in  chronic  inflammation,  77 
M^ckars  ganglion,  Kemoval  of,  696 
Medicinal  eruptions,  720 
Medio-tarsal  joint.  Dislocation  at,  1028 
Mfilano-sarcoma,  469,  718 
He]  H  noma,  469,  718 
^leUiiods,  469,  718 
MaiTury  and  necrosis,  885 

in  syphilis.  403 
Metacarpus,  Dislocations  of,  990 

Fnusturee  of.  832 
MetA tarsus,  Dislocations  of,  1029 

Kmctur«e  of,  872 
Iktierobic  infection.  Diseases  due  to,  294 
M]€:iococcus  gingrivie  pyogenes,  31 

goiiorrhopa>,  29,  433 

lnjioeolatus,  1 1 

ptieumoniw,  30 

Mragones,  31 
Hilmiy  tubercle,  843 
Mtlitufy  •nrgery,  235 
IHinicry  of  disease,  380 
Mm^  gangrene,  129 
Ut^Xm,  469 


M 

M 
M 


M 
M 
M 
M 
M 
M 

M 


I 
!  Ni 

i   N( 


N( 


INDEX, 


1147 


Nervous  system,  Sjrphilitic   afFoctions 

of,  418,  431 
Neural  cysts,  496 
Neuralgia,  690 

Causes  of,  690 

Epileptiform,  691 

Symptoms  of,  691 

Treatment  of,  691 

of  joints,  1074 
Neurectomy,  696 
Neuro- fibroma,  461 
Neuro-myxoma,  460 
Nouro-retinitis,  Syphilitic,  402 
Neuroma,  461,  698 

Varieties  of,  461,  698 
Neuromimesis,  380 
Neuroses    having    surgical    relations, 

379 
Neurotomy,  695 
New  growths,  443 
Nitrous  oxide  as  an  anaBsthetic,  273 

How  to  administer,  273 
Node,  Strumous,  97,  362 

SyphiUtic,  408,  429,  892,  895 
Noma  vulva),  150 
Non-infectivo  ulcer,  105 


O. 


Obesity,  Effect  of,  on  injuries,  263 
Obturator  dislocation  of  hip,  1003 
Odontomes,  456,  935 

Varieties  of,  456,  936 
Oedema,  Malignant,  46,  148 
Old  age.  Effect  of,  on  injuries,  261 
Olecranon,  Fractures  of,  822 
Onychia  maligna,  720 
Operations,  Antiseptic  measures  in,  214 

Effects  of  diseases  on,  260 

General  management  of,  213 
treatment  after,  221 

Preparations  for,  214 
Ophthalmia,  Gononh(ral,  440 
Opisthotonos,  190 
Oriental  sore,  326 
Ormsby's  ether  inhaler,  276 
Orthotonos,  190 
Os  calcis.  Fractures  of,  871 

pubis,  Fractures  of,  833 
Osteitis,  873 

deformans,  901 

Raref}'ing,  873 

Syphilitic,  407,  424,  428,  892 

Tuberculous,  889,  1061 
Osteo-arthritis,  1051 
Osteo-sclerosis,  873 
Osteoma,  464,  907,  932 
Osteomalacia,  729,  898 
Osteomyelitis,  880 


Osteomyelitis,  Acute  infective,  880 

Chronic,  882 

Simple  acute,  880 
Osteophytes,  880 
Osseous  tumours,  454,  907,  932 


P. 

Pachvdermatocele,  469 
Painful  cicatrix,  231 

subcutaneous  tubercle,  468 
Parrot's  nodes,  425 
Papilloma,  476,  708 

Intra-cystic,  470 

Villous,  476 
Papular  syphilide,  394 
Paralytic  ulcer,  112,  121 
Paraphimosis,  439 
Parasites,  Diseases  due  to,  294 
Passive  clot  in  aneurysm,  597 
Patella,  Dislocations  of,  1010 

Fracture  of,  867 

Wiring  of,  861 
Patiiological  dislocations,  954,  1084 
Pelvis,  Dislocations  of,  993 

Fractures  of,  832 

in  rickets,  370 
Pemphigus,  395,  423 
Perforating  ulcer  of  foot,  108, 112, 121, 

704 
Periarteritis,  560 
Perionychia,  720 
Periostitis,  876,  892 

Acute  diffused,  876 

Chronic,  880 

Infective,  870 

Simple  acute,  875 

of  jaws,  927 
Phagedsena,  149,  390 
Phagedacnic  ulcer,  113,  122 
Ph^ocytosis,  24,  212 
Phalanges,  Dislocations  of,  990,  1029 

Fractures  of,  832,  872 
Phantom  tumour,  382 
Pharynx,  Scald  of,  258 
Phimosis,  439 
Phlebitis,  561,  566 

Gouty,  667 

Plastic,  566 

Septic,  177 

Suppurative,  569^ 

Traumatic,  667 
Phlogosin,  20 

Phosphorus  necrosis,  884,  928 
Phthisis,  Effect  of,  on  injuries,  266 
Physiognomy  of  inherited  syphilis,  432 
Placenta,  Syphilis  of,  421 
Plague,  Bacillus  of,  39 
Plaster-of -Paris  splints,  771 
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Plethora,  Effect  of,  on  injuries,  263 
Fleurosthotonos,  190 
Pneumonia,  Bacillus  of,  30 
Polyp,  Nasal,  460 
Popliteal  aneurysm,  658 
Poroplastic  splints,  770 
Post-mortem  warts,  297,  708 

wounds,  294 
Pott's  fracture,  868,  1018 
Predisposition    in  bacterial  invasion, 

16,  83,  174 
Pressure  gangrene,  134 

ulcer,  112,  122 
Primary  haemorrhage,  o38 

syphilis,  386 
Proteus  vulgaris,  42 
Psammoma,  477 
Pseudarthrosis,  791 
Pseudo-malignancy  in  tumours,  448 
Psoriasis  in  syphilis,  397 
Ptomaines,  19 

Pubic  dislocation  of  hip,  1006 
Pulpy  degeneration,  34 1 
Purulent  infection,  171,  209 
Pus,  79 

-producing  bacteria,  25, 81,  172,  209 

Varieties  of,  79 
Pyemia,  171,  209 

Abscess  in,  177,  179,  184 

Bacteria  in  172,  179 

Causes  of,  172 

Idiopathic,  172 

Infarcts  in,  177 

Infection  in,  173 

Morbid  anatomy  of,  175,  181 

Pathology  of,  175 

Prognosis  in,  185 

Post-mortem  appearances  in,  181 

S3rmptoms  of,  183 

Treatment  of,  186 
Pyaemic  synovitis,  1039 
Pyocyanin,  20 

Pyogenic  bacteria,  25.  81, 172,  209 
Pyorrhoea  alveolaris,  928 


Quarter-evil,  Bacillus  of,  48 
Quiet  necrosis,  887 


R. 


Rabies.     {See  Hydrophobia) 

Rachitis,  363 

Badio-ulnar  articulation,  Dislocations 

of,  985,  988 
Radius,  Dislocations  of,  981 
Fractures  of,  825,  826,  828 


Rft 


Ra 
Ra 
Ra 
Ra 
Re 
Re 
Re 
Re 


Re 
Re 
Re 
Re 
Rl 
Rl: 
Rl 

m 

Ri 


Ri 
Ri 
Ri 
R( 
Rl 
Rl 


Sa 
Sa 
8a 
Sa 
Sa 
Se 
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Sarcomatous  ulcer,  124 

Scabbing,  Healing  by,  207 

Scald  of  pharynx,  258 

Scalds.     {See  Burns) 

Scapula,  Dislocations  of,  964,  965 

Fracture  of  glenoid  fossa  of,  809 
of  neck  of,  808 

Fractures  of,  805 
Schizomycetes,  1 
Schizophytes,  1 

Sciatic  dislocation  of  hip,  1000 
Scrofula,  358 

Senile,  358,  670 
Scrofulous  gumma,  97,  362 
Scrotum,  Lymph,  331,  675 
Scurvy  rickets,  374 
Secondary  haemorrhage,  541 
Causes  of,  542 
Treatment  of,  545 

shock,  155 

syphilis,  393 
Separation  of  epiphyses,  741 
Semi-lunar    cartilage    of    knee.    Dis- 
placement of,  1015,  1071 
Senile  gangrene,  129, 139 

struma,  358,  670 

tuberculosis,  358 
Sepsines,  19 
Septic  emboli,  177 

intoxication,  208,  222,  295 

phlebitis,  177 

thrombus,  177 
Septicajmia,  171,  209 
Sequestrum,  885 
Serpiginous  ulcer,  413,  427 
Sex,  Effect  of,  on  injui'ios,  262 
Sexual  neuroses,  383 
Shock,  153 

Pathology  of,  153 

Secondary,  155 

Symptoms  of,  153 

Treatment  of,  153 

in  bums,  254 
Shoulder,  Compound  dislocation  of,  980 

Congenital  dislocation  of,  981 

Dislooati(ms  of,  966 

Injuries  to,  814,  972 

HecuiTent  dislocations  of,  980 

Unreduced  dislocations  of,  979 

joint.  Anchylosis  of,  1124 
Diseases  of,  1121 
Excision  of,  1124 
Neoplasms  about,  1124 
Osteo-arthritis  of,  1124 
Synovitis  of,  1121 
Syphilitic  disease  of,  1124 
Tuberculous  disease  of,  1122 
Simple  ulcer,  109 
Sinus,  101 

Causes  of,  101 


Sinus,  Treatment  of,  102 
Skin  affections  of  sjrphilis,  393,  398, 
411,421,427 

Diseases  of,  706 

grafting,  116 
Skull  in  rickets,  367 
Slough,  128 
Snake  bites,  299 
Snuffles  in  syphilis,  423 
Soft  chancre,  389 
Spine,  Hysterical,  381 

in  rickets,  368 
Spiral  fractures,  738 
Spirilla,  2 
Splints,  768,  779 

Immovable,  771 

Movable,  769 

Plaster-of-Paris,  771 

Poroplastic,  770 

Shaped,  770 

SiliiAte,  773 

Starch,  773 
Sponges,  216 
Spontaneous  dislocations,  954,  1084 

fracture,  704 
Spores,  4 

Sprains  of  joints,  947 
Staining  01  bacteria,  51 
Staphylococcus  pyogeneB,  25,  26,  31, 

81,  172 
Starting  pains  in  joints,  1059 
Stasis  in  inflammation,  54,  55 
Stemo-clavicular  joint,  l)isea8esof,l  121 
Sthenic  inflammation,  65 
Stings  of  insects,  298 
Streptococcus  articulorum,  12,  28 

erysipelatis,  28,  164 

pyogenes,  27,  81,  91,  164,  172 

septicus,  27,  31 

septo-pyssmicus,  28 
Streptothnx,  1 
Struma,  368 
Strumous  node,  97,  362 
Strychnia  poisoning  and  tetanus,  193 
Styptics,  515 

Subastragaloid  dislocations,  1026 
Subclavian  aneurysm,  650 
Subcla-vicular  dislocation,  970 
Subcoracoid  dislocation,  967 
Subglenoid  dislocation,  968 
Subspinous  dislocation,  970 
Subungual  osteoma,  909 
Su])puration,  79 

of  aneurysm,  604,  608 
Supra-coracoid  dislocation,  971 
Surgical  fevers,  18,  65,  92,  95, 208,  222 
Sutures,  219 

and  bacterial  in%'a8ion,  12 
Symphysis  pubis.  Disease  of,  1 1 33 
Syncope,  152 
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SynostofiiB,  1067 

SynovitiB,  Acute,  1033,  1040 

Chronic,  1037, 1043, 1044, 1046, 1050 

Gonorrhceal,  441 

Gouty,  1039,  1050 

Primary,  1033 

Pysemic,  1039 

Rheamatic,  1050 

Septic,  1039,  1040 

Simple,  1033 

Specific,  1039 

Subacute,  1036,  1043 

Suppurative,  1036,  1042 

SyphiUtic.  1044 

TuberculouB,  1046 

Varieties  of,  1033,  1039 

in  inherited  syphilis,  430 
Syphilides,  393,  398,  411,  421,427 
Syphilis,  385 

Acquired,  385 

Affections  of  larynx  in,  399,  416 
of  nervous  system  in,  418,  431 
of  rectum  in,  417 
of  tongue  in,  398,  415,  424 

Bacillus  of,  37,  385 

Bone  affections  of,  407, 428, 424,  892 

Curability  of,  405 

Effect  of,  on  injuries,  265 

Eye  affections  of,  401,  425 

Glands  in,  669 

General  symptoms  of,  397 

Incubation  of,  385 

Inherited,  420 

Mouth  and  throat  in,  398,  415 

Primary,  386 

Secondarv,  393 

Skin  affections   of,  393,   398,  411, 
421,427 

Stages  of,  385 

Tertiary,  406 

Treatment  of,  403,  419,  426,  432 

Visceral  disease  in,  419,  425 
Syphilitic  arteritis,  558 
'  joint  disease,  1044,  1061 

ulcer,  123,  411,427 
Sword  woundjB,  250 


T. 

Tubes  and  joint  disease,  701 
Tabetic  arthropathy,  701,  1064 
Tiunia  echinococcus,  321 
Tarsal  joints,  Diseases  of,  1120 
Tarsus,  Dislocations  of,  1017,  1029 

Fractures  of,  871 
Teeth,  Extraction  of,  943 

MiTCurial,  431 

Pus  sacs  with  carious,  926 

in  inherited  syphilis,  431 


Temporo-mandibular     joint,       Affec- 
tions of,  940 

Anchylosis  of,  941 

Arthritis  of,  940 

Dislocation  of,  057 
Tendon  sheaths.  Injuries  of,  949 
Tendons,  Gunshot  mjuries  of,  239 
Tertiary  syphilis,  406 
Tetanus,  187 

and  hydrophobia,  305 

Bacillus  o^  9,  44,  195 

Causes  of,  187 

Degrees  of,  189 

Diagnosis  of,  193 

hydrophobicus,  191 

Idiopathic,  188 

Incubation  of,  189 

Morbid  anatomy  of,  194 

Prognosis  in,  193 

Symptoms  of,  189 

Treatment  of,  199 
Tetany,  200 

Thiersch's  skin  grafting,  117 
Thigh,  Fractures  of,  835 
Thomas's  splint,  1086,  1087,  1105 
ITioracic  duct.  Injury  of,  662 
Thorax  in  rickets,  369 
Throat  affections  in  syphilis,  398,  415 
Thrombosis,  561 

in  fractures,  788 
Thrombus,  563 
Thumb,  Dislocations  of,  991 
Tibia,  Fractures  of  lower  end  of,  867 
of  shaft  of,  863 
of  upper  end  of,  862 

Separation  of  epiphyses  of ,  862,  869 
Toe-nail,  Ingrowing,  719 
Toes,  Dislocations  of,  1030 

Fractures  of,  872 
Tongue,  Syphilitic  affections  of,  398, 

415,  424 
Tonic  contractions,  187,  191 
Tooth  tumours,  456,  935 
Torsion  of  an  arter}',  518 
Tourniquets,  612 
Tox-albumens,  20 
Toxines,  7,  18 
Transfusion,  527 
Transmission  of  tubercle,  351 
Traumatic  delirium,  156 

fever,  208,  222 

neuroma,  699 
Trichina  spiralis,  327 

Symptoms  of,  328 

Treatment  of,  329 
Trichinosis,  327 
Trismus,  190,  193 
Tubercle,  343 

bacillus,  34,  351 

Grey,  343 
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Tubercle,  Inoculation  with,  352 

Miliary-,  343 

Painfiil  subcutaneous,  458 

Structure  of,  346 

Termination  of,  349 

TransmisHion  of,  351 

Yellow,  343 
Tubercular  syphilide,  395 
Tuberculosis,  340 

£ffect  of,  on  injuries,  264 

General  features  of,  340 

Nature  of,  340 

l^hysiognomy  in,  364 

Senile,  358 

Treatment  of,  369 

of  lymph  glands,  670 
Tuberculous  abscess,  94 
Treatment  of,  96 

arteritis,  559 

joint  disease,  1046,  1061 

node,  97,  362 

patients,  Types  of,  354 

ulcer,  122,  361 
Tumours,  443 

Adrenal,  474 

Cancerous,  483 

Cartilaginous,  452 

Classification  of,  443 

Clinical  features  of,  443 

Connective  tissue,  449 

Epithelial,  476 

Erectile,  680 

Fatty,  449 

Fibrous,  458 

Grliomatous,  460 

Innocency  of,  443 

Malignancy  of,  443 

Myxomatous,  460 

Osseous,  454 

Phantom,  382 

8an5umatous,  466 

Tooth,  456,  935 

Ulceration  of,  124 

of  blood-vessels,  462,  577 

of  joints,  1068 

of  nerve  sheaths,  461 
Types  of  tuberculous  patients,  354 


U. 

Ulcer,  105 

Atonic,  112,  121 
CaUous,  HI,  120 
Cancerous,  124 
Causes  of,  106 
Chronic  infective,  105 

non-infective,  105,  106 
Diabetic,  112 
Differential  diagnosiB,  127 


Ulcer  due  to  deficient  innervation,  112 

Epitheliomatous,  124 

Hasmorrhagic,  112 

Inflamed,  110,  119 

Irritable,  110,  119 

Malignant,  106,  124 

Paralytic,  112,  121 

Perforating  of  foot,  108,  112,  118, 
121,  704 

Phagedsenic,  113,  122 

Pressure,  112,  122 

Rodent,  126 

Sarcomatous,  124 

Serpiginous,  413,  427 

Simple,  109 

SyphUitic,  123,  411,  427 

Treatment  of,  113,  119 

Tuberculous,  122,  361 

Varicose,  110,  120 

Varieties  of,  1 06 

Weak,  110,  119 
Ulcerating  tumours,  124 
Ulceration,  105 
Ulna,  Dislocations  of,  981 

Fractures  of,  822,  824,  826 

Separation  of  epiphysis  of,  824,  826 
Union,  Changes  after,  in  fracture,  796 

Defective,  of  fractures,  791 

Vicious,  in  fractures,  796,  799 

of  divided  nerve,  685 

of  fractures,  753,  761 
Unreduced  dislocations.  953 
Urine,  Chylous,  331,  675 


V. 

Varicose  aneurysm,  679,  634,  636 
ulcer,  110,  120 
veins,  670 

Causes  of,  672 
Pathology  of,  670 
Symptoms  of,  674 
Treatment  of,  676 
Veins,  Air  in,  604 

Contusions  of,  503,  608 
Diseases  of,  661 
Heemorrhage  from,  610 
Injuries  of,  603 
Lacerations  of,  503,  608 
Thrombosis  of,  661 
Varicose,  570 
Varix  of,  670 
Wounds  of,  504 
in  fractures,  784 
Venereal  warts,  439,  709 
Venomous  insects,  298 

snakes,  299 
Verruca  necrogeniai,  297,  7U8 
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Villous  papilloma,  476 
Vulva,  Gangrene  of,  150 


W. 

Wardrop*8  operation,  622 
Warte,  476,  708 

Venereal,  439,  709 
Weak  ulcer,  110,  119 
White  clot  in  aneurysm,  597 

swelling,  1046 
Whitlow,  720 
Wound  diphtheria,  159 
Wounds,  202 

Accidental,  226 

Arrow,  251 

Bayonet,  250 

Complex,  222,  223,  226,  227,  228 

Ck>ntused,  227 

Dressings  for,  219 

Effects  of  diseases  on,  260 

Gunshot,  235 

Healing  of,  202 

Infection  of,  209 

Irrigation  of,  216 


Wounds,  Laoeratod,  228 

Open,  222,  223 

Post-mortem,  294 

Septic,  294 

Suppuration  firom,  90 

Suturing  of,  219 

Sword,  250 

Treatment  of,  213 

Varieties  of,  213 

and  hacterial  invasion,  12,  209 

of  arteries,  600 

of  hones,  722 

of  joints,  949 

of  mucous  memhrane,  225 

of  nerves,  681,  686 
Wrist,  Diseases  of,  1130 
Dislocations  of,  988 
Excision  of,  1132 
Fractures  ahout,  988 
Injuries  of,  828,  988 
Osteo-arthritis  of,  1132 
Synovitis  of,  1130 
Tuberculous  disease  of,  1132 


Zoogla^a,  2 
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